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Iron  defi 
is  effect! 
with  Zer 

Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapiu  yruwLii.  ■ i ne  ^-tJiiuMiu  lumiuia 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 
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Connecticut  Medicine 

editorials 


Renal  Mechanisms  For  Both  Raising 
And  Lowering  Arterial  Pressure 

We  know  that  the  kidney  influences  the  level  o£ 
arterial  pressure,  but  we  think  of  this  in  terms  of 
kidney  disease  and  its  effect  in  producing  hyper- 
tension. Narrowing  of  a renal  artery  experimentally 
will  cause  a rise  in  arterial  pressure.  This  is  now 
recognized  as  being  caused  by  liberation  of  renin  by 
the  juxtaglomerular  apparatus.  In  the  blood  renin 
:omes  in  contact  with  the  plasma  globulin  angio- 
tensinogen  and  angiotensin  I is  split  off.  This  deca- 
oeptide  becomes  converted  in  the  plasma  to  angio- 
tensin II  an  octapeptide  with  powerful  pressor 
properties.  By  this  mechanism  the  kidney  is  able  to 
raise  arterial  pressure.  Surgical  correction  of  a nar- 
mwed  renal  artery  often  produces  a complete  cure 
af  an  existing  hypertension.  Does  the  normal  kid- 
ney influence  arterial  pressure? 

There  is  a large  body  of  evidence  that  another 
mechanism  in  the  kidney  is  able  to  lower  arterial 
pressure.  GoldblatD  recognized  both  a hypertensive 
and  an  antihypertensive  action  by  the  kidney  for  he 
observed  that  in  artery  stenosis  to  one  kidney  only 
transient  hypertension  resulted  whereas  when  he 
removed  the  normal  kidney  severe  sustained  hyper- 
tension often  evolved.  It  appeared  to  him  as  if  the 
contralateral  kidney  had  been  exerting  an  anti- 
hypertensive effect. 

A pure  reduction  in  renal  mass  without  renal 
artery  stenosis  also  produces  a rise  in  arterial 
pressure.  Apparently  one  needs  a certain  renal  mass 
to  keep  the  pressure  down.  Furthermore,  removal 


of  both  kidneys  leads  to  a rise  in  pressiue  develop- 
ing quickly  and  not  accounted  for  by  mere  salt  and 
water  retention.  One  needs  the  kidneys  to  keep  the 
pressure  down. 

The  best  evidence  for  a hypotensive  effect  of  a 
normal  kidney  is  obtained  from  transplanation  in 
humans.  When  one  identical  twin  with  severe 
hypertension  resulting  from  chronic  glomerulo- 
nephritis received  a transplant  of  a normal  kidney 
from  the  other  twin,  it  brought  about  the  disap- 
pearance of  his  hypertension.-  Likewise,  in  the 
renal  hypertensive  rat,  Gomez,  Hoobler,  and  Bla- 
quier^  have  shown  that  this  same  type  of  blood 
pressure  reduction  can  be  brought  about  with  a 
normal  kidney  in  the  course  of  an  hour. 

Since  the  kidney  appears  to  have  mechanisms  for 
both  raising  and  lowering  arterial  pressures,  can  it 
be  that  they  are  geared  to  each  other  to  provide 
thereby  an  integrated  response  for  the  control  of 
arterial  pressure?  Such  a concept  is  well  established 
in  biology.  There  are  the  integrated  actions  of  the 
sympathetic  and  parasympathetic  nervous  systems, 
the  alpha  and  beta  cells  in  the  islets  of  Langerhans 
and  numerous  others. 

Tobian,  et  al,  reasoned  that  if  the  level  of  arterial 
pressure  is  somehow  registered  in  the  kidney,  then 
a high  level  of  perfusion  pressure  should  stimulate 
the  antihypertensive  action  of  the  kidney  and 
inhibit  the  release  of  renin.  On  the  other  hand, 
perfusing  the  kidney  with  a lower  than  normal 
pressure  should  inhibit  the  antihypertensive  action 
and  stimulate  the  release  of  renin.  To  test  this  hy- 
pothesis they  used  rats  with  renal  hypertension.  In 


- THE  COVER  

YALE-NEW  HAVEN  MEDICAL  CENTER 
A RECENT  aerial  view  of  the  Yale-New  Haven  Medical  Center  showing  the  new 
Laboratories  of  Epidemiology  and  Public  Health  (upper  right  behind  smoke 
stacks),  the  recently  completed  Charles  A.  Dana  Clinic  and  Hospital  Diagnostic 
and  Service  Building  (lower  center)  located  at  main  hospital  entrance  on 
Howard  Avenue,  and  the  Laboratory  of  Clinical  Investigation  under  construction 
at  the  corner  of  Howard  and  Davenport  Avenues. 
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eleven  experiments  an  isolated  normal  kidney  tvas 
perfused  with  the  full  force  of  the  hypertensive 
blood  pressure  levels.  After  two  liours  there  was  a 
distinct  droj)  in  the  arterial  pressure  (d  the  hyper- 
tensive rat  to  a level  one-third  of  the  way  toward 
normal. 

In  thirteen  experiments  an  isolated  implanted 
normal  kidney  was  perfused  at  low  normal  pres- 
sures in  the  rat  with  renal  hypertension.  No  droj) 
in  pressure  in  the  hypertensive  rat  was  ob,served. 
■Apparently,  the  hypertensive  mechanism  of  a nor- 
mal kidney  behaves  appropriately,  Ijeiug  bnnight 
into  action  by  a high  arterial  pressure  and  being 
held  in  check  by  low  normal  pressures. 

There  thus  appears  to  be  a feedl>ack  ariange- 
ment  in  the  kidney  which  is  designed  to  maintain 
normal  arterial  pressure.  How  the  autihyj)ertensivc 
mechanism  acts  is  at  present  speculative.  W'e  cei- 
taitily  know  more  about  the  renin-angiotensin 
mechanism  than  about  the  renal  anti-hypertensive 
mechanism.  Does  it  act  by  the  elaboration  of  a 
humoral  sustance  which  lowers  blood  pressure.-' 
Does  it  act  by  metabolic  alteration  or  destructioti  <d 
a circulating  pressor  agent?  We  await  with  great 
interest  the  answer,  for  it  might  open  uj)  a new 
field  in  acute  hypertensive  therapy. 

1..11.N. 
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Science  Tools: 

13.  Urinary  Specific  Gravity  During 
Excretory  Pyelography 

It  is  well  recognized  ihat  the  urogram,  jxirticu- 
larly  in  early  films,  can  give  valuable  information 
concerning  the  differential  abilities  ol  the  two  kid- 
neys to  excrete  the  contrast  meditim.  However, 
often  the  estimation  of  the  function  is  clouded  by 
variables,  such  as  the  state  of  hydration,  bowel 
preparation  of  the  patient,  the  radiographic  tech- 
nicpie  itself,  particularly  in  the  radio  opacpie  sub- 
stance employed,  as  well  as  the  degree  of  calcifica- 
tion of  the  bones.  .-\s  a result  the  radiolczgist,  par- 
ticularly in  cases  of  poor  opacification,  might  be 


unable  to  differentiate  between  impaired  renal 
function  and  the  variables  intrinsic  to  the  study 
itself.  As  a result  absence  of  opacification  could 
reflect  anything  from  slightly  to  markedly  impaired 
function.  Because  of  these  inherent  difficulties,  the 
radiologist  may  find  it  necessary  to  repeat  the  pro- 
cedure with  an  inevitable  time  lag  for  the  result, | 
and  increased  expense  to  the  patient  as  well  as 
additional  vein  punctures.  .All  of  which  could  be 
avoided  if  the  interpretation  of  the  radiograjjhic 
findings  coidd  be  combined  with  another  objectivel 
measure  of  renal  function  (juried  (jut  at  the  samel 
time.  I 

It  has  been  noted  since  Bamrucker’s  study  in 
1942^  that  the  specific  gravity  of  the  urine  is  con-i 
siderably  elevated  for  a prolonged  period  after 
intravenous  injection  of  a contrast  medium  for  ex-j 
cretory  uragraphy.  This  increase  in  the  specific] 
gravity  is  a measure  of  the  concentration  of  the  ex- 
creted contrast  medium  iii  the  urine.  Other  meth- 
ods for  measuring  the  excreted  radio  opacpie  mate- 
rial on  the  urine  have  been  related  to  its  amount.i 
If,  however,  the  amount  determines  the  increase  in 
specific  gravity,  then  this  simple  test  would  seein| 
to  offer  valuable  information.  The  changes  in  spen 
cific  gravity  of  the  urine  before  injection  and  .somei 
time  after  then  could  supply  a valuable  adjunct  to 
the  information  obtained  from  the  excretory  uro- 
gram. Marshall-  has  reported  his  study  of  102 
patients  which  has  produced  evidence  that  just 
determining  the  specific  gravity  of  the  urine  beford 
injection  of  the  radio  opacpie  dye  and  sometime^ 
after,  is  sufficient  to  reflect  the  renal  function 
accurately. 

.All  his  patients  had  indwelling  catheters  and 
were  given  30  cc.  of  50  per  cent  of  sodium  diatrizof 
ate  intravenously  and  the  urine  was  examined  with 
a hydrometer  for  specific  gravity  at  jnescribed  inj 
tervals  for  volume  and  specific  gravity.  He  thenj 
compared  the  increase  in  the  specific  gravity  of  the: 
urine  over  the  preinjection  level  with  other  renal 
functional  tests  such  as  phenolred  (P.SP)  and: 
levels  of  serum  creatinine.  He  found  a highly  sigj 
nificant  correlation  between  the  increase  in  specific! 
gravity  of  the  urine  after  the  injection  of  the  con-i 
trast  dye  and  other  tests  of  renal  function. 

Aside  from  routine  preparation  for  the  excretory 
urography,  the  patient  merely  voids  before  the  test^ 
The  specific  gravity  of  this  specimen  reflects  the 
state  of  hydration  of  the  patient  at  the  time  of  the 
study.  A second  urine  specimen  is  obtained  just 
prior  to  the  post-voiding  film  and  its  specific  gravity 
is  also  determined.  This  allowed  a measure  of  the 
increase  that  has  occurred  from  the  excreted  con- 
trast material  in  the  urine.  When  he  compared  the 
degree  of  opacifation  of  the  pyelogram  with  the 
increase  in  the  specific  gravity  of  the  urine,  he 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely;  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 

^ BAYER  N 

CHIUDREN 
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found  a very  close  correlation;  the  more  intense 
the  opacifation  of  the  urogram,  the  higher  tvere  the 
mean  values  of  the  increase  in  specific  gravity.  The 
data  suggest  that  an  increase  in  urinary  specific 
gravity  of  0.025  units  or  more  would  indicate  a 
normal  renal  function.  It  is  an  excellent  objective 
measure  obtained  with  ease  at  the  time  of  excretory 
urography. 

In  a community  situation  as  distinct  from  a hos 
pital  situation  with  its  easily  accessible  ecpiipment 
for  determination  of  renal  function,  it  is  not  at  all 
uncommon  for  the  physician  to  send  the  patient  to 
the  radiologist  for  an  excretory  urogram  without 
having  performed  any  previous  tests  on  renal  func- 
tion. If  he  should  use  the  measure  ot  increase  ol 
specific  gravity  in  the  urine  in  conjunction  with  the 
urogram,  it  would  allow  the  radiologist  to  pro- 
vide a quantitative  measure  of  renal  function 
along  with  the  pyelographic  findings  and  besides  it 
would  avoid  necessity  for  repeat  films  and  the 
time  lag  involved,  not  to  mention  the  additional 
expense.  Since  the  test  is  accurate  and  simply  per- 
formed, requiring  only  a hydrometer  and  two  speci- 
men bottles,  it  is  likely  that  it  will  become  an 
essential  part  of  all  future  intravenous  pyelogra- 
phy. 

L.H.N. 
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Assessment  Of  Drug  Safety 

In  our  generation  of  research  and  practice,  mod- 
ern therapeutics  and  the  assessment  of  the  safety  of 
these  remarkable  new  drugs  have  been  greatly  ad- 
vanced. Dr.  Beyer  in  a recent  symposium  on  drug 
safety!  points  out  that  the  safety  of  any  drug  can 
be  assessed  sensibly  only  in  terms  of  what  it  is 
intended  to  do  and  that  regardless  of  the  drug,  it 
will  appear  to  affect  some  patients  adversely.  Even 
bed  rest  has  been  called  a most  dangerous  of  thera- 
peutic procedures  and  without  doubt  so  it  is  in 
many  situations.  He  asks  several  questions  such  as: 
What  happens  after  the  “delight  of  discovery”  of 
a new  drug?;  Is  the  preclinical  safety  valuation 
adequate?;  When  is  a clinical  trial  indicated?; 
What  safety  factors  must  be  considered?;  How  are 
long-term  clinical  trials  conducted?  We,  in  whose 
hands  a new  powerful  drug  is  finally  placed  for 
clinical  use,  could  greatly  benefit  by  being  arvarc 
of  the  answers  to  these  questions. 


Dr.  Peck  discusses  what  happens  when  a new 
compound  is  chosen  for  clinical  trial.  First,  the 
pharmacologist  undertakes  to  determine  how  useful 
it  may  be  from  his  animal  studies,  and  the  toxicolo- 
gist how  toxic  it  is  for  animals.  The  next  step  in- 
volves a reconciliation  of  the  efficacy  and  toxicity, 
to  determine  elements  of  safety  and  whether  a new 
and  interesting  chemical  may  merit  clinical  trial. 
How  safe  the  drug  is  for  general  use  in  therapeu- 
tics recjuires  a third  factor— judgment.  Here  one 
asks  oneself  “for  what  purpose  is  the  drug  intend- 
ed?”. Then  we  come  to  a clinical  decision.  From 
the  results  of  the  preclinical  studies,  the  clinician 
is  already  alerted  to  the  fact  that  certain  side  effects 
might  be  encountered  in  man;  that  which  comes 
from  overclosage;  so-called  secondary  attributes; 
hypersensitivity  reactions;  and  true  toxicity.  All  of 
us  w'ho  are  inpractice  are  well  aware  from  our  own 
experience  the  meaning  of  each  of  these  untoward 
reactions. 

Dr.  Peck  then  goes  on  to  give  us  a view  ol  how 
preclinical  investigation  of  the  safety  of  a new 
drug  is  designed  to  define  its  toxicological  attri- 
butes. They  inchrcle  single  close  studies,  short-term 
and  long-term  toxicity  studies.  In  each  instance,  a 
physical  examination,  hematological,  biochemical, 
organ  function,  and  metabolic  studies  are  pei- 
formecl.  In  the  subacute  and  chronic  toxicity 
studies  extensive  post-mortem  studies  are  undei- 
taken. 

The  acute  toxicity  studies  are  carried  out  in  two 
or  more  animal  species  by  different  routes  as  single 
closes,  large  enough  to  be  in  the  lethal  range.  The 
subacute  and  chronic  toxicity  studies  are  similarly 
conducted  in  one  or  more  species.  The  general 
physical  condition  is  closely  observed.  The  organ 
function,  including  blood,  the  effect  of  the  drug  on 
metabolism,  its  speed  of  absorption,  elimination 
and  distribution  and  degradation  are  carefidly 
determined.  Of  course,  different  animals  may 
metabolize  the  drug  differeirtly.  Then  there  is  a 
search  for  the  effect  on  enzyme  systems,  whether 
tolerance  occurs,  what  does  it  do  to  the  normal 
healthy  constituents  and  whether  the  effects  are  re- 
versible. Exanrples  are  given  such  as  inhibition  of 
cholesterol  synthesis,  which  however  may  [rroduce 
increased  amounts  of  toxic  precursor  desmosterol 
with  abnormal  deposits  of  this  steroid;  inhibition 
of  monoamine  oxidase  systems  with  resrdting  dam- 
age to  the  liver  and  suppression  of  corticotrophin 
secretion  by  some  steroids.  Pathological  studies  are 
carried  out  to  reveal  anatomic  alterations.  I'his 
helps  the  search  for  a dosage  level  at  which  such 
changes  are  not  produced. 

To  study  the  effects  on  reproduction  recpiire 
three  basic  experimental  designs.  Single  generation 
study  in  established  pregnancy  in  which  the  drug  is 
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administered  at  a preselected  time.  Multiple  gen- 
eration experiments  is  a second  design  in  which 
each  new  generation  ot  animals  is  bred  to  produce 
new  litters.  I’he  drug  is  led  beiore  breeding  and 
throughout  the  reproductive  cycle.  In  this  way  are 
observed  drug  effect  on  fertility,  implautatiou  of 
the  ovum,  development  of  the  embryo  and  fetus, 
abortion,  delivery,  number  of  live  births  and  the 
size  of  the  litters.  I hus  we  get  a view  of  teratogeu- 
esis,  viability  of  the  newborn,  growth  of  the  young, 
and  quality  of  the  mother’s  milk.  The  evaluation  ot 
these  results  permits  estimation  of  the  risk  in- 
volved in  the  administration  of  a tiew  agent  to 
man  for  the  first  time. 

Dr.  Kohlstaedt  makes  clear  that  the  initial  clini- 
cal trial  must  be  a well  controlled  study  and  should 
be  conducted  by  a physician  who  is  trained  iti  this 
form  of  clinical  research  and  shoidd  be  performed 
in  ati  environmetit  that  permits  accurate  observa 
tion,  since  it  involves  a reproduction  of  the  testing 
on  man  that  had  previously  been  performed  on 
animals.  Man’s  reaction  to  the  drug  might  be  differ- 
ent and  certainly  the  doses  employed  would  have 
to  be  smaller.  Because  of  the  similarity  in  clinical 
and  jncclinical  trial,  there  is  reipiired  a close  liai- 
son betweeji  the  physician  who  will  evaluate  a 
drug  and  the  scientists  who  participated  in  its 
preparation  and  testing  in  animals. 

The  number  of  compounds  being  synthesized  by 
chemists  and  being  isolated  from  plants  and  the 
soil  is  augmenting  the  need  for  clinical  trial,  while 
the  number  of  competent  investigators  with  ade- 
quate research  facilities  lags  behiiul.  As  a residt, 
research  units  are  badly  needed  to  provide  the 
proper  environment  and  2>ersonnel  competent  to 
conduct  initial  clinical  trials,  d’here  must  be  hos- 
{jital  wards  with  specially  created  laboratories  for 
chemical  and  bacteriologic  tests.  Dr.  Kohlstaedt  in- 
sists that  only  a full-time  physician  can  j^lan  and 
conduct  the  studies  and  himself  observe  the  pa- 
tients adequately  during  the  clinical  trial. 

He  then  jjroceeds  to  lay  down  certain  ground 
rules  for  clinical  trial.  First,  that  it  is  never  safe  to 
extrapolate  the  dose  from  animal  to  man,  but  that 
drugs  must  be  given  sejtarately  starting  with  a small 
dose  and  gradually  increasing  it.  Second,  that  some- 
times it  is  desirable  to  test  the  drug  on  normal 
humans  except,  in  trial  of  a drug  for  malignant 
disease,  when  very  little  can  be  accomj)lished  in  a 
normal  jjerson.  Third,  he  enq^hasizes  the  need  for 
eliminating  bias  in  the  early  stages  of  evaluation 
(ajjpraising  the  appraiser-).  Fourth,  if  the  drug  is 
found  to  be  active,  the  next  step  is  to  increase  the 
amount  to  establish  a “dose  resjjonse.”  Finally,  the 
drug  shoidd  be  conqiared  with  a known  drug  and 
again  with  a placebo  (jilacebo-jihenomenon^)  in 
which  double  blind  techniques  are  used.  After  the 
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initial  clinical  trial  is  complete,  it  is  customary  to 
discontinue  it  in  man  and  go  back  to  give  large 
amounts  to  more  than  one  sjiecies  of  animal.  When 
sufficient  evidence  of  its  safety  has  ben  accumu- 
lated, the  second  jjhase  of  the  trial  is  undertaken 
at  which  time  it  is  placed  with  several  conqietent 
investigators  for  adequate  trial  periods. 

Dr.  Friend  recajiitulates  what  has  already  fjeen 
stated  and  discusses  moral,  legal,  and  administra- 
tive aspects.  The  utmost  care  shoidd  be  taken  to 
protect  experimental  animals  from  paiti,  suffering, 
or  any  form  of  inhumane  activity.  Secotiil,  that  no 
agent  should  be  given  to  a human  sidqect  without 
his  consent  or  those  resjxmsilile  for  him.  J’he 
trouble  here  is  that  this  is  possible  only  when 
enough  is  known  aliout  a drug  to  be  reasonably 
certain  of  its  action.  We  all  ktiow  that  it  is  inqio.ssi- 
ble  to  be  certain  how  a drug  may  act  oii  a man 
from  the  way  it  acts  on  animals.  Fherefore,  it  is 
often  tiot  possible  to  secure  tritly  “informed  con- 
sent.’’ Dr.  Friend  thinks  the  most  satisfactory  meth- 
od is  to  have  a very  frank  discussioti  with  the  sub- 
ject, exjilainiug  what  is  being  done,  what  we  know 
about  it,  why  the  agent  is  being  stitdied  and  prob- 
able action,  and  any  known  risks.  Just  having  the 
patient  “sign  a consent  paper,”  however,  will 
probably  not  spare  a physician  in  a court  of  law. 

Fvery  wise  jihysiciau  knows  it  is  the  tyjie  of  rela- 
tiotishij)  he  has  with  his  jiatient  that  determines 
the  attitude  the  patient  will  take,  should  some  un- 
toward effect  occitr.  The  conscientious,  under- 
standitig  physician  employing  his  skill  to  the  best 
of  his  ability,  seldom  encounters  legal  problems  in 
jnactice.  However,  no  drug  suspected  or  known  to 
make  a patient  worse  should  be  given  utdess  all 
parties  fully  understand  the  situation.  No  married 
female  should  be  given  an  exjierimeutal  drug  un- 
less repeated  pregnancy  tests  show  she  is  not  preg- 
natit  or  she  and  all  concerned  are  willing  to  accept 
jjossible  harm  to  the  fetus.  When  all  is  said  atul 
done.  Dr.  Friend  points  out  that  there  is  far  less 
risk  involved  in  being  a subject  for  a new  drug 
study  conducted  by  skilled  investigators  than  in 
riding  in  an  aircraft  or  driving  an  automobile. 

Dr.  Fries  points  out  that  a new  therapeittic  agetit 
is  good  or  bad  iti  conqiarisoii  to  presently  availalile 
therajiy.  His  forniida  of  merit  of  new  drug  is; 

Effectiveness  + ease  of  admitiistration  — 
toxicity  — tolerance  = Merit 

He  urges  careful  records,  protnpt  report  of  toxic- 
ity to  the  spotisor  of  the  new  dritg.  I’his  is  the 
respotisibility  of  the  entire  medical  profession  and 
should  continue.  It  will  help  each  of  us  to  observe 
our  cases  carefully  and  intelligently.  He  does  not 
believe  that  withdrawal  of  an  effective  drug  should 
be  undertaken  prematurely  if  it  is  successful  in  the 
treatment  of  serious  disease. 
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iutazolidin^alka 


enylbutazone 

100  mg. 

led  aluminum 

droxide  gel 

100  mg. 

ignesium  trisilicate 

150  mg. 

matropine 

jthylbromide 

1.25  mg. 

Usually  works  within  3 to  4 days 
in  osteoarthritis 


le  trial  period  need  not  exceed  1 week.  In 
intrast,  the  recommended  trial  period  for 
jomethacin  is  at  least  1 month. 

lat’s  why  it's  logical  to  start  therapy  with 
itazolidin  alka — you'll  know  quickly  whether 
not  it  works.  And  usually,  it  will. 

large  number  of  investigators  have  re- 
irted  major  improvement  in  about  75%  of 
ises.  Some  patients  have  gone  into  remis- 
)n.  Relief  of  stiffness  and  pain  may  be  fol- 
wed  quickly  by  improved  function  and  res- 
ution  of  other  signs  of  inflammation.  And 
jtazolidin  alka  is  well  tolerated,  especially 
ice  it  contains  antacids  and  an  antispas- 
odic  to  minimize  gastric  upset. 

>ntraindications 

lema,  danger  of  cardiac  decompensation; 
story  or  symptoms  of  peptic  ulcer;  renal, 
jpatic  or  cardiac  damage;  history  of  drug 
lergy;  history  of  blood  dyscrasia.  The  drug 
lould  not  be  given  when  the  patient  is  se- 
le,  or  when  other  potent  drugs  are  given 
)ncurrently.  Large  doses  are  contraindi- 
ited  in  patients  with  glaucoma. 

ecautions 

btain  a detailed  history  and  a complete 
lysical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusionai 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level;  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available;  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3304  P 


Geigy 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


Sealy  PosturepediC  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead; 
ing  orthopedic  surgeons  for  good  sleeping  posture.  It( 
firmness,  providing  the  kind  of  support  acknowledge^ 
most  beneficial,  helps  keep  the  spine  in  line  and  tends 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic's  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 
$159.00  per  set  (add  state  tax) $120.00 


Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.. 


□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Residence.. 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 

□ Please  send  me  additional  information  about  professional  dis- 
j counts  on  Sealy  Posturepedic  mattresses. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


City. 


Zone State.. 


SEALY  MATTRESS  CO..  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M,  Reg.  U.S.  Pat.  Off. 


This  overall  view  of  how  drug  safety  is  evaluated 
helps  to  illuminate  the  field  of  drug  therapy  and 
how  far  we  have  gone  in  the  protection  of  our 
patients  from  untoward  effects  of  new  and  power- 
hd  drugs. 

L.H.N. 
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Science  Tools:  14.  Carbon  14 
Breath  Excretion  Studies 

When  radioactive  material  interacts  with  gas, 
electrons  and  positively  charged  nuclei  are  pro- 
duced. If  this  reaction  is  produced  in  a closed 
metal  chamber,  the  electrons  may  be  collected  on 
a positively  charged  probe  producing  an  electrical 
current  that  can  be  measured  and  related  to  the 
amount  of  radiation  passing  through  the  chamber. 
If  after  ingestion  of  a Carbon  14  labelled  metabo- 
lite, the  subject’s  breath  is  continuously  monitored 
for  radioactivity,  the  amount  of  Carbon  14  O2  re- 
covered can  then  be  correlated  with  the  amount  of 
the  isotope  administered  and  an  estimation  of  ab- 
sorption from  the  gastro-intestinal  tract  and  utili- 
zation by  the  organism  can  be  obtained. 

Cozzetti^  has  studied  breath  excretion  curves 
after  the  ingestion  of  Carbon  14  labelled  actanoic 
acid  in  sixteen  normal  subjects  and  four  patients 
with  malabsorption  due  to  cystic  fibrosis.  In  the 
normals  the  average  breath  excretion  in  one  hour 
was  12.6  per  cent  while  in  the  malabsorptions 
breath  excretion  was  only  5.1  per  cent.  This  was 
repeated  and  in  one  normal  it  was  13  per  cent  in 
fifty  minutes  while  it  was  3.9  per  cent  in  a malab- 
sorption case  in  fifty  minutes  of  breath  excretion. 
Since  the  gastro-intestinal  tract  is  relatively  in- 
accessible and  many  difficulties  occur  with  intuba- 
tion when  employed  to  study  absorption,  the 
method  of  breath  excretion  of  radiocarbon  is  obvi- 
ously an  important  quantitative  measurement  of 
the  absorption  and  catabolic  fate  of  foodstuffs  that 
are  labelled  with  radiocarbon. 

Breath  excretion  curves  were  also  obtained  after 
the  ingestion  of  Carbon  14  labelled  carbohydrate. 
In  two  normal  subjects  breath  excretion  curves 
rose  at  a slow  rate  and  reached  a peak  in  100 
minutes.  In  an  obese  girl  of  fourteen,  however. 


excretion  rose  rapidly  and  remained  elevated  over  a 
five  hour  study  period.  This  obviously  suggests  an 
alteration  of  glucose  utilization  in  obesity  and  in 
fact  it  was  found  that  this  child’s  glucose  tolerance 
test  was  abnormal. 

Lactase  ingestion  studies  were  also  carried  out. 
In  a child  with  juvenile  lactase  insufficiency,  breath 
excretion  curves  of  C 14  O2  flattened,  indicating 
poor  absorption  and  metabolism  of  the  lactose. 
Cozzetti  also  studied  the  effect  of  giving  either 
glucose  or  lactose  on  fatty  acid  absorption.  In 
four  normal  infants,  a prompt  rise  and  sustained 
breath  excretion  of  C 14  O2  was  noted  over  a sixty 
minute  period  when  actanoic  acid  was  given  alone. 
However,  when  glucose  was  given  with  the  labelled 
fatty  acid  then  a delayed  C 14  O2  appearance  was 
noted  and  cumulative  breath  excretion  of  C 14  was 
reduced.  Similarly,  lactose  given  with  the  labelled 
fatty  acid  also  produced  a reduction  in  appearance 
and  cumulative  excretions.  The  presence  of  glucose 
and  to  a lesser  extent  lactose,  appeared  to  decrease 
the  absorption  of  the  fatty  acid.  Of  course,  altera- 
tion of  the  absorption  may  have  been  caused  by 
preferential  utilization  of  carbohydrate  or  delay  in 
gastric  emptying  or  perhajrs  factors  that  recjuirc 
further  clarification. 

It  is  clear  that  excretions  of  labelled  C 14  Og 
from  specifically  labelled  metabolites  may  be  used 
to  study  certain  metabolic  functions  in  individuals 
of  all  ages.  All  one  needs  to  do  is  to  administer 
Carbon  14  labelled  fatty  acids,  glucose,  or  lactose 
and  monitor  the  excretion  of  C 14  O2  over  a limited 
period.  This  jjrovicles  an  estimation  of  the  absorp- 
tion and  utilization  of  the  substrate  under  study. 
Cozzetti  points  out  that  short  chain  fatty  acids  are 
absorbed  and  carried  to  the  liver,  whereas  the  six- 
teen or  more  carbon  chains  enter  the  lymph  first 
and  are  then  transported  to  the  liver  via  the 
thoracic  duct  and  the  systemic  circulation.  In  the 
high  carbon  chain  fatty  acids,  then  the  lymphatic 
system  must  also  be  free  to  jDroduce  normal  breath 
excretion  studies. 

The  half  life  of  carbon  14  is  e.xceedingly  long  but 
the  significant  biological  half  life  of  radio  carbon 
is  quite  short,  from  six  to  twenty-four  hours.  The 
dose  range  of  1 UC  to  2 UC  employed  in  these 
studies  is  very  small  and  in  general,  the  excretion 
began  to  decrease  at  the  end  of  two  hours  and  at 
the  end  of  six  hours,  radiocarbon  could  no  lonoer 
be  detected  in  the  breath.  The  radioactivity  in  sam- 
ples of  blood  and  urine  from  these  subjects  was  too 
low  to  be  detected  in  a liquid  scintillation  counter 
or  with  a strip  counter.  It  is  only  after  C 14  Og 
accumulated  in  the  breath  over  a period  of  time 
that  its  detection  became  possible. 

Breath  excretion  studies  of  C 14  is  therefore  an 
effective  method  in  investigating  the  catabolic  fate 
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()l  carbon  in  the  living  organism  as  the  results  ol 
Co/zetti’s  sttulies  clearly  slow. 

L.ll.N. 
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Pathogenesis  Of  Myocardial 
Necrosis 

There  is  a good  prospect  tliat  in  the  not  distant 
Intiire  we  will  come  intcj  possession  of  a drug  that 
can  lyse  thrombi.  It  is  therefore  time  to  consider 
several  problems  in  connection  with  the  ntiliza- 
lion  of  such  therajry.  One  is,  in  what  patients  such 
therapy  could  be  expected  to  yield  beneficial  re- 
sults. Another  is  whetlier  once  thrombosis  has  taken 
place,  especially  in  arterial  disease,  whether  any 
lienefit  can  be  expected  from  snch  therapy,  since 
infarction  has  already  occurred.  A third  proldem  is 
how  long  thrombolytic  therapy  should  be  con- 
linued  since  thrombosis  may  be  expected  to  reoccur 
in  a vessel  whose  endothelial  lining  has  been  in- 
jured at  the  location  of  the  previous  thrombus. 
Finally,  especially  in  coronary  artery  disease,  infarc- 
tion at  times  assumes  a controversial  aspect  in  situ- 
ations which  give  rise  to  liability  claims. 

One  common  aspect  of  all  these  problems  is 
whether  thrombosis  has  actually  taken  place  in  a 
given  case  of  myocardial  necrosis,  not  after  the 
necrosis  but  before.  Such  an  answer  would  be 
available  if  we  had  a reliable  test  for  thrombosis 
at  an  inajtparent  site,  a test  not  now  available.  The 
diagnosis  of  infarction  is  in  itself  not  too  clifhcult, 
but  all  it  tells  us  is  that  a vessel  is  closed  or  almost 
closed,  not  whether  the  closure  is  the  result  of  an 
occluding  thrombus.  It  is  universally  acknowledged 
lliat  occlusive  disease  of  the  coronary  arteries  al- 
most invariably  accompanies  inlarction  of  the  m\o- 
(ardinm.  Hut  we  are  unable  to  tell  during  life  the 
fretjuency  of  thromlxjsis  in  such  a case.  This  diffi- 
culty understandably  exists  in  a living  patient,  but 
it  is  also  reflected  even  in  the  reports  of  nmi- 
petent  pathologists,  in  which  the  incidence  ol 
thrombosis  ranges  from  21-85  per  cent!  Some  of 
these  variations  must  be  attributed  to  teclmical 
difficulties  in  dissection,  post-mortem  artefacts  and 
absence  of  agreed  criteria  for  the  definitioti  of  arte- 
rial thrombosis.  Nevertheless,  a resolution  of  the 
variable  and  contradictory  results  of  these  investi- 
gations is  a necessary  precondition  for  the  establish 
iiient  of  a strong  base  for  fnture  research  into  the 
pathogenesis  and  therapy  of  this  important  disease. 

In  an  attempt  to  resolve  these  diflicnlties,  Fhrlich 
anti  Shinohara^  describe  the  results  of  microscojiic 


e.xaniination  of  serial  blocks  of  previously  tin- 
opened,  fixed,  and  decalcifietl  specimens  of  the 
entire  extra-mural  coronary  arterial  tree.  They  ob- 
served rigid  criteria  in  the  microscopic  differenti- 
ation of  ihromlti  from  clots.  'Fhese  authors  ana- 
lyzed sixty-seven  hearts,  twenty-nine  without  in- 
farcts (controls)  and  thirty-eight  with  acute  in- 
farcts. 'Fhey  found  uiiet[uivocal  thrombi  in  halt 
of  the  thirty-eight  acutely  infarcted  hearts,  but  in 
only  ten  of  these  did  the  thrombus  occlude  the 
lumen  which  was  not  already  narrotved  tlown  to 
less  than  one-cpiarter  the  original  caliine.  Previ- 
ously Branwood  and  Montgomery-  had  sectioned 
sixty-one  infarcted  hearts  from  apex  to  base  at  2 
mm.  intervals  and  found  occlusive  arterial  thrombi 
in  thirteen  hearts  and  mural  non-occlnsive  thronil)! 
in  an  additional  twenty-three.  T'hcse  atithors  con- 
cluded that  “the  thrombi  fotiiul  at  ])ost-mortem 
iti  coronary  arteries,  is  sometimes  not  the  cause  but 
the  terminal  event  in  an  established  infarct.’’ 

It  is  significant  that  in  half  of  the  cases  no  recent 
thrombi  were  found  and  in  only  one-tjuarter  weie 
the  thrombi  totally  occluding  a lumen  of  signifi- 
cant calibre.  This  makes  it  necessary  to  reassess  tra- 
ditional concejits  of  the  significance  of  recent 
thrombi  in  the  coronary  arteries  of  hearts  with 
recent  infarcts.  WT  employ  the  term  infarct  to  a 
more  or  less  circumscribed  area  of  tissue  necrosis. 
Clearly  the  lesion  can  result  from  any  form  of 
regional  vascular  insufficiency  as  tvell  as  thrombo- 
sis. d'his  must  inevitably  direct  onr  attention  along 
the  lines  of  more  recently  elucidated  factors  such  as 
neurovegetative  and  rheologic  disturbances  and 
other  as  yet  obscure  mechanisms.^''" 

It  is  clear  that  in  at  least  half  of  cases  a thrombus 
is  not  the  precipitating  cause  of  infarction  and 
thrombolytic  therapy  would  lie  ineffective.  Obvi- 
ously tmtil  we  come  into  possession  of  a test  for 
thrombosis  at  an  inapparent  site,  thrombolytic 
therapy  if  given  to  all  in  cases  of  acute  infarction 
can  at  best  benefit  only  half  of  the  patients.  "Fliis 
makes  it  more  tirgent  that  a ihrombolytic  drug 
should  not  have  any  significant  side  effects.  Since 
such  therapy  can  at  best  affect  only  half  of  the 
patients  favorably,  statistical  studies  on  the  value 
of  such  therapy  should  recognize  this  inherent 
difhctilty  in  any  such  investigation. 

If  one  undertakes  thrombolylic  therapy,  it  is 
obvious  that  after  clot  dissolution  one  wotdd  re- 
t|uire  a period  of  anticoagulation  therapy  to  pre- 
vent rcthrombosis  at  the  original  site  of  thrombtis 
formation  since  the  endothelium  is  generally  im- 
paired at  the  thrombtis  site  and  ejjithelialization 
takes  time.  If  a thrombus  was  present  and  its  lysis 
reestablished  the  continuity  of  the  lumen,  then 
one  would  expect  definite  benefit  since  nutrition  of 
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the  peri-infarction  zone  would  improve  and  diver- 
sion of  blood  from  other  areas  of  the  heart  would 
not  become  necessary  to  support  a collateral  circu- 
lation.® This  latter  point  is  especially  significant 
since  from  Ehrlich’s  studies  we  learn  that  in  addi- 
tion to  the  main  area  of  infarct,  local  muscular 
necrosis  was  extremely  widespread.  In  only  nine 
hearts  was  necrosis  conhned  to  one  chamber  while 
in  the  remaining  twenty-nine  hearts  2-3-4  chambers 
were  involved.  In  such  instances  blood  diversion 
from  an  already  compromised  area  to  an  infarcted 
one  could  prove  disastrous. 

Clearly  we  are  entering  a period  in  our  knowl- 
edge about  myocardial  infarction  cvhich  recjuire 
further  investigations  into  the  pathogenesis  of  myo- 
cardial necrosis.  Can  there  possifily  be  factors  which 
we  have  not  credited  with  much  inlluence  in  the 
production  of  this  serious  illness,  such  as  auto- 
immune disease,  neurovegetative  disturbances  and 
perhaps  others  as  yet  obscure? 

L.H.N. 
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Circulatory  Difficulties  Caused 
By  Atrial  Fibrillation 

Atrial  hbrillation  is  the  commonest  arrhythmia 
associated  with  heart  failure.  In  general,  with 
digitalis,  diet,  rest  and  diuretics  the  heart  failure 
can  be  readily  corrected.  Nevertheless,  the  atrial 
fibrillation  tends  to  remain.  It  is  therefore  impor- 
tant for  the  physician  to  recognize  the  hemody- 
namic abnormalities  imposed  on  the  circulation  by 
this  arrhythmia  alone. ^ Can  it  be  of  sufficient  mag- 
nitude to  support  the  contention  that,  in  and  of 
itself  atrial  fibrillation  is  a real  disadvantage  to  the 
circulation.  With  the  advent  of  a new  method  for 
converting  arrhythmias  to  regular  sinus  rhythm, 
namely  external  cardiac  electrical  shock,-’  ® it  is 


now  imperative  that  we  examine  the  value  of 
restoration  of  atrial  function  in  cases  of  atrial 
hbrillation  in  whom  the  atria  are  dilated,  and  non- 
functional. In  atrial  hbrillation  the  blood  hows 
from  the  atrial  into  the  ventricules  during  diastole. 
Without  atrial  systole  there  is  poor  emptying  of  this 
chamber.  There  is  a tendency  for  sludging  of  blood 
in  relatively  passive  pools  and  this  favors  the  forma 
tion  of  clots  which  is  known  to  l)e  a common  com- 
plication of  this  rhythm.  If  there  is  also  super- 
imposed tricuspid  or  mitral  insufficiency  in  atrial 
hbrillation,  not  all  blood  in  the  ventricles  will 
move  forward  during  systole;  there  will  be  blood 
moved  into  the  atria  producing  turijulence,  stasis 
and  contribute  further  to  the  formation  of  clots. 
Besides,  the  cardiac  output  is  decreased  following 
onset  of  atrial  hbrillation  and  this  may  compromise 
blood  flow  to  such  vital  areas  as  the  brain,  kidneys 
and  heart  itself.  The  symptoms  arising  from  this 
disturbance  are  well  known  especially  such  as  gen- 
eral body  fatigue  and  those  arising  from  the  ner- 
vous system,  giddiness,  change  of  memory,  d’hen 
there  are  less  symptomatic  but  equally  fundameu- 
tal  dysfunctions  such  as  retention  of  Na  and  K as 
well  as  altered  liver  function. 

These  circulatory  difficulties  caused  by  atrial 
hbrillation  are  compounded  by  the  absence  of  I he 
mechanical  shortening  of  the  atrial  hbers,  since  it 
is  well  established  that  atrial  systole  is  needed  to 
preserve  the  competence  of  closure  of  the  A.V. 
valves. In  short,  atrial  systole  not  only  helps  in 
the  proper  closure  of  the  A.V.  valves  but  it  also  con- 
tributes a physiologically  important  volume  to  the 
nearly  full  ventricle  thereby  increasing  the  ven- 
tricular tone  before  contraction.  In  those  two  re- 
spects atrial  systole  acts  as  a vital  regulator  of 
stroke  volume. 

If  this  is  true  then  conversion  of  atrial  hbrilla 
tion  to  regular  sinus  rhythm  in  patients  who  are  in 
congestive  failure  should  add  an  important  element 
to  the  reserve  of  the  ventricle.  We  might  expect 
that  in  some  patients  with  an  irreversible  stage  of 
heart  failure,  restoration  to  normal  sinus  rhythm 
may  actually  be  a turning  point  leading  to  im- 
proved exercise  response  and  this  in  fact  has  been 
emphasized  by  Ferrer  and  Harvey,^’-  by  Freeman 
and  associates'*^  and  many  others. 

There  are  of  course  certain  patients  in  Avhom 
conversion  may  be  difficult  or  impossible  or  in 
Avlioni  regular  sinus  rhythm  once  achieved  will  not 
persist.  This  is  most  likely  to  occur  in  patients 
whose  atria  are  greatly  enlarged  or  those  in  whom 
the  myocardium  is  damaged  by  extensive  inflamma- 
tion, post-operative  pericarditis,  or  by  sutures  after 
operation  as  tvell  as  widespread  chronic  hbrosis.  If 
we  recognize  this  fact  the  ([uestion  presents  itself 
as  to  how  much  weight  we  should  attach  to  these 
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difiiculdes  in  making  a decision  for  or  against 
correction  of  atrial  fibrillation. 

During  the  early  post  operative  period  alter  pul- 
monary pericardial  or  cardiac  surgery  the  pro- 
phylactic use  of  (juinidine  in  all  patients  wlio  are 
likely  to  develop  atrial  hbrillation  has  been  highly 
successlid  in  preventing  this  arrhythmia.^  Ferrer 
and  Harvey  start  (jidnidine  at  about  the  sixth  or 
eighth  post  operative  hour  unless  the  blood  pres- 
sure is  low  or  lalliug.  Until  the  patient  is  eating 
tveil,  the  intramuscular  ))reparation  is  used  and 
then  the  oral  drug  is  substituted.  Although  there 
are  recognized  disagreeable  effects  from  this  drug 
in  some  patients,  the  untoward  effects  can  be  moni- 
tored by  the  electrocardiograph  with  great  pre- 
cision. Once  atrial  fibrillation  has  occurred  the 
newer  electric  shock  therapy  by  D.C.  delibrillation 
can  cause  reversion  to  regular  sinus  rhythm  with  at 
most  only  modest  side  effects  under  light  atiesthe- 
sia.  fit  some  instances  it  has  even  been  possible  to 
defibrillate  without  general  atiesthesia  and  with 
very  little  discomfort  to  the  recipient.^ 

I he  danger  most  feared  in  relation  to  cotiversion 
of  atrial  hbrillation  is  of  course  the  looseidng  of 
emboli  into  the  circulation.  The  present  explana- 
tion of  this  phenomenon  is  that  particles  adherent 
to  the  endocardium  are  dislodged  by  the  mechani- 
cal jarring  consecpient  to  resumjrtion  of  atrial  sys- 
tole during  which  there  is  increased  velocity  of 
flow.  The  late  emobolic  accidents  occurring  many 
hours  or  days  after  conversion  are  those  in  which 
atrial  systole  recpiires  some  time  to  work  the  ]jar- 
ticles  loose  or  dislodge  them  from  a pedicle.  We 
must  not  forget  the  possibility  that  atrial  hbrilla- 
tion has  returned  and  again  subsided  without 
being  detected. 

Fhere  remains  a need  to  obtain  further  data  on  a 
hemodynamic  explanation  for  the  embolic  com- 
plications. Perhaps  long  electrocardiographic  moni- 
toring devices  which  operate  twenty-four  hours  a 
day  may  help  to  solve  the  problem.  Likewise,  hemo- 
dynamic studies  on  patients  immediately  before 
and  after  electrical  conversion  are  needed  to  fur- 
ther clarify  what  happens  in  early  or  late  emboliza- 
tion. Certainly  from  what  we  know'  of  the  function 
of  atrial  systole,  maintenance  or  reversion  to  the 
normal  rhythm  is  warranted  in  a larger  percentage 
of  patients.  For  this  reason  the  difhcidt  aspects  in- 
volved in  fheraiiy  to  maintain  regular  sinus  rhythm 
deserves  continued  study. 

L.H.N. 
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The  Control  Of  Cancer 
By  Endocrine  Methods 

Fluggins^  in  an  address  delivered  when  he  re- 
ceived the  Passand  Aw'ard  summarizes  his  brilliant 
and  extensive  experiences  with  hormonal  treat- 
ment ol  advanced  cancers.  In  the  therapeutic  de- 
struction of  certain  cancer  cells  in  the  living  host, 
two  principles  have  been  evolved:  one  hormone 
interference,  and  another,  hormone  deprival  wdth 
a steroid  mechanism  essential  for  the  life  of  the 
cell. 

It  had  already  been  known  since  Beatson’s  report 
of  1896“  that  advanced  cancer  of  the  mamma  can 
be  induced  to  regress  after  oophorectomy  and  he 
advised  to  “look  in  the  female  to  the  ovaries  as  the 
seat  of  the  existing  cause  of  breast  cancer.”  But 
thotigh  this  obser\ation  was  prescent  the  explana- 
tion of  the  phenomenon  was  not  simj^le.  Breast 
cancer  also  thrives  in  the  male  and  benefits  of  great 
magnitude  fretjuently  follow  orchiectomy  in  the 
human  male.^  Clearly  testicular  function  can  also 
sustain  mammary  cancer.  So  can  an  adrenal  factor 
since  bilateral  adrenalectomy  can  result  in  pro- 
found and  prolonged  regression  of  breast  cancer  in 
men  and  women  w'ho  do  not  jmssess  gonadal  ftinc- 
tion.’^  A final  confusion  arose  when  Haddow,  et  al."’ 
found  that  phenolic  estrogens  can  have  an  ameli- 
orative effect  in  human  mammary  cancer. 

This  paradox  that  hormones  can  be  both  acti- 
vating and  suppressive  of  breast  cancer  was  not 
easy  to  resohe.  In  (he  rat  as  a test  animal  large 
amounts  of  ovarian  hormones  in  combination  com- 
pletely destroy  many  of  rat’s  mammary  cancers 
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■while  at  the  same  time  its  normal  mammary  glands 
proliferate.  The  cancers  were  induced  by  irradi- 
ation and  finally  by  a simple  feeding  of  a special 
hydrocarbon  7,  12-DMBA.  The  cancers  ensue 
rapidly  and  invariably  and  their  numbers  are  very 
larare.  Here  then  was  an  excellent  test  model  for 
studying  hormone  dependence.  Then  it  became 
clear  thta  the  cancers  accelerate  in  pregnancy  and 
following  administration  of  progestational  com- 
pounds. However,  if  estradial  is  administered  also 
in  large  doses  it  delays  the  appearance  of  the  can- 
cer. ^Vdren  this  combination  of  estrogen  and  pro- 
gesterone was  given  to  a rat  with  induced  cancer, 
many  of  the  mammary  cancers  were  completely 
eliminated  and  over  half  were  still  free  of  the 
tumor  six  months  after  steroids  had  been  discon- 
tinued. 

This  experimental  lead  led  Landou,  et  al.  to 
treat  15  patients  including  one  man  with  dissemi- 
nated breast  cancer.  With  a daily  intramuscular  in- 
jection of  50  mg.  progesterone  and  5 mg.  of  estra- 
dol  benzoate  he  induced  a measurable  and  clini- 
cally worthwhile  improvement  in  nine  of  15  pa- 
tients who  had  already  undergone  other  forms  of 
endocrine  therapy  such  as  adrenalectomy  and 
oophorectomy.  The  question  of  course  arises  why 
were  the  others  not  responsive  to  hormone  therapy. 

The  sad  fact  is  that  mammary  cancers  induced  in 
the  rat  become  independent  later  in  their  develop- 
ment. Furthermore,  in  a different  species— the 
mouse— the  mammary  cancers  are  rarely  hormone 
dependent.  Perhaps  in  man  some  people  have  hor- 
mone dependent  breast  cancer  and  others  hormone 
independent  tumors,  especially  in  the  late  stages 
of  their  development.  Obviously  the  remaining 
great  problem  in  mammary  cancer  is  understand- 
ing and  controlling  hormone  independence  ot 
malignant  cells.  The  paradox  mentioned  above 
about  breast  cancer  thus  arises  from  the  fact  that 
the  tumor  is  hormone  dependent  only  in  the  early 
stage  and  excessive  amounts  of  two  hormones,  not 
one,  seem  necessary  in  this  phase  to  control  the 
growth.® 

Another  example  of  the  value  of  excessive 
amounts  of  hormones  to  destroy  cancer  cells  comes 
from  the  experience  with  the  use  of  cortisone  and 
related  steroids  in  the  treatment  of  lymphoma  and 
leukemia.  This  goes  back  to  the  classic  work  of 
Dougherty  and  White"^  on  the  lytic  action  of 
ACTH  on  lymphoid  cells.  When  this  technique 
was  applied  by  Hedman  and  Kendall  to  mice  bear- 
ing a transplanted  lymphosarcoma,  they  observed 
dramatic  and  apparently  complete  cures  which, 
however,  were  only  temporary  in  a majority  of  ani- 
mals. The  same  temporary  repression  in  certain 
cases  of  human  leukemia  and  Hodgkins  disease  was 
observed  by  Pearson,  et  al.  after  administering 


ACTH.  Thus  we  see  that  cortisone  induced  regres- 
sion of  lymphomas  does  not  differ  in  principle 
from  the  effect  of  corticosteroids  on  the  lympho- 
cytes of  normal  animals. 

The  second  principle  hormone  deprival  is  classi- 
cally illustrated  by  the  effect  of  testosterone  in  sup- 
porting prostatic  cancer  and  the  regression  that 
takes  place  in  this  tumor  by  testosterone  removal 
or  estrogen  excess.  The  good  fortune  of  Huggins 
and  his  group  was  the  discovery  that  the  dog  is  the 
only  laboratory  animals  in  which  tumors  of  the 
prostate  occurs.  As  in  man,  it  is  very  common  to 
hnd  spontaneous  tumors  in  the  prostate  of  the  aged 
dog.  In  animals  with  an  interstitial  cell  tumor  of 
the  testis  a prostatic  neoplasm  is  certain  to  be 
found.  They  soon  found  that  orchiectomy  or  ad- 
ministration of  restricted  amounts  of  phenolic  es- 
trogens caused  a rapid  shrinkage  of  canine  pros- 
tatic tumors.  These  findings  proved  applicable  to 
patients  with  prostatic  carcinoma. 

What  led  the  investigators  to  recognize  the 
crucial  role  of  testosterone  in  prostatic  function 
■^vas  the  observation  that  following  orchiectomy  the 
prostate  shrinks,  the  oxidative  phase  of  carbohy- 
drate metabolism  declines  and  secretion  stops. 
Testosterone  corrects  these  defects.  The  cycle  of 
growth  and  atrophy  induced  by  providing  or  with- 
holding testosterone  was  repeated  many  times  in 
the  course  of  the  life  of  the  castrate  dog.  The 
prostatic  cell  does  not  die  in  the  absence  of  tes- 
tosterone. It  merely  shrivels.  The  hormone  de- 
pendent cancer  cell  is  entirely  different.  It  cannot 
participate  in  growth  cycles  since  it  dies  in  the 
absence  of  supporting  hormones. 

What  helped  in  the  study  was  a test  for  acid  and 
alkaline  phosphate  in  the  blood.  Kutscher  and 
Wolbergs®  found  that  the  prostate  gland  is  rich  in 
acid  phosphatases.  As  long  as  the  tumor  is  limited 
to  the  prostate  the  acid  phosphatases  do  not  rise. 
Once  the  tumor  has  metastasized  then  signihcant 
increase  of  acid  phosphatases  is  found  in  the  blood. 
Furthermore,  if  the  bone  is  invaded  then  alkaline 
phosphatase  liberated  in  bone  destruction  also 
rises.  Here  then  we  have  a test  model  to  determine 
regression  in  metastases  that  may  follow  therapy. 
A simple  model  that  offers  objective  evidence  of 
regression  or  progression  of  the  disease  was  of  in- 
estimable help  for  the  Huggins  group  to  follow  the 
effects  of  hormone  deprival  ujDon  the  course  of 
prostatic  cancer. 

It  thus  seems  clear  that  the  control  of  cancer  by 
endocrine  methods  derives  from  the  recognition 
that  hormones  or  synthetic  substances  that  induce 
similar  physiologic  effects  are  of  crucial  significance 
for  the  survival  of  several  hormone  responsive  can- 
cers of  man  and  animals.  Opposite  sorts  of  change 
of  the  hormonal  status  can  induce  regression  and  in 
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some  instances  cure  ol  such  cancers.  These  modi- 
fications are  deprivation  of  essential  hormones  and 
hormone  interference  Ity  large  amounts  of  critical 
compounds. 

L.H.N. 
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Tetracycline  A Teratogen? 

The  undesirable  effects  upon  the  neonate  ol 
sedatives  administered  to  the  mother  during  labor 
is  now  well  docnmentetl.’^  This  information  has 
lent  impetus  to  a movement  utilizing  “natural” 
childbirth  and  even  hypnosis  by  some  obstetricians 
during  labor.  Since  the  thalidomide  tragedy  we 
have  all  worried  about  what  effects  other  ordinarily 
harmless  drugs  may  have  upon  the  fetus. 

I'here  are  difficulties  and  limitations  that  are 
encountered  in  testing  the  teratogenic  effects  of 
drugs  on  the  fetus  and  this  has  prompted  many 
attemjits  to  study  teratogenesis  with  tissue  cultures. 
Many  physiological  compounds  and  certain  toxic 
agents  have  been  studied  this  way  including  two 
compounds  that  interfere  with  osteogenesis.  Tests 
with  both  thalidomide  and  lathyrogenic  com- 
pounds in  organotypic  cultures  show  effects  that 
resemble  those  known  from  in  vivo  experiments. 

rhe  studies  on  the  teratogenic  effects  of  tetracy- 
cline reported  by  .Saxen-  were  undertaken  for  sev- 
eral reasons.  In  the  first  place  it  was  already  known 
that  this  antibiotic  is  transmitted  from  the  mater- 
nal to  the  fetal  organism  where  it  is  incorporated 
by  the  skeleton  especially  in  the  zones  of  active 
bone  formation.  In  the  second  jilace  its  retarding 
effect  on  the  growth  of  embryonic  bones  has  been 


observed  in  experiments  with  animals  and  in  pre- 
mature infants.  This  suggested  that  the  drug  is  a 
true  teratogen.  Accordingly  .Saxen  undertook  to 
examine  these  effects  under  controllable  conditions 
in  vitro. 

Idnar  and  radial  bones  of  14-1(5  day  old  mouse 
embryos  were  dissected  asejnically  and  cultivated 
in  a special  medium.  He  then  added  tetracycline 
in  various  concentrations,  keeping  the  pH  ojrti- 
mum.  I'he  bone  rudiments,  both  controls  and 
those  treated  with  various  concentrations  of  teracy- 
cline,  were  harvested  after  cultivation  for  3-12 
days  and  then  analyzed  by  special  techniejues. 

The  effect  of  continuous  treatment  with  tetracy- 
cline in  concentrations  of  .01  to  100  micrograms 
(ug)  per  ml  was  to  prevent  increase  in  the  length 
of  the  mineralized  zone,  and  also  produced  a 
shortening  of  the  calcified  zone  and  a decrease  in 
the  calcium  content  of  the  jjievionslv  mineralized 
zone,  d'he  effect  was  reversible  if  the  treatment 
were  of  short  duration  but  not  after  prolonged 
presence  of  tetracycline.  .Saxen  found  further  that 
in  all  experiments  in  which  tetracycline  treatment 
was  interrupted  after  3-4  days  subsetpient  develop- 
ment resulted  in  severe  malformation. 

Histological  studies  w'ere  carefully  carried  out 
with  ajjpropriate  techniques.  The  findings  varied 
greatly  and  clearly  correlated  with  the  stage  ol 
osteogenesis  at  the  time  of  exjffantation  and  onset 
of  tetracycline  treatment.  If  the  rudiments  had 
already  become  mineralized,  then  bv  special  tech- 
niques, tetracycline  wais  found  in  the  calcified  zone. 
If  mineralization  wvis  not  apjrarent  at  the  time  ol 
exjilantation  and  in  which  tetracycline  completelv 
prevented  onset  of  mineralization,  then  no  calcium 
waas  detected  w'hen  jrroper  techniejues  w'ere  used  for 
its  recognition. 

It  is  clear  that  in  organoty|nc  cultures,  tetracy- 
cline in  concentrations  comjiarable  with  those 
attained  by  therajrentic  doses,  (1  ug  jjer  ml  wars 
sufficient  to  jiroduce  the  effect)  , has  an  inhibitor) 
effect  on  the  mineralization  of  embryonic  bones  as 
w'ell  as  jiroducing  maldevelojied  bones,  'khe  me- 
chanism of  this  interference  is  not  yet  clear.  It  can’t 
be  just  that  tetracycline  forms  a comjilex  with  cal- 
cium ions  since  no  calcium  at  all  is  dejiosited  wdien 
treatment  is  begun  before  the  onset  of  calcification. 
.Saxen,  however,  found  no  diminution  in  soluble  or 
ionic  calcium  in  the  medium  during  12  days  of  cul- 
tivation in  the  jiresence  of  tetracycline.  The  conclu- 
sion seems  valid  that  tetracycline  prevents  the  in- 
corjioration  of  calcium  by  embryonic  bone. 

Clearly  cultures  of  rudiments  of  embryonic  bone 
seem  to  afford  a valuable  tool  for  the  exjiloration 
and  analysis  of  certain  toxic  and  teratogenic  effects 
of  drugs.  At  this  stage  it  should  be  stressed  that  the 
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The  discomforts  of 

DIARRHEA 

Mycoys  COLITIS 
DIVERTICyLITIS 

SPASTIC  URETEi  .:TIS 
BLADDER  SPASM 

* ♦ , are  relieved  by  direct  musculotropic  action  with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  Tbe  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 

Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenaniil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
afiRrmed  the  safety  and  effectiveness  of  Trocinate. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Keranil  ointment  for  psoriasis 

“a  substitute  for  chrysarobin*  * 

A frequent  question  at  medical  meetings  is,  "What  is  new  for 
psoriasis?”.  This  advertisement  brings  you  a new  product  for  this 
disease.  It  is  Keranil  ointment  and  has  as  its  active  ingredient 
chloranil,  known  also  as  tetrachloro  p-benzoquinone. 

Teichmann  and  Horvath  studying  polyoxyethylene  formulations 
of  chloranil  made  the  following  observations : 


SUMM.ARY  OF  CLINICAL  RESULIS  \V1  I H CHLORANIL 


Concentration 

Total 

Number  of 
Cases 

Much 

hn proved'  * 

Improved* 

Unimproved 

■Aggravated 

10% 

63 

39 

H 

6 

4 

f>% 

30 

16 

10 

4 

0 

**  Denotes  resolution  of  at  least  50%. 
* Denotes  resolution  up  to  50%. 


DURA  I ION  OF  IREA  FMEN  I 


Number  of  Cases 

14 

24 

18 

14 

9 

3 

7 

4 

Dniation  f' weeks  and  months) 

2 wks. 

1 mo. 

2 mos. 

3 mos. 

4 mos. 

b mos. 

6 mos. 

8 mos. 

The  types  of  psoriasis  included  ( parentheses  indicate  number  of 
cases)  ; Generalized  (31),  Palms  and  soles  (7),  Legs  and  feet  (18), 
Scalp  and  ears  (27),  Groin  (3),  Neck  (5)  and  Vulva  (2). 


Keranil  Ointment  appears  to  be  most  effective 
against  the  typical  psoriatic  platpie  characterized  by 
heavy  scales.  Furthermore,  it  appears  to  benefit  both 
palmar  and  plantar  plaques  as  well  as  intertriginous 
lesions  and  to  be  least  effective  against  the  small 
guttate  lesions. 

Precautions  \ Irritations  are  manifest  as  a suppura- 
tive follicular  involvement  accompanied  by  an  erythe- 
ma and  as  a lymph  adenopathy  in  the  drainage  area 
of  the  inflammation.  These  irritations  subside  on 
withdrawal  of  the  drug.  Sensitization  has  been 
encountered.  Keranil  ointment  is  discoloring  to  skin 
and  to  clothing. 


Availability : Keranil  ointment  is  available  in  one 
ounce  jars  as  a 10%  concentration  of  choranil  in  a 
polyoxyethyene  carrier. 
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Literature  and  santples  on  request. 


Salem  Pharmacal 

Naugatuck,  Connecticut 
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conclusions  reached  from  such  studies  are  not  yet 
applicable  on  the  clinical  level.  However,  knowing 
that  tetracycline  can  pass  from  the  maternal  to  the 
fetal  circulation,  that  in  vitro  it  can  produce  terato 
genic  effects  on  bones  in  the  same  concentrations 
that  arc  achieved  with  its  use  clinicallv  what  brave 
soul  would  be  willing  to  give  tetracycline  to  a 
pregnant  woman  until  all  doubts  are  dispelled? 

L.H.N. 
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Science  Tools:  19.  Radioisotopes 
In  Cardiology 

Skilled  cardiologists  rely  on  a history  ol  the 
patient’s  illness  and  careful  physical  examination 
including  chest  X-rays  to  form  a rough  approxi- 
mation of  several  measurements  of  cardiovascular 
dynamics  such  as  velocity  of  blood  flow,  cardiac 
output,  intracardiac  blood  volumes,  pulmonary 
blood  volumes  and  reduction  in  the  coronary  circu- 
lation. The  question  then  arises  as  to  whether  there 
are  any  isotopes  technitjues  available  at  the  present 
time  that  are  really  useful  in  the  care  of  patients. 
There  probably  are,  but  the  practical  application 
has  lagged  because  for  a while  the  crude  nature  ot 
counters  and  radioactive  tracers  and  also  the  re- 
quirement of  a special  federal  license  to  use  iso- 
topes. 

Historically  the  use  of  isotopes  in  cardiology 
antedates  the  artificially  prepared  ones  made  in  the 
cyclotron  and  furnished  to  investigators  by  the 
Atomic  Energy  Commission  since  World  War  IE 
For  example,  Blumgart  in  1927^  used  radium  C 
and  a cloud  chamber  to  determine  the  velocity  of 
blood  flow.  When  man-made  isotopes  became  avail- 
able it  became  possible  to  measure  rate  of  blood 
flow  through  tissues.  In  1949  Prinzmetal,  et  al.- 
placed  a geiger  counter  over  the  precordium  to 
follow  the  circulation  of  a bolus  of  radioactive  al- 
bumin combined  with  I^'^^  through  the  right  and 
left  sides  of  the  heart.  This  he  dubbed  Radio- 
cardiogram. Then  in  1953  Waser  and  Hunzinger'* 
made  the  first  attempt  to  measure  coronary  blood 
flow  by  labelling  coronary  blood  with  isotopes. 
Since  then  several  successfully  developed  methods, 
not  yet  used  by  clinicians,  have  been  used  experi- 
mentally. From  radiocardiogram  it  is  possible  to 
determine  cardiac  output,  the  amount  of  blood  in 
the  lungs,  the  relative  amounts  of  blood  in  the 
right  and  left  side  of  the  heart.  .All  that  is  needed 


is  a single  injection  of  albumin  and  inexpen- 
site  counting  ecjuipment. 

4’he  heart  scan  is  at  present  the  most  useful 
isotope  technique.^  The  circulating  blood  can  be 
effectively  labelled  by  a single  injection  of  al- 
bumin and  the  intracardiac  pool  outlined  witli 
the  use  of  a commercial  scanning  apparatus  de- 
signed for  thyroid  studies.  The  usual  clinical  cpies- 
tion  is  to  determine  whether  a large  heart  shadotv 
IS  caused  by  dilatation  of  the  heart  or  by  peri- 
cardial eflusion.  If  only  dilatation  of  the  heart  is 
present,  the  entire  area  corresponding  to  the  heart 
shadow  appears  radioactive.  If  pericardial  ellusion 
is  present,  the  blood  pool  is  normal  in  size  even 
though  the  heart  shadow  is  enlarged.  The  tech 
nique  is  also  sensitive  to  the  presence  of  myo- 
cardial hyjtertrophy  although  the  clinician  does  not 
need  this  kind  of  test  to  form  an  accurate  judgment 
of  hypertrophy  which  he  can  obtain  from  physical 
examination,  electrocardiographic  changes  and 
chest  X-ray.  Finally,  it  should  be  mentioned  that  a 
more  accurate  outline  of  the  blood  pool  coidd  be 
useful  in  detecting  aneurysms  of  the  left  ventricle, 
pericardial  cysts  and  loculated  pericardial  effu- 
sions. 

The  amount  of  blood  in  the  lungs  can  be  deter- 
mined by  radioactive  blood,  but  here  again  the 
clinician  has  good  ways  of  estimating  increase  in 
this  measurement  by  simpler  means  of  detecting 
cyanosis,  measuring  a reduced  vital  capacity,  dys- 
pnoea, reduced  motion  of  the  diaphragms  and 
rales  at  the  bases.  Similarly  an  obstruction  of  a 
certain  segment  of  a lung  either  by  a jtidmonary 
embolus  or  pneumonitis  or  lung  cysts  can  Ite  de- 
tected by  injection  of  precipitated  radioalbumin. 
A non-radioactive  zone  corresponding  to  the  un- 
perfused lung  will  show  up  in  the  scan.  Here 
again  the  result  would  not  be  too  helpful  to  the 
clinician  since  he  has  equally  good  methods  ol 
making  the  differential  diagnosis.  It  may  perhaps 
be  used  in  cases  of  suspected  embolization  in  which 
no  change  is  made  out  in  tile  routine  radiogram. 

It  is  of  extreme  importance  to  be  able  to  measure 
the  rate  of  coronary  blood  flow  in  man  especially 
now  that  single  segmental  stenosis  of  a coronary 
artery  is  capable  of  surgical  repair.  There  are  pres- 
ently three  methods  of  estimating  coronary  blood 
How  by  isotope  techniques.  One  is  by  measuring 
how  fast  an  isotope,  when  injected  into  the  blood, 
is  taken  up  by  the  myocardium.  Another  method 
is  to  follow  a bolus  of  tagged  blood  as  it  flows 
through  the  coronary  vessels.  A third  method  is  to 
measure  the  rate  at  which  a freely  diflusible  inert 
gas  is  washed  out  of  the  heart  muscle  bv  the  1)lood. 

.Single  injections  of  or  Rb^'^  are  taken  iqi  by 
muscle  cells  and  although  the  method  is  sound 
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there  is  need  for  nuuh  iniprovement  Ijefore  clini- 
cal use.  Measuring  the  coronary  Irlood  flow  l)y 
identifying  the  isotope  in  the  descending  limb  of 
the  left  ventricular  portion  cjf  the  radiocardicjgram, 
is  also  for  the  future.  Catheteri/ation  of  coronary 
artery  and  coronary  sinus  and  injection  of  a radio- 
isotope is  too  ambitious  a maneuver  clinically.  In 
fact,  none  of  the  methods  measuring  coronary  How 
have  as  yet  been  shown  to  be  useful  in  the  case  of 
patients.  'I'o  find  a clinical  role,  a techiiicpie  should 
make  an  earlier  diagnosis  of  coronary  artery  disease 
or  perhaps  outline  the  extent  ol  the  obstruction  to 
blood  How  in  the  different  arteries  or  make  it  possi 
IHe  to  follow  the  effect  of  therapy  on  coronary 
blood  How.  One  real  difficulty  of  course  is  that 
coronary  blood  How  is  not  greatly  reduced  in  most 
people  with  coronary  artery  disease  wheti  they  are 
at  rest.-'^  For  this  reason,  tcj  detect  coronary  narrow- 
ing by  measuring  blood  flow  it  will  I>e  necessary  to 
measure  the  response  of  the  vascidar  bed  to  stress 
such  as  exercise.  Fhe  clinician  will  not  need  heart 
scanning  for  such  a purpose;  he  already  has  the 
patient’s  characteristic  pain  and  anoxic  changes  in 
the  electrocardiogram  as  excellent  guide  posts. 

.\s  for  the  future,  we  may  expect  as  Love^  points 
out  much  improvement  in  instrumentation,  iso- 
topes used,  and  reduction  in  their  amounts  needed, 
as  for  example,  increasing  the  size  of  the  Nal  scin- 
tillation crystals  so  that  they  can  pick  up  hundreds 
of  times  as  many  counts.  There  will  be  improve- 
ments in  scintillation  camera  and  autofluoroscope. 
Perhaps  actual  pictures  of  the  distribution  of  the 
isotopes  within  the  body  will  become  possible.  The 
jjresent  philo.sophy  is  to  use  cpiantity  ol  tracers 
that  deliver  an  insignificant  close  ol  radiation  by 
using  isotopes  that  decay  rapidly  or  are  excreted 
rapidly.'’ 

We  know  that  scans  of  the  cardiac  blood  pool 
are  of  practical  value  and  will  be  widely  used. 
Simple  methcxls  of  measuring  cardiac  output  and 
l)loocl  volume  are  available  and  are  Ijeing  used  for 
investigation  purposes  but  have  not  been  exjjloited 
by  clinicians  for  very  good  reasons.  Fhere  will  be 
rapid  advances  in  nuclear  technology  and  out  of 
these  may  come  practical  and  innocuous  methods 
for  measuring  regional  blood  flow  in  the  heart  and 
other  organs.  Such  methods  will  undoubtedly  be 
used  by  clinical  investigators  to  enrich  our  theo- 
retical and  practical  understanding  ol  what  is  going 
on  in  cardiovascular  dynamics.  As  such  we  will 
watch  developments  in  this  rapully  expanding  field 
with  great  interest.  But  whether  the  methods  will 
lend  themsehes  to  direct  clinical  application  will 
depend  upon  whether  or  not  they  provide  a prac- 
tical way  of  solving  recognized  medical  problem. 
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Laser  Energy:  Its  Tumoricidal  Effect 

Laser  is  an  acronym  for  Light  Amplification  by 
the  Stinudated  Emission  of  Radiation.  The  theory 
of  amplification  by  controlled  release  of  stored 
energy  was  developed  by  Fownes  and  -Schwalow  in 
1958.  Fhe  first  operational  laser  was  built  by 
Maiman  in  1960  utilizing  a synthetic  ruby  crystal. 
Extremely  powerful  energy  densities  and  other  un- 
usual special  properties  are  afforded  by  the  in- 
tensely coherent,  almost  completely  non-divergent 
beams  of  light. 

The  laser  is  vastly  different  from  X-ray  or  gamma 
irradiation:  principally  laser  energy  is  non-ionizing 
and  also  the  laser  can  produce  tremendously  high 
Hux  densities. 

To  date  a large  part  of  the  work  that  has  been 
done  has  been  experimental  because  of  the  obliga- 
tion of  the  medical  scientist  to  understand  as  com- 
pletely  as  possible  the  Itiologic  effects  of  this  new 
form  of  therapy  before  clinical  application.  'Fhere 
is  akso  an  obligation  to  learn  what  effects  laser 
energy  may  have  on  the  operator  so  that  we  will 
avoid  the  disastrous  consetjuences  of  the  early  use 
of  the  X-ray  on  the  operator  as  well  as  on  the 
patient. 

In  Deterling’s  laboratory, ^ the  effects  of  ruby 
laser  energy  were  studied  on  tumors  implanted  in 
the  cheek  pouch  or  Hank  of  the  Syrian  hamsters. 
Eleven  tumors  were  of  human  origin,  three  ol 
induced  origin  and  six  of  autogenous  hamster 
origin.  T he  tumors  were  subjected  to  laser  energy 
ranging  from  50-1500  joules.  Of  the  total,  seven 
were  cured,  three  half  cured,  three  hardly  affected 
and  six  showed  negative  results. 

Careful  studies  on  cell  growth  in  tissue  culture 
of  conjunctival  cells  by  Rouiuls  and  Chamberlain- 
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Indications;  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
4^4  WALLACE  LABORATORIES 
\KnCranbury,  N.J.  cn-tit-. 


at  Merck  Sharp  & Dohme... 


understanding 


• • • 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

^MERCK  SHARP  & DOHME  Division  of  Merck  4 Co..  If^C  , West  Point.  Pa. 

Where  today’s  theory  is  tomorrow’s  therapy 
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as  affected  by  laser  energy  impacts  revealed  17  per 
cent  fewer  cells  in  the  lased  samples.  American 
culture  exposed  to  the  ruby  laser  beam  showed 
clumping  of  the  mitochondria  which  was  however 
reversible  after  a time.  HeLa  cells  rrere  reduced  by 
11  per  cent  and  if  they  were  stained  with  green  or 
blue  dyes  they  became  much  more  receptive  to  the 
absorption  of  laser  energy.  If  the  amount  of  energy 
was  increased  then  disruption  of  the  cell  wall  with 
extrusion  of  the  cellular  cytoplasm  resulted. 

Minton^  reported  permanent  destruction  by  ruby 
and  neodymium  laser  energy  of  the  Cloudman  S91 
melanoma  in  the  CDBA/2Fi  hybrid  mouse.  He 
developed  a method  of  predicting  the  probability 
of  permanent  tumor  destruction  from  the  structure 
and  absorption  characteristics  of  the  tumor;  the 
size  of  the  tumor,  and  the  total  amount  of  laser 
energy  used. 

At  present  a well  regulated  new-energy  ruby 
laser  system,  sighted  through  an  operating  oph- 
thalmoscope has  been  used  for  treatment  of  local- 
ized lesions  of  the  eye  such  as  retinal  tears  and  cer- 
tain tumors  arising  in  the  retina.  Campbell,  et  al.-* 
have  described  two  or  more  retinal  angiomas  suc- 
cessfully treated  by  laser  energy  application.  Amar'^ 
has  treated  two  small  retinal  melanomas  about  2 
mm  in  diameter  in  two  patients. 

Helsper,  et  al.*^  succeeded  in  causing  regression 
and  eventual  dissolution  of  small  metastatic  mel- 
anotic melanomas  surgically  exposed  before  laser 
therapy.  Goldman  and  Wilson^  previously  re- 
ported cure  of  a basal-cell  carcinoma  of  the  right 
wrist  and  recently  claimed  apparent  cure  of  a 
malignant  melanoma  about  1.5  cm  in  diameter  on 
the  right  cheek  of  an  88  year  old  white  male 
patient.  There  was  no  recurrence  five  months  later. 
Reports  of  recent  treatment  of  4 basal-cell  carcino- 
mas, 2 Kaposi  hemorrhagic  sarcomas,  1 cavernous 
hemangioma  and  1 tatoo  in  patients  with  high 
energy  ruby  laser  radiation.  Finally  ruby  laser  radi- 
ation has  been  used  during  the  course  of  a crani- 
otomy for  the  removal  of  a brain  tumor  and  the 
surrounding  area. 

McGuff,  et  al.i  present  a summary  of  four 
patients  with  malignant  tumors  that  received  laser 
energy.  The  first  patient  had  melanotic  melanoma. 
The  tumor  that  received  a full  dose  disappeared. 
A second  lesion  that  received  half  a dose  showed 
half  disappearance  of  the  tumor.  The  second  pa- 
tient with  a recurrent  squamous  cell  epithelioma 
of  the  antrum  and  orbit  could  not  all  be  reached, 
and  so  it  regressed  but  recurred  slowly.  A third 
patient  with  an  intranasal  melanoma  was  treated 
locally  with  only  partial  success  because  only  about 
10  per  cent  of  the  tumor  was  accessible  to  the  laser 
energy.  A fourth  ca,se  with  4 .subcutaneous  mela- 


notic melanomas  weie  successfully  treated  after 
surgical  exposure.  The  lesson  from  the  reports  is 
obvious:  to  cure  a lesion,  it  must  be  made  accessible 
to  the  laser  beams.  It  is  clear  that  unless  all  of  the 
cancer  is  removed  or  destroyed  to  the  last  cell  and 
does  not  recur  over  a period  of  years,  the  treatment 
is  not  curative  and  is  ineffective. 

It  is  clear  that  tumoricidal  activity  of  laser 
energy  depends  on  factors  such  as  the  absorption 
capability  of  the  tumor,  ratio  of  dose  to  tumoi 
mass  and  the  laser  energy  densities  utilized.  Deeper 
lesions  of  course  require  a surgical  exposure  for 
laser  use  unless  they  can  be  approached  by  means 
of  modified  endoscopes  or  redesigned  fiber  optic 
instruments.  The  experiments  on  cell  cultures 
show  that  laser  energy  is  unique  because  it  has  a 
selective  effect  upon  certain  malignant  tumors  in 
that  it  causes  their  progressive  regression  and  even- 
tual complete  dissolution,  while  it  causes  only 
slight  injury  to  normal  tissue  excluding  the  retina. 

The  mechanism  of  laser-energy  action  on  certain 
malignant  tumors  is  still  unsolved.  The  thermal 
effects  to  be  sure  have  been  carefully  observed, 
recorded  and  analyzed.  However,  the  principle  bio- 
logic effects  of  laser  energy  action  on  malignant 
tumors  may  be  more  than  that  of  heat  alone.  En- 
zymes may  be  altered  or  lose  their  specificity.  High 
electric  fields  may  also  cause  the  breaking  of  molec- 
ular bonds. 

Greater  investigation  effort  to  determine  the 
potential  untoward  effects  of  laser  energy  to  the 
patient  and  operator  must  be  made.  An  organized 
program  of  clinical  investigation  would  be  ex- 
pedited by  appropriate  equipment  and  accurate 
energy  output  measurements. 

L.H.N. 
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Walter  Charleton  And  The 
Acceptance  Of  Epicurean 
Atomism  In  England 

The  revival  ol  interest  in  Epicurean  atomic  the- 
ory in  mid-seventeenth  century  England  owed  much 
to  Robert  Boyle.  However,  as  Kargon  points  out 
in  a recent  essay,’  it  was  a physician,  Walter 
Charleton,  who  published  the  first  presentation  of 
the  revived  Ejiicurean  atomism  in  England. 

Walter  Charleton  was  born  in  Kill)  and  died  in 
1707.  He  was  educated  at  Magdalen  Hall,  Oxlord 
In  1()4.S  he  was  aj^pointed  jihysician  to  Charles  1, 
and  in  1653  to  Charles  II  in  exile,  although  Charle- 
ton never  lelt  England.  He  was  a lellow  ol  the 
Royal  Society  and  President  of  the  Royal  College 
of  Physicians  from  1689  to  1691.  He  also  authored 
an  important  description  of  the  lymphatics  based 
on  the  work  of  Cieorge  Joylitie.- 

Tiie  acceptance  of  Ejiicurean  atomic  theory  at 
this  time  was  hindered  by  its  atheism,  l ire  concepts 
that  motion  is  inherent  in  matter,  that  the  soul  is 
material  and  divisible,  anti  that  no  Divine  agent  is 
required  for  the  motion  of  atoms  or  the  running  ol 
the  univer.se  were  dilficult  to  accept.  In  the  struggle 
to  reconcile  the  Platonic  chain  of  being,  the  dual- 
ism of  Descartes,  and  the  emerging  “natural  philo.s- 
ophy”  of  science,  the  Cambridge  platonists,  par- 
ticularly John  Smith  and  Henry  More,  were  critical 
of  these  antitheistic  aspects  of  atomism  in  its  Epi- 
ctirean  form.  The  main  theological  problem  of  the 
seventeenth  century  was  the  definition  of  God’s 
power.-’’  Ehe  Cambridge  platonists  approached 
these  questions  with  quiet  scholarship,  and  avoided 
the  divisive  and  violent  controversies  ol  other  re- 
ligious thinkers  of  the  time.  Cartesian  dualism  went 
even  too  far  for  them,  however,  by  raising  the  ques- 
tion of  God’s  presence  in  his  Creations,  and  the 
more  conservative  theologians  believed  in  miracles 
and  supernatural  occtirrences  as  a breech  of  natural 
laws. 

Pierre  Gassendi  attempted  to  mitigate  the 
atheism  of  Epicurus,  Lucretius,  and  Democritus  by 
conceding  the  necessity  of  God  as  the  Agent  of 
motion  for  atoms,  and  the  indivisability  of  the  soul. 
His  work  was  known  in  England,  however,  chiefly 
through  the  medium  of  scattered  essays.  The  pla- 
tonist  criticism  of  both  Cartesianism  and  Epi- 
cureanism w'as  voiced  by  Henry  More  in  1654,  in 
his  “Antidote  Against  Atheism.”  In  this  he  objected 
to  the  mechanical  causation  of  motion  and  to  ex- 
plaining the  universe  without  invoking  Divine  in- 
tervention. In  the  following  year,  \\’alter  Charleton 
attempted  to  an.swer  these  objections  in  his  “Physio- 
logia  Epicuro-Gassendo-Charltoniana.”  This  was 
the  first  English  attempt  to  establish  atomism  as  an 


acceptable  philosophy.  All  physical  phenomena  are 
represented  as  taking  jtlace  in  absohite  space  and 
time.  Matter  consists  of  invisible  atoms,  created 
from  nothing  by  God  as  the  elements  of  the  Uni- 
ver.se,  and  imbued  by  Him  with  motion,  the  “Eirst 
Cause  of  all  Natural  Actions.”  Atoms  are  not  pos- 
sessed of  .secondary  qualities,  but  produce  them  by 
the  effects  of  motion  and  of  the  shape  and  size  of 
their  aggregates.  Heat  is  specifically  related  to 
speed  of  motion. 

Charleton  proceeds  to  point  out  that  the  differ- 
ences between  this  view'  and  ancient  Greek  atomism 
constitute  a convincing  jjroof  of  the  existence  of 
God.  He  considered  it  inconceivable  that  the  com- 
plexities of  the  tmi verse  could  arise  as  a conse- 
quence of  jjtire  chance,  without  the  existence  ol  a 
Divine  Power. 

Robert  Boyle  utilized  both  Cartesian  and  Epi- 
curean concejtts  in  experimental  approaches,  but 
his  theory  of  matter,  with  occasional  concessions  to 
Descartes,  is  almost  pure  Epicureanism  as  modified 
by  Gassendi  and  Charleton.  Along  with  them,  he 
maintained  the  role  of  God  in  the  imparting  of 
motion  to  the  atom  He  created.  Along  with 
Charleton,  Boyle  found  it  impossible  to  accept  the 
concept  of  God  the  Watchmaker,  who  made  the 
universe,  wound  it  up,  and  let  it  run.  They  postu- 
lated a continuing  control  by  God  of  the  motions 
and  aggregations  of  the  atoms,  and  of  the  course 
of  the  Lfniverse  He  designed.  Boyle  differed  from 
Gassendi  and  Charleton,  however,  in  the  view'  that 
space  and  time  are  absohite,  uncreated,  and  inde- 
pendent of  God;  he  required  the  addition  of 
Divine  influence  here  as  well.  Boyle’s  great  influ- 
ence in  the  acceptance  of  atomism  in  England  can 
be  attribtited  to  his  experimental  sticcesses  and  to 
the  receptiveness  of  scholars  at  the  time  of  his 
writings,  somew'hat  later  than  those  of  Gassendi 
and  Charleton. 

In  this  seed  time  of  .scientific  and  philosophic- 
ideas,  Walter  Charleton,  jiliysician  to  kitigs,  played 
an  important  role  in  the  development  of  science  in 
England  by  reconciling  the  ancient  mechanistic 
theory  of  the  universe  with  the  theology  of  his  era. 

H.  L. 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM— TRADEMARK 
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NewEUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


t.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  196.V 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion. Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 
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BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most  | 

other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 

CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

9IJJJ4 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 

SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction  I 

of  the  dose,  discontinue  the  drug. 
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The  Choice  Of  Systemic  Antimicrobial  Agents^ 


■ Despite  the  availability  of  a variety  of  anti- 
microbial drugs  effective  against  the  same  organ- 
isms, for  each  organism  there  is  generally  one  drug, 
or  occasionally  a combination  of  drugs,  which  is 
likely  to  be  more  effective  than  other  drugs  of  com- 
binations. When  bacterial  resistance  is  encountered, 
or  when  the  patient  does  not  respond  to  or  cannot 
tolerate  a first-choice  drug,  there  is  usually  a pre- 
ferred order  of  choice  among  alternative  drugs.  For 
each  organism,  therefore,  the  accompanying  table 
lists  the  antimicrobial  agents  of  first  choice  and 
alternative  agents  in  order  of  usual  preference. 

Identification  Of  The  Organism 

The  physician’s  first  problem,  of  course,  is  identi- 
fication of  the  organism  responsible  for  the  infec- 
tion. The  experienced  clinician  can  sometimes  cor- 
rectly identify  the  organism  on  the  basis  of  clinical 
evidence  and  without  laboratory  tests;  in  serious 
infections,  however,  bacteriologic  smears,  cultures 
and  susceptibility  tests  are  always  necessary.  The 
physician  can  perform  some  tests,  such  as  Gram 
stain  and  simple  cultures,  in  his  own  office;  but 
whether  he  does  the  tests  himself  or  entrusts  them 
to  a laboratory,  the  results  should  be  interpreted 
with  caution  if  they  appear  to  conflict  with  the 
clinical  evidence. 

In  acute  pharyngitis,  the  Gram  stain  is  of  little 
value;  accurate  determination  of  the  presence  of 
beta-hemolytic  Group  A streptococci  requires  a 
culture.  Many  laboratories  now  use  the  fluorescent- 
tagged  antibody  (FA)  technique,  a reliable  and 
rapid  method  for  identifying  Group  A streptococci, 
enteropathogenic  E.  coli,  C.  diphtheriae,  and 
gonococci.  A Gram  stain  of  unspun  urine  or  exam- 

* (Note:  This  special  issue  of  the  Medical  Letter 
brings  up  to  date  ynaterial  originally  presented  in 
the  March  1,  1963  issue  [Vol.  5,  p.  17],  as  well  as 
in  the  December  7 , 1962  issue  [FoZ.  4,  p.  97]  on  the 
identification  of  infecting  organisms.  Many  of  the 
recommendations  have  been  changed  to  reflect  both 
the  introduction  of  new  antimicrobial  agents  and 
more  recent  studies  on  the  effectiveness  and  side 
effects  of  older  agents.  Recommendations  for  the 
treatment  of  some  infrequently  occurring  infections 
have  also  been  added.  This  issue  should  be  used  m 
conjunction  with  Issue  173  [Vol.  7,  p.  69]  entitled 
“Principal  Toxic,  Allergic  and  Other  Adverse 
Effects  of  Antimicrobial  Agents.”) 


ination  of  fresh,  unstained  urinary  sediment  is 
helpful  in  identifying  urinary  tract  organisms.  The 
best  method  for  office  identification  of  fungal  in- 
fections is  microscopic  examination  of  skin  scrap- 
ings or  other  material  wet-mounted  in  10%  potas- 
sium hydroxide. 

Bacterial  Susceptibility  Tests 

With  some  organisms,  bacterial  susceptibility 
tests  are  not  necessary.  Pneumococci  and  GroiqD  A 
streptococci,  for  example,  are  invariably  susceptible 
to  the  penicillins.  Susceptibility  tests  are,  however, 
important  in  selecting  drugs  effective  against  or- 
ganisms notorious  for  their  inherent  or  developing 
resistance,  such  as  the  Aerobacter-Klebsiella  groups, 
Proteus,  Pseudomonas,  E.  coli,  and  staphylococci. 
The  tests  help  show  which  drug  is  most  likely  to  be 
useful  against  the  infecting  strain,  and  which 
second-choice  drug  should  be  tried  if  the  first  proves 
ineffective  or  the  patient  is  not  able  to  tolerate  it. 

The  results  of  bacterial  susceptibility  tests  ap- 
pear to  vary  in  different  hospitals,  even  in  the  same 
community.  Susceptibility  tests  are  usually  per- 
formed with  prepared  paper  or  plastic  discs;  zones 
of  inhibition  of  an  organism  should  be  compared 
with  those  of  a standard  organism  of  the  same 
species.  Errors  are  especially  frequent  with  sulfona- 
mides. Disc  susceptibility  tests  may  give  misleading 
information  about  enterococci,  which  are  often 
resistant  to  both  penicillin  and  streptomycin  when 
tested  singly,  yet  are  uniformly  susceptible  to  the 
combination.  In  endocarditis  and  other  serious 
infections,  many  hospital  laboratories  use  the  tube- 
dilution  method  to  provide  more  accurate  quanti- 
tative information  than  can  be  obtained  with  discs. 

An  agent  found  active  in  susceptibility  tests  may 
prove  ineffective  in  the  patient  for  many  reasons, 
including  inadequate  dosage,  isolation  and  testing 
of  an  organism  other  than  the  one  responsible  for 
the  infection,  or  the  presence  of  undrained  ab- 
scesses. Abscesses  and  empyema  require  surgical 
drainage;  antibacterial  agents  alone  can  never  be 
relied  upon.  Less  often,  an  antimicrobial  agent 
which  is  relatively  inactive  in  vitro  may  prove  effec- 
tive in  the  patient.  Thus,  the  activity  of  soluble 
sulfonamides,  which  can  provide  very  high  urine 
levels  for  the  treatment  of  some  acute  urinary  tract 
infections,  may  not  be  apparent  from  susceptibility 
tests.  In  no  infection  can  susceptibility  tests  be  ac- 
cepted as  a completely  reliable  guide;  if  the  agent 
chosen  on  the  basis  of  the  tests  appears  to  be  in- 
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clleclive,  another  may  have  to  l)e  suhstituletl  or  a 
eomlhnation  of  two  drugs  may  have  to  be  used,  lu 
some  severe  infectious  or  where  resisteut  organisms 
are  likely  to  be  encountered  (as  in  tubercidosis), 
combinations  ol  antimicrobials  may  be  used  from 
the  stait. 

.\fter  therapy  is  stai  ted,  determination  of  the 
level  of  the  antibacterial  agent  in  the  blood  may  be 
needed  as  a guide  l(J  sale  and  ellective  dosage, 
es]jecially  in  patients  with  .seveie  systemic  infec- 
tions, endocarditis,  oi  renal  insulhc iency.  In  some 
infections,  it  is  also  important  to  re-cidture  the 
urine,  blood  or  other  material  after  the  infection 
appears  to  have  subsided,  to  determine  wbetbei  the 
pathogen  has  been  eliminated. 

Severe  Infections  With  Unidentified 
Organisms 

In  such  serious  infectious  as  meningitis  and 
sepsis,  and  in  some  surgical  infections,  prompt 
treatment  is  e.ssential,  even  when  the  responsible 
organism  and  its  susceptibility  to  the  various  anti- 
microbial agents  have  not  yet  been  determined.  .\ 
(.ram  stain  of  a])propriate  secretions  or  excretions, 
such  as  sputum,  urine,  stool,  wound  exudate,  and 
spinal  lluicl,  often  yields  an  eaily  clue  to  the  iden- 
tity of  the  organism  responsibile  for  the  inlection, 
and  provides  a basis  for  choosing  a drug  for  initial 
therapy  before  positive  identification  by  other 
laboratory  tests. 

Initial  Treatment  Of  Meningitis 

For  the  treatment  of  patients  with  purident 
meningitis  before  the  identity  c>l  the  inlecting  or- 
ganism has  been  determined,  if  the  spinal  lluicl 
smear  reveals  cocci,  either  (ham-positive  or  (.ram- 
negative, intravenous  penicillin  (i  in  large  clo.ses 
(10  to  40  million  units  daily)  sbcndtl  be  adminis- 
tered. Cepbalotbin  can  be  used  in  patients  sensitive 
to  penicillin.  Some  clinicians  use  an  ab.sorbable 
sidlonamide  in  addition,  for  its  activity  against 
meningococci,  though  .several  strains  ol  meningo- 
cocci are  resistant  to  sidfonamides.  11  staphylococci 
are  suspected,  an  antibiotic  effective  against  jicnicil- 
linase-jiroclucting  staphylococci  should  be  admin- 
istered, along  with  penicillin  (f,  until  susceptibility 
tests  have  beeti  comjtleted.  11  the  smear  reveals 
(.liim-negative  bacilli,  H.  influen/ae  should  be  sus- 
pected, and  treatment  with  chloramphenicol  (with 
or  without  streptomycin)  is  favored  by  several 
.Medical  Letter  consultants. 

'Fhe  drugs  irsecl  against  meningitis  shoidd  gen- 
eially  be  administered  intravenously  to  insure 
maximum  penetralicni  ol  the  blood-brain  barrier. 
.Mthough  a few  clinicians  favor  combined  intia- 
\ enous-intrathecal  therapy  lot  all  bacterial  menin- 
gitis, most  Medical  Letter  considtants  favor  com- 


bined inti avenous-inti  athec al  administration  only 
when  polymyxin  B is  to  be  used  for  the  treatment 
of  suspected  P.seudomonas  meningitis;  the  toxicity 
of  this  drug  precludes  the  use  of  suihciently  large 
closes  for  the  maintenance  of  adequate  spinal  fluid 
levels  when  it  is  administered  only  by  the  intra- 
venous route. 

If  the  organism  causing  meningitis  cannot  be 
classified  or  tentatively  identified  from  examination 
of  a smear  of  the  first  spinal  tap,  initial  treatment 
pending  identification  by  culture  should  be  based 
oil  the  knowledge  that  in  the  new-born,  coliform  or 
other  enteric  bacilli  are  most  likely  to  be  responsi- 
ble; beyond  three  months  and  up  to  about  age  hve, 
most  meningeal  infections  are  caused  by  H.  iii- 
llueii/ae;  in  older  children  and  in  adults,  pneumo- 
cocci and  meningococci  are  the  organisms  most  fre- 
cpiently  res])onsible  for  meningitis. 

Initial  Treatment  Of  Sepsis 

Medical  Letter  consultants  dilfer  as  to  the  choice 
of  drugs  for  initial  emergency  treatment  of  sus- 
jtected  severe  bacterial  sepsis  before  the  respcinsible 
organism  has  been  identified.  'Fhe  choice  cjf  drugs 
should  he  based  on  probable  source  of  infection 
(such  as  the  genitc^urinary  tract);  but  should  also 
to  a considerable  extent  reflect  the  changing  pat- 
terns of  bacterial  resistance  seen  in  the  community 
and  the  hospital.  In  infections  acquired  in  a hospi- 
tal, postoperative,  or  otherwise,  a resistant  staphylo- 
ccxctis  is  often  the  resjxmsible  organism,  and,  pend- 
ing laboratory  studies,  one  of  the  antibiotics  effec- 
tive against  resistant  staphylococci  should  be  used. 

Oil  the  basis  of  clinical  experience  during  the  . 
past  year,  several  Medical  Letter  consultants  prefer 
cephalothin  for  initial  treatment  of  suspected  bac- 
terial se})sis,  pending  laboratory  studies,  because  ol 
its  bactericidal  activity  against  many  organisms,  in- 
cluding pcnicillinase-producing  staphylococci;  its 
choice  is  especially  indicated  when  renal  insuffi- 
ciency precludes  the  use  of  other  bactericidal  drugs, 
such  as  kanamycin,  neomycin  and  vancomycin, 
(iram-negative  bacterial  sepsis  is  often  a superinfec- 
tion or  complication  of  previous  antimicrobial 
therapy;  it  is  important  to  obtain  a history  of  previ- 
ous therapy  and  to  avoid  the  administration  of  re- 
cently used  agents. 

Urinary  Tract  Infections 

For  effective  treatment  of  urinary  tract  infections, 
a high  level  of  the  antimicrohial  agent  in  the  urine 
is  desirable,  though  no  antimicrobial  agent  can 
cure  urinary  tract  infections  until  obstruction  or 
other  causes  of  stasis  of  urine  are  remedied.  Oral 
administration  of  an  ahsorbable  sulfonamide,  such 
as  Trisulfapyrimidines  LSP  or  .Sulfisoxa/ole  LISP, 
is  often  effective  in  acute  infections.  Nitrofurantoin 
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and  metheiiamine  mandelate  act  mainly  as  urinary 
antiseptics  with  little  if  any  tissue  penetration.  In 
chonic  or  recurrent  urinary  tract  infections,  es- 
pecially those  associated  with  sepsis  or  fever,  an 
antibacterial  agent  that  produces  adequate  blood 
and  tissue  levels  as  well  as  high  urine  levels  is 
usually  preferred.  In  some  chronic  infections,  how- 
ever, a combination  of  metheiiamine  mandelate 
and  an  acidifying  agent  may  prove  effective;  bac- 
teria rarely  develop  resistance  to  methenamine 
mandelate.  When  renal  insufficiency  is  associated 
with  a urinary  tract  infection,  ampicillin  can  be 
tried  first  in  patients  not  sensitive  to  penicillin;  in 
adequate  doses,  it  produces  high  urine  and  blood 
levels  without  toxicity. 

Prophylaxis 

There  are  few  indications  for  the  prophylactic 
use  of  antimicrobial  drugs.  Antimicrobial  prophy- 
laxis is  recommended  against  epidemic  meningococ- 
cal infections,  rheumatic  fever,  subacute  bacterial 
endocarditis,  chronic  bronchitis,  and  pulmonary 
tuberculosis;  it  is  also  recommended  for  patients 
with  severe  contaminated  wounds.  The  value  of 
sulfonamides  for  prophylaxis  against  meningococ- 
cal meningitis  is  now  questionable  because  of  the 
appearance  of  resistant  strains.  Prophylactic  use  of 


antibiotics  has  not  been  shown  to  prevent  bacterial 
complications  of  acute  viral  respiratory  disease. 

Administration  And  Dosage 

When  an  antimicrobial  agent  is  available  in  both 
oral  and  parenteral  forms,  parenteral  administra- 
tion, preferably  intravenous,  generally  is  manda- 
tory if  the  infection  is  severe,  or  if  there  is  nausea 
and  vomiting.  When  oral  penicillins  are  used,  it 
should  be  remembered  that  even  with  those  resis- 
tant to  gastric  acid,  absorption  is  usually  greatest 
when  they  are  taken  on  an  empty  stomach.  Such 
potentially  irritating  drugs  as  tetracycline,  erythro 
mycin  and  nitrofurantoin  are  best  given  with  food. 

In  general,  the  dosage,  frequency  and  duration 
of  treatment  with  any  agent,  but  especially  the 
more  toxic  agents,  should  take  into  account  not 
only  the  severity  of  the  disease,  but  also  the  state  of 
renal,  hepatic  and  hematopoietic  function.  Urinary 
excretion  is  the  main  route  of  elimination  of  most 
antimicrobial  agents,  and  severely  impaired  excre- 
tion may  result  in  dangerously  high  concentrations 
in  the  blood  and  tissues  unless  reduced  doses  are 
given.  Newborn  infants  present  special  problems  in 
drug  metabolism  and  renal  excretion  which  require 
marked  reduction  of  dosage  with  many  drugs, 
especially  with  chloramphenicol  and  the  sulfona- 
mides. 


INFECTING  ORGANISM 

im-positive  cocci 

Streptococcus  pyogenes 
groups  A,  B,  C and  G 

*Streptococcus  viridans 

*En[erococcus 

‘Streptococcus  anaerohius 

Pneumococcus 

‘Staphylococcus  aureus 

non-penicillinase-producing 

penicillinase-producing 


DRUG  OF  FIRST  CHOICE 

a penicillin^ 

a penicillini  vvith  or  without 
Streptomycins 

a penicillini  with  streptomycins 


a penicillini 
a penicillinase-resistant 
penicillin-1 


ALTERNATIVE  DRUGS 

erythromycin;  cephalothin 
cephalothin 

eryth'omycin  or  cephalothin  with 
streptomycins;  ampicillini 
a penicillini 

erythromycin;  cephalothin 

er  y th rom y ci n ; ceph a lo t h i n 
cephalothin:  lincomycin;  vancomycins 


a tetracyclines. 3 
a penicillini 


Gram-negative  cocci 

Meningococcus  a penicillini  a sulfonamide5.fi;  ampicillini; 

cephalothin;  erythromycin 

Gonococcus  a penicillini  erythromycin;  cephalothin; 

a tetracyclines.  3 


Gram-positive  bacilli 

Bacillus  anthracis  (anthrax) 

Listeria  monocytogenes 

Clostridium  tetanii 

Clostridium  welchii  (gas  gangrene)® 

Corynebacterium  diphtheriae» 


a penicillini 
a penicillini 
a penicillini 

a penicillini  with  or  without 
streptomycins 
a penicillini 


erythromycin;  a tetracyclines.  3 
erythromycin;  a tetracyclines..® 
a tetracyclines.  3 

a tetracyclines, 3 with  or  without 
Streptomycins 
erythromycin;  cephalothin 


* Bacterial  susceptibilitv  tests  are  usually  essential. 
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INFECTING  ORGANISM 

Gram-negative  bacilli 

*.S;ilinonella>'> 

•Sliigellai  1 

♦Esciiciicliia  coli 
ciiteropalliogcnic 

sepsis 

uiinary  infections 

* Aerobacter  aerogenes 

* Klebsiella  pneninoniae 

* Protens  mil  abillis' 

*otlicr  Proteus 

* Pseudomonas  aeruginosa 
*Hrucella 

Pasteurella  tularensis 
Pasleurella  pestis  (bubonic 
plague) 

Hemophilus  inllnen/ae 
respiratorv  infections 
meningtis 

liacteroides 

Hemophilus  ducreyi  (chancroid) 

Streptobacillns  moniliformis 

(rat  bite  fever;  Haverhill  fever) 
Hordetella  pertussis 
*\fima-Herellea 

Knsobacterinm  (X'incent's 
infection) 

Actinobacillns  mallei  (glanders) 
Malleomyces  psendomallei 
(melioidosis) 

Donovania  grannlomatis 
(granuloma  inguinale) 

\'ibrio  comma  (cholera)’*' 


DRUG  OF  FIRST  CHOICE 

chloramphenicol- 

ampicillint 


kanamycin  (oral)  or  neomvein 
(oral) 

kanamycin  (parenteral)  - or 
neomycin  (parenteral)  2 
a sulfonamidei2 

a tetracyclines, 3 with  or  without 
streptomycins.  14 

a tetracyclines. 3 with  or  without 
streptomycins,  14 
a jrenicillini 

chloramphenicols  with  or  without 
streptom  vcin2,l4 

polymyxin  IfS  or  colislimethateS 
a tetracyclines, 3 with  or  without 
Streptomycins.  14 
Streptomycins 

strc])tomycinS  with  or  without 
a sulfonamideG 

ampicillinl 

chloramphenicols  with  or  without 
streptomycins 
a tetracyclines, 3 
a tetracyclines. 3 

a penicillini 

ampicillinl 
a iienicillini 

a penicillini 

Streptomycins  plus  a tetracyclines. 3 
streptomycins  plus  a tel racyclineS. 3 

;i  telracy<lineS.3 

a tetracyclines. 3 


ALTERNATIVE  DRUGS 

ampicillinl;  cephalothin 
kanamycin  (oral)  or  neomycin  (oral)  ; 
a tetracyclines. 3;  cephalothin; 
chloramphenicols 

am|)i(illini;  a tetracyclines, 3 

chloramphenicols;  a tetracyclines. 3 
polymyxin  US  or  colistimethateS 
ampicillinl;  a tetracyclines. 3 

nitrofurantoins.  13;  methenamine 
mandelatei3 

chloramphenicols  with  or  without 
streptomycins.  14;  cephalothin 
cephalothin;  chloramphenicols  with  or 
without  stre[)tomycinS.  14;  kaiiamycinS 
cephalothin;  tliloramplienicois 
kanamycinS;  a tetracyclines.  3 with  or 
without  streptomycins,  14 
no  dependable  alternative 
chloramphenicols  with  or  without 
streptomycins.  14 

a tetiacyclineS,3  chloramphenicols 
a tetracyclines.  3 chloramphenicols 

a tetiacyclinc2.3 

a tetracydineS. 3 with  or  without 
streptomycins;  ampicillinl 
a penicillini;  chloramphenicols 
a sulfonamide;  chloramphenicols; 
Streptomycins 

erythromycin;  streptomycins 

a tetracyclines. 3 
kanamveinS;  pohmyxin  H2  or 
colislimethateS 

a telracvcIineS. 3;  ervthromvcin 

streptomycins  pins  a sulfonamide*'' 
sliC|)tomycinS  phis  a sulfonamide*' 

chloram])henicolS;  streptomveinS 

chloramj)henicolS;  streptomveinS 


I.  Potassium  peuicilliu  G,  peincillin  V,  phenethicillin  and 
ampicillin  can  he  used  for  oial  treatment  of  infections  hv 
non-penicillinase-producing  staphylococci  and  other  Gram- 
positive and  Gram-negative  cocci.  .Vmpicillin  is  akso  effec- 
tive against  many  Gram-negative  bacilli,  .\lthough  pein- 
(illiu  G is  less  resistant  to  degradation  by  gastric  acid 
than  penicillin  phenethicillin,  or  ampicillin,  the 
amount  absorbed  is  generally  adequate  if  it  is  taken  on 
an  empty  stomach;  in  fact,  absorption  of  any  oral  penicil- 
lin is  likely  to  be  more  rapid  and  complete  if  it  is  taken 
on  an  empty  stomach  (at  least  three  hours  after  a meal)  , 
when  gastric  acidity  is  relatively  low.  For  severe  inlec- 
tions  by  non-penirillinase-|noducing  staphylococci  and 
other  susceptible  organisms,  potassium  peincillin  G should 


be  administered  pareiiterallv.  Procaine  penicillin  G aque- 
ous, an  intramuscular  penicillin,  can  be  administered 
once  or  twice  tlaily  in  less  severe  infections  cau.seil  by 
organisms  susceptible  to  penicillin  G.  Ben/athine  peni- 
cillin G.  a longer-acting  intramuscular  preparation  which 
is  also  acli\e  against  such  organisms,  is  used  at  intervals 
as  long  as  a week  or  10  days  for  treatment,  and  as  long 
as  a month  for  prophylaxis  against  rheumatic  fever.  Aller- 
gic reactions  to  all  penicillins  are  common.  An  allergic 
reaction  to  one  penicillin  usnallv  means  that  it  will  occur 
with  the  others. 

2.  Gapable  of  causing  severe  adverse  effects.  .See  The  Medical 
Fetter,  \'ol.  7,  pp.  09-72,  Aug.  27,  1905,  and  manufactur- 
er's package  inserts  for  precautions  and  contraindications. 
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INFECTING  ORGANISM 


DRUG  OF  FIRST  CHOICE 


ALTERNATIVE  DRUGS 


Acid-fast  bacilli 


*, Mycobacterium  tubercidosisi'i' 

isoniazid  plus  p-aminosalicylic 

cycloserineS;  viomycinS;  pyrazinamideS; 

acid  and  streptomycin^ 

ethionamides 

♦.Atypical  mycobacteriais 

cthionamide2 

erythromycin;  streptomycins 

Mycobacterium  leprae  (leprosy) 

sulfones2,  lo 

amithiozoneS 

Spirochetes 

Spirillum  minus  (rat  bite  fever) 

a penicillin  1 

erythromycin;  streptomycins 

Borrelia  recurrentis 

a tetracycline^.  3 

chloramphenicols;  a penicillin  I 

(relapsing  fever) 

Treponema  pallidum 

a penicillin  1 

erythromycin;  a tetracyclines, 3 

Treponema  pertenue  (yaws) 

a penicillint 

erythromycin;  a tetracyclines, 3 

Leptospira 

a penicillini 

a tetracyclines.  3 

Rickettsia  Rocky  Mountain  spotted 

a tetracycline^,  3 

chloramphenicols 

fever,  endemic  typhus,  Q fever) 

Virsues 

Mycoplasma  (atypical  viral 

a tetracycline2. 3 

chloramphenicols 

pneumonia) 

Psittacosis 

a tetracyclines.  3 

chloramphenicols 

Lymphogranuloma  venereum 

a tetracyclines,  3 

chloramphenicols;  a sulfonamideG 

A'accinia 

vaccinia  immune  globulin  with 

no  alternative 

or  without  methisazone 

Herpetic  keratitis 

idoxuridine  (topical) 

no  alternative 

T rachoma 

oral  or  topical  tetracyclines,  3 

chloramphenicol  (topical) 

plus  an  oral  sulfonamide3 

Inclusion  conjunctivitis 

oral  or  topical  tetracyclines,  3 

chloramphenicol  (topical) 

3.  Any  one  of  the  tetracycline  group  of  antibiotics  can  be 
used  (chlortetracycline,  demethylchlortetracycline,  oxyte- 
tracycline  or  tetracycline  hydrochloride)  . 

4.  For  oral  treatment  of  penicillinase-producing  staphylococ- 
ci, nafcillin,  cloxadllin  or  oxacillin  can  be  used.  For 
severe  infections,  a parental  formulation  (methicillin, 
oxacillin  or  nafcillin)  should  be  used. 

5.  Because  of  the  appearance  of  sulfonamide-resistant  strains, 
a sulfonamide  can  no  longer  be  considered  the  drug  of 
first  choice  for  either  prophylaxis  or  therapy  of  menin- 
gococcal meningitis. 

6.  For  parenteral  administration.  Sodium  Sulfadiazine  In- 
jection USP  can  be  used.  For  oral  administration,  an 
absorbable  sulfonamide,  such  as  Trisulfapyrimidines  USP 
or  Sulfadiazine  USP,  should  be  used.  Long-acting  formu- 
lations should  not  be  used. 

7.  Proper  debridement  and  a fluid  toxoid  booster  dose  are 
primary;  if  there  has  been  no  previous  toxoid  immuniza- 
tion, tetanus  immune  globulin  (human)  in  doses  of  at 
least  3000  units  should  be  administered.  Clinicians  dis- 
agree as  to  the  value  of  penicillin  alone  in  the  treatment 
of  tetanus. 

8.  Debridement  is  primary;  value  of  antitoxin  is  not  certain; 
large  doses  (at  least  10  million  units  daily)  of  penicillin 
G are  required. 

9.  Antitoxin  is  primary;  antibiotics  only  for  carrier  state  or 
as  adjuncts  to  antitoxin. 

10.  Chloramphenicol  is  the  first  choice  for  typhoid  fever; 
ampicillin  is  first  choice  for  other  Salmonella  infections; 
most  cases  of  Salmonella  infection  subside  spontaneously. 

11.  Many,  if  not  most,  strains  are  resistant  to  sulfonamides, 
formerly  the  drugs  of  choice. 


12.  F'or  an  uncomplicated  first  episode  of  lower  urinary  tract 
infection  with  E.  coli  or  other  urinary  pathogens,  the 
drug  of  first  choice  is  one  of  the  soluble  sulfonamides, 
such  as  Sulfisoxazole  USP,  Trisulfapyrimidines  USP,  sulfi- 
somidine  or  sulfanrethizole  (but  not  a long-acting  sulfon- 
amide) . If  after  48  hours  there  is  no  improvement,  either 
in  symptoms  or  in  urine  culture,  or  if  the  urinary  tract 
infection  is  chronic,  recurrent  or  severe,  susceptibility 
tests  should  be  used  to  select  an  effective  drug. 

13.  For  antibacterial  action  in  urine;  little,  if  any,  penetra- 
tion into  tissues;  not  suitable  for  systemic  infections. 

14.  Streptomycin  is  usually  included  for  the  treatment  of 
severe  infections. 

1,5.  Penicillin  G and  ampicillin  are  the  drugs  of  first  choice 
in  the  treatment  of  Proteus  miraibilis  infections,  but  large 
doses  of  penicillin  G (10  to  40  million  units  daily)  or  of 
ampicillin  (6  Gm,  or  more,  daily)  are  necessary.  Many 
strains  of  Proteus  other  than  mirabilis  are  resistant  to 
some  of  the  drugs  listed;  susceptibility  tests  are  necessary. 

16.  Prompt  replacement  of  fluids  and  electrolytes  is  essential. 

17.  For  treatment  of  tuberculosis,  a combination  of  drugs  is 
preferred. 

18.  Most  atypical  mycobacteria  are  resistant  to  isoniazid  and 
p-aminosalicylic  acid. 

19.  Acetosidfone,  dapsone,  sulfoxone  sodium  or  glucosulfonc 
sodium. 

20.  Amphotericin  B (parenteral)  is  first  choice  for  sepsis, 
pneumonia,  meningitis,  and  other  systemic  infections; 
where  topical  therapy  is  indicated,  as  in  enteric  infec- 
tions; nystatin  is  preferable  to  amphotericin  B. 

21.  Griseofulvin  should  be  used  when  topical  drugs  are  in- 
effective. 
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INFECTING  ORGANISM 

Fungi 

Actinoinycfs 

Notardia 

Histoplasnia  capculatum 
Candida  albicans 
Aspergillus 

(ii  vptococcus  neofonnans 
Mucor 

Coccidioides  immitis 
Blastomyces 

Sporot  rich  urn  schenckii 
Dermatophytoses  (Tinea,  etc.) 


DRUG  OF  FIRST  CHOICE 

a penicillin' 

a snlfonamide<>  with  or  without 
cycloserine- 
amphotericin  B-,2  0 
nystatin  (topical) 
amphotericin  B2.-" 
amphotericin  B2.20 
amphotericin  B2.-0 
amphotericin  B2.2  0 
amphotericin  B2.2  0 
iodides 
griseofulviti2i 


ALTERNATE  DRUGS 

a tetracycline2. H;  cephalothin; 
chloramphenicol2 

a tetracycline2.3;  (hloramphenicol2! 

streptomycin2 
a sulfonamide<j 
amphotericin  B2.20 
no  dependahle  alternative 
no  dependahle  alternative 
no  dependable  alternative 
no  dependahle  alternative 
2-hydroxystilhamidine2 
amphotericin  B2.20 
no  alternative  systemic  drug 


PARTIAL  LIST  OF  BRAND  NAMES 


.\cetosulfone— Promacetin  (Parke,  Davis) 

Amphotericin  B— Fungizone  (.Squibb) 

Ampicillin— Penhritin  (.\yerst)  ; Polycillin  (Bristol) 
Cephalothin— Keflin  (Lilly) 

Chloramphenicol— Chloromycetin  (Parke,  Davis) 
Cihlortetracycline— .Aureomycin  (Lederle) 

Cloxacillin— TegoPen  (Bristol  ) 

Colistimethate  (polymyxin  E)  — Coly-Mycin  (Warner,  Chil- 
cott) 

Cycloserine— Serom vein  (Lilly) 

Dapsone— .Vvlosulfon  (Ayerst) 

Demethylchlortetracycline— Declomycin  (Lederle) 
Erythromycin— Erythrocin  (.Abbott)  ; Ilosone  (Lilly)  ; Ilotycon 
(Lilly)  ; Pediamvein  (Ross)  ; Ervthromvcin  (L'pjohn) 
Ethionamide— Trecator  (Ives) 

Glucosulfotie— Promin  (Parke,  Davis) 

Griseofulvin— Cirisactin  (.Ayerst);  Grifulvin  V (McNeil)  ; 

F'uh icin-U/F'  (Schering) 

Kanamycin— Kantrex  (Bristol) 

I.incomycin— Lincocin  (Upjohn) 

Methenamine  mandelate— Mandelamine  (Warner,  Chilcott) 


Methicillin— Staphcillin  (Bristol)  ; Diinocillin-R'F  (Squibb) 
.Methisazone— Marhoran  (Borroughs  ^Vellcome) 

Nafcillin— Unipen  (Wyeth) 

Nitrofurantoin— Furadant  in— Eaton) 

Nystatin— Mycostatin  (Squibb) 

Oxacillin— Prostaphlin  (Bristol);  Resistopen  (Squibb) 
Oxytetracycline— Terramycin  (Pfizer) 

Penicillin  G (benzathine) —Bicillin  (Wyeth) 

Penicillin  G (potassium— many  manufacturers 
Penicillin  A'— Compocillin-A'  (.Abbott)  ; A'-Cilliti  (Lilly)  ; 
Pen-A'ee  (Wyeth) 

Phenethicillin— Syncillin  (Bristol;  and  others) 

Polvmyxin  B— Aero.sporin  (Burroughs  Wellcome) 
Pyrazinamide— Pvrazinamide  (Merck) 

Sulfamethizole— Fhiosulfil  (.Ayerst;  and  other.s) 
Sulfisoxazole— Gantrisin  (Roche;  and  others) 

Sulfoxone— Diasonc  Sodium  (.Abbott) 

Tetracycline  HCl— .Achromycin  (Lederle;  and  others) 
A'ancomycin— A'ancocin  (Lilly) 

A'iomycin— A’inactane  (Ciba)  ; Viomycin  (Parke,  Davis)  ; 
X'iocin  (Pfizer) 


THE  ANESTHETIST'S  OPPORTUNITY 

The  ane.sthetist  has  an  extraordinary  opportitnity  to  study  the  efiects  ol  certain 
drugs  and  procedttres  in  man.  He  mttsl,  of  course,  go  into  the  animal  laboratory 
from  time  to  time  to  test  certain  agents  or  procedures,  but  animals  are  primarily 
in  the  domain  of  the  “basic”  pharmacologist  or  physiologist.  7’here  is  no  need 
for  the  anesthetist  to  compete  disadvantageously  in  their  realm.  The  anesthetist 
can  take  advantage  of  his  remarkable  jrossibilities— in  the  main  denied  to  the 
“basic”  .scientists— for  studying  human  [ihysiology  and  human  pharmacology'. 
'I  bis  privilege  l)rings  with  it  heavy  responsibilities,  heavy  ethical  problems. 

—Beecher,  H.  K.:  .Anesthetist  as  Investigator,  Atiestliesiology  2n:  445-45.S  (July) 
l%4. 
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Review  And  Grievance  Committees 


J.  Alfred  Fabro,  M.D. 


■ One  of  the  most  common  causes  of  difficulty  be- 
tween physicians  and  patients  is  feesd  To  handle 
such  problems  The  American  Medical  Association 
has  recommended  the  creation  and  use  of  Review 
and  Grievance  Committees.  It  further  recommends 
that  they  be  incorporated  into  the  Bylaws  of  the 
various  associations. 

The  need  for  and  use  of  such  committees  will  be 
increased  by  the  recent  enactment  of  the  Medicare 
Bill  and  the  expansion  of  Major  Medical  Insurance 
plans.  Because  there  is  some  confusion  about  the 
differences  between  the  two  committees,  and  from 
committees  on  Ethics  and  Discipline,  I shall  pre- 
sent a brief  summary  from  authoritative  sources 
explaining  their  functions. 

Grievance  Committees 

In  1949,  the  House  of  Delegates  of  the  AMA 
adopted  a resolution  recommending  that  all  con- 
stituent associations  establish  Grievance  Commit- 
tees. 

In  1954,  the  Board  of  Trustees  of  the  AMA,  act- 
ing on  a resolution  of  the  House  of  Delegates,  ap- 
pointed a committee  to  study  and  clarify  the  func- 
tions of  Grievance  Committees.  It  published  its  re- 
port as  “Guides  for  Medical  Society  Grievance 
Committees.”- 

“The  purposes  of  Grievance  Committees  are  to 
prevent  and  resolve  misunderstandings,  to  clarify 
and  adjust  differences  between  physician  and  pa- 
tient, and  to  assist  in  maintaining  the  high  levels 
of  professional  deportment  already  established  by 
the  Principles  of  Medical  Ethics. 

“Grievance  Committees  should  be  empowered 
. . . with  authority  to  receive  complaints,  to  inves- 
tigate, mediate,  arbitrate,  and,  where  necessary,  re- 
fer them  to  appropriate  bodies  for  adjudication.” 

The  Report  notes  the  variety  of  names  given  such 
a committee  acting  vis-a-vis  the  public,  but  it  con- 
cludes that  “Grievance  Committee”  is  “unquestion- 
ably” the  name  most  realistic  and  the  best  under- 
stood by  the  profession  and  the  public.  Basically, 
the  Grievance  Committee  is  a non-disciplinary 
committee  acting  to  resolve  complaints  between 
patients  or  third  parties  and  physicians. 

To  emphasize  its  value,  the  AMA  states:  “Griev- 
ance Committee  is  of  such  compelling  importance 
in  modern  medical  organization  that  a special  com- 
mittee, uniformly  designated  to  disclose  unmistak- 
ably its  true  function,  should  be  created  and  main- 


tained by  every  constituent  association  for  this  pur- 
pose and  this  purpose  only.” 

The  Guide  recommends  that  bylaws  of  associ- 
ations include  provisions  clearly  stating  the  pur- 
pose, extent  of  authority,  and  duties  of  the  com- 
mittee. 

It  recommends  broad  representation  on  the  com- 
mittee, with  overlapping  terms.  “.  . . members  [of 
Grievance  Committees]  should  not  serve  simul- 
taneously on  any  disciplinary  or  appeal  body.” 

“Discipline  is  not  a proper  function  of  a Griev- 
ance Committee  under  any  circumstances.  Where  a 
Grievance  Committee  finds  that  disciplinary  meas- 
ures are  indicated,  it  should  recommend  to  the 
appropriate  judicial  body.” 

It  further  recommends  that  there  be  no  limita- 
tion upon  the  source  of  a complaint  so  long  as  it 
is  responsible. 

Grievance  Committees  can  also  act  to  initiate  in- 
vestigations. The  complainee  of  course  should  l)e 
guaranteed  certain  rights  so  that  he  can  properly 
prepare  an  answer.  But  he  is  not  cm  trial.  “The 
Grievance  Committee  is  never  to  act  as  a trial  body 
or  to  effect  discipline.” 

The  Guide  advises  preservation  of  a record  of  its 
proceedings.  Reports  also  shoidcl  be  made  to  the 
governing  body. 

As  to  publicity:  “The  establishment  of  Grievance 
Committees  is  a service  of  medical  organizations  to 
the  public,  but  this  service  cannot  succeed  unless 
the  public  knows  of  its  existence  and  understands 
how  to  use  it  . . . The  method  of  operation  of  these 
committees  should  be  continuously  publicized 
through  legitimate  channels  • of  lay  communcia- 
tion.” 

Review  Committees 

Of  late  there  has  been  an  increase  in  the  tise  of 
the  Review  Committee  by  medical  associations. 
The  particular  need  for  and  impetus  to  Review 
Committees  is  the  growth  of  Major  Medical  plans 
and  the  recent  enactment  of  Medicare.  Major  medi- 
cal plans  differ  in  detail,  but  most  have  a deducti- 
ble feature  (e.g.  $500.),  paying  a percentage  (e.g. 
80  per  cent)  over  the  deductible  amount  of  all  ex- 


DR.  J.  ALFRED  FABRO,  surgeon,  attending  staff,  Char- 
lotte Hiingerford  Hospital,  Torrington,  Conn.  Alternate 
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penses  of  an  illness  up  to  a maximum  (e.g. 
$10,000.).  The  physician  is  reimbursed  not  from  a 
fee  schedule  (as  Blue  Shield)  but  is  paid  the 
“usual  and  customary”  fee  for  such  a medical  serv- 
ice in  the  area. 

To  define  and  differentiate  it  from  the  Grievance 
Committee,  we  summarize  “A  Report  on  Medical 
Society  Review  Committees  in  the  U.  S.,”^  a study 
by  the  Health  Insurance  Council  which  represents 
the  insurance  industry. 

“It  is  the  primary  purpose  of  such  committees  to 
provide  impartial  professional  advice  with  respect 
to  fees  charged  by  physicians  which  appear  to  vary 
from  what  is  customary  or  normal. 

review  committee  does  not  have  legal,  judi- 
cial, or  punitive  powers  and  in  no  way  does  it  tunc- 
tion  as  a grievance  committee  or  as  a forum  to  hear 
complaints.  It  serves  only  as  a fact-finding,  advisory, 
and  educational  medium  through  which  insurers, 
physicians,  and  patients  can  communicate. 

“The  prime  objective  of  the  review  committee  is 
to  provide  a forum  for  reconciling  the  concept  of 
usual  and  customary  fees  under  major  medical  type 
coverages  with  the  charging  practices  of  the  medical 
profession  in  a given  area.” 

Because  the  word  “grievance”  connotes  discipline 
to  some,  the  insurance  industry,  fortified  by  the 
Report  of  the  Commission  on  the  Cost  of  Medical 
Care  adopted  by  the  AMA  delegates  in  December 
1964,  prefers  and  urges  the  adoption  of  the  Review 
Committee.  It  functions  only  for  guidance  and  in- 
formation—to  suggest  what  is  the  “usual  and  cus- 
tomary” fee  in  the  community  in  which  the  service 
is  rendered.  This  committee  is  used  mostly  by  the 
insurance  industry,  especially  relative  to  Major- 
Medical  plans.  They  emphatically  state  that  such 
requests  are  not  to  be  considered  as  complaints. 

The  majority  of  review  committees  have  been 
established  since  1959,  increasing  with  the  growth 
of  major  nredical  experrse  itrsurance.  Medicare  may 
provkie  an  impetrrs  to  creation  of  such  committees 
where  none  exists. 

It  is  admitted  and  accepted  that  the  fee  is  a corr- 
tract  between  the  physician  and  patierrt.  The  Major- 
Medical  is  a corrtract  between  irrsurer  and  patient 
whereby  the  insurer  is  obligated  to  jray  “the  itsiral 
and  customary”  fee.  Any  arnoirrrt  above  this  be- 
comes the  patient’s  resporrsibility  to  his  physician. 

The  difficulty  arises  in  defining  and  quarrtitating 
“usual  and  customary”  fees  for  “reasonable  and 
necessary”  services.  The  health  industry  did  not 
feel  competent  to  set  such  fees,  so  it  has  sought  help 
from  organized  medicine  when  questions  and  prob- 
lems arose.  Birt  it  does  not  like  to  nse  the  grievance 
committee;  “Grievance”  has,  for  it,  a connotation 
of  disciplinary  action.  It  did  not  wish  its  request 
for  information  and  guidance  to  be  interpreted  as 


a complaint.  “Review”  satisfies  their  conception  of 
the  problem. 

The  Report  of  the  AM.\  Cornmissiorr  on  the 
Cost  of  Medical  Care,  adopted  by  AMA  House  of 
Delegates  in  December  1964,  also  underscored  the 
distinction  between  grievatree  arrd  review  commit- 
tees, between  a complaint  and  a reejuest  for  infor- 
nration.  It  states  that  “the  fundamental  advantage 
a review  committee  has  over  the  grievance  corn- 
nrittee  is  that  srreh  a committee  is  known  as  an 
advisory  mechanism  without  the  implication  of 
imrrrediate  disciplinary  action.” 

As  of  August  1964,  33  state  societies  had  review 
committees.  There  are  also  many  county  and  city 
review  committees. 

The  insurance  industry  recommends  and  pro- 
vides technical  assistance  to  the  committees.  Be- 
lieving that  such  committees  are  educational  to 
physicians,  the  pnblic,  and  to  insurance  personnel, 
it  recommends  that  insurance  personnel  be  in- 
clnded  in  such  committees  withoirt  vote,  to  provide 
information  and  technical  assistarree,  as  well  as  for 
their  own  edification. 

In  October  1962,  the  Health  Insurance  Council, 
after  studying  existing  review  committees,  issued  a 
guide  including  desirable  features  and  procedures. 
Among  them  were: 

1.  Insurers  utilize  any  guides  or  criteria  for  fees 
provided  by  medical  societies. 

2.  Try  to  resolve  any  problem  with  the  physician 
before  using  the  committee. 

3.  Review  Committees  adopt  a short  form,  re- 
questing pertinent,  factual  information  only. 

4.  Insurance  personnel  serve  the  committees  as 
consultants  “but  in  no  event  represent  a company 
submitting  a case  or  be  a member  of  the  commit- 
tee.” 

5.  The  review  committee  be  willing  to  support  its 
opinion  before  any  grievance  committee. 

From  the  Health  Council’s  sttidy  of  existing  re- 
view committees,  though  no  two  are  alike,  certain 
generalizations  can  be  made. 

1.  Some  committees  accept  problems  Iroin  physi- 
cians as  well  as  from  patients. 

2.  The  majority  of  committees  have  not  accepted 
the  principle  of  insurance  company  representation. 
Where  accepted,  such  personnel  act  as  consultants 
on  a non-voting  basis,  or  are  present  by  invitation. 

3.  All  committees  require  the  insurer  to  discuss 
the  case  with  the  physicians  first. 

4.  Practically  no  medical  societies  have  a pub- 
lished schedule  of  “usual”  or  “customary”  charges. 
Insuring  companies  probably  use  Blue  Shield  or 
Relative  Value  to  decide  whether  or  not  a fee 
shoidd  be  questioned.” 
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5.  A majority  of  committees  provide  an  appeal 
mechanism  to  their  opinion. 

The  criteria  to  determine  “usual  and  customary” 
fees  vary.  Factors  considered  are: 

1.  Family  income. 

2.  Type  and  complexity  of  procedure. 

3.  Standing  of  the  physician.  In  Philadelphia, 
for  example,  professors  command  higher  fees. 

4.  Skill  and  competence  of  the  physician. 

5.  Type  of  hospital  accommodation. 

Most  functioning  committees  feel  they  must  con- 
sult with  the  physician  about  the  questioned  fee. 
But  they  agree  that  their  function  is  only  to  set 
“usual  and  customary”  fees;  this  represents  the  in- 
surer’s liability.  Any  amount  above  this  is  the 
patient-insured’s  responsibility  to  his  physician;  the 
physician’s  resjronsibility  being  to  justify  the  dif- 
ferential to  the  patient,  who  is  responsible  for  any 
amount  above  the  “usual  and  customary”  fee. 

In  the  Miami  area  the  Committee  uses  as  “usual 
and  customary  that  fee  charged  for  a particular 
procedure  in  the  area  by  doctors  of  comparable 
specialty  and  experience  as  the  doctor  rendering 
the  service  to  patients  of  income  status  similar  to 
that  of  the  patient  receiving  the  services.” 

In  148  cases  reviewed  by  the  Massachusetts  com- 
mittee, it  recommended  reduction  of  fee  in  97 
cases,  while  in  51  the  physician’s  charge  was  up- 
held. The  total  reduced  in  the  97  cases  was  $97,000. 

In  New  York  County,  of  182  cases,  97  were  re- 
duced; 85  were  upheld.  The  total  reduced  was 
$64,344.  The  committee  reduced  68  of  the  97  be- 
cause of  the  income  of  the  insured. 

Some  review  committees  have  received  requests 
from  insurers  to  review  hospital  utilization. 
Though  such  problems  are  more  properly  handled 
by  hospital  Utilization  Committees,  it  was  felt  that 
the  matter  might  be  referred  to  a review  commit- 
tee if  the  hospital  failed  to  review  such  cases  or 
gave  an  unsatisfactory  reply  to  an  insurer’s  request. 

The  insurance  business  and  the  AMA  believe 
that  such  committees  are  beneficial  and  educational 
to  both  physicians  and  insurance  personnel  and 
will  help  preserve  the  voluntary  health  insurance 
principle. 

These  brief  summaries  reveal  diiferences  between 
the  two  committees,  but  there  still  are  valid  ques- 
tions. Is  there  a necessary  division  between  the  two? 
Even  if  the  committees  were  designated  as  a 
separate  Review  and  Grievance  Committee,  could 
not  the  personnel  be  the  same,  care  being  used  to 
differentiate  their  functions  and  procedure?  Is  the 
review  committee  actually  a euphemism  for  griev- 
ance committee? 

What  do  we  do  in  Connecticut?  The  Bylaws  of 
the  Connecticut  State  Medical  Society  have  no  pro- 
vision for  them.  The  Fairfield  County  has  incorpo- 


rated a provision  in  its  Bylaws  for  the  formation 
of  a Review  Committee.  The  Hartford  County  So- 
ciety has  utilized  when  needed  an  ad  hoc  Review 
Committee  as  a subcommittee  of  its  Board  of  Direc- 
tors—not  included  in  its  Bylaws.  No  other  county 
association  in  Connecticut  has  included  any  pro- 
vision of  either  a Review  or  Grievance  Committee 
in  its  Bylaws.  Such  problems  are  handled  under 
their  committee  on  discipline  or  ethics. 

Fairfield  County  Medical  Society:  Recently  it  has 
included  in  its  Bylaws  a “Review  Committee”  as  a 
standing  committee. 

“Review  Committee 

“Par.  1.  Inquiries  and  complaints  directed  to  the 
Association  against  a member  solely  in  regard  to 
fees  shall  be  referred  to  the  Review  Committee. 
Matters  involving  fees  but  basically  involving  the 
method  or  ethics  of  medical  practice  shall  be  re- 
ferred to  the  Board  of  Censors  for  action. 

“Par.  2.  The  Review  Committee  shall  consist  of 
twelve  members  . . . An  attempt  shall  be  made  to 
represent  the  diverse  fields  of  medical  practice.  The 
committee  may  enlist  other  members  to  assist  in 
particular  cases. 

“Par.  3.  ...  It  [the  Committee]  shall  respond  to 
inquiries  according  to  its  judgment.  It  shall  inves- 
tigate differences  of  opinion  regarding  fees  for 
professional  services,  first  on  an  informal  basis  and 
then  if  necessary  by  a formal  hearing.  If  an  agree- 
ment can  still  not  be  reached  between  the  aggrieved 
party,  then  the  Review  Committee  shall  render  an 
opinion  as  to  the  usual,  customary  and  reasonable 
fee  for  which  the  patient  may  fairly  be  liable,  or 
which  the  patient’s  representative  may  fairly  be  ex- 
pected to  pay,  for  the  particular  medical  service  in 
the  area  where  rendered. 

“Par.  4.  The  opinion  of  the  Committee  in  writ- 
ing and  signed  by  the  Chairman  shall  be  conveyed 
to  each  of  tlie  parties  concerned  and  shall  also  be 
placed  on  file  in  the  office  of  the  Association.  The 
Secretary  shall  forward  a copy  of  this  opinion  to 
the  Board  of  Censors.” 

Inclusion  of  the  words  “complaints”  in  Par.  1, 
and  “formal  hearing”  in  Par.  3 point  out  the  diffi- 
culties in  differentiating  Review  and  Grievance 
Committees  from  each  other  and  from  Committee 
on  Ethics.  By  the  criteria  set  by  the  Health  Insur- 
ance Council  and  the  AMA,  this  committee  more 
nearly  fits  a committee  on  grievance. 

The  Hartford  County  Medical  Society:  Its  By- 
laws contain  no  provision  specifying  grievance  or 
review  committees.  A communication'*  explains 
how  and  when  such  a committee  is  used.  “The  Re- 
view Committee  is  an  Ad  Hoc  Group  under  the 
control  of  the  Board  of  Directors.”  In  analyzing  the 
action  of  such  a committee  where  it  has  functioned, 
it  seems  to  act  as  a review'  committee  in  gi\ing  in- 
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lorinatioii  when  requested  by  iusuraiue  ( oin])anies, 
and  as  a grievance  connnittee  hearing  “complaints” 
about  tees. 

. . the  Review  Committee  is  com]josed  ol  three 
representatives  Irom  our  Medical  Ethics  and  De- 
portmetit  Committee  as  well  as  three  representa- 
tives from  the  Hartford  Claims  Managers  Council. 
(I'he  Chairman  of  the  Medical  P'thics  Cotnmittee 
is  also  the  Chairman  of  the  Review  Committee.) 

“The  purpose  of  the  Review  Committee  is  to 
assess  whether  or  not  a complaint  emanating  from 
a member  company  of  the  Hartford  Claims  Mana- 
gers Council  or  from  any  responsible  souice  is  valid 
in  terms  of  a breach  of  ethics,  clinical  mismanage- 
ment. prolessional  nusconduct,  or  excessive  fee 
charges.” 

Summary 

I'he  bylaws  of  the  State  Society  have  no  pro- 
\ision  lot  either  a review  or  grievance  committee. 
\o  county  in  its  Bylaws  has  a grievance  committee. 
Except  for  Eairfield  County,  none  has  a leview 
committee,  d'he  functions  of  grievance  and  review 
committees,  as  cmtlined  and  recommended  by  the 
.\MA,  are  incltided  under  county  committees  on 
discipline  and  ethics.  Most  comities  make  no  ellort 


to  distinguish  review,  grievance,  and  disciplinary 
committees.  'Ehe  Council  acts  cjiily  as  an  appeal 
body  in  cases  of  discipline. 

Crievance  committees  handle  all  sorts  of  com- 
plaints by  patients,  the  lay  public  and  third  parties 
vis-a-vis  physicians. 

Review  committees  act  only  to  give  information 
and  advice,  usually  about  fees,  to  patients  and 
third  parties,  tisually  insurance  companies. 

Committees  on  Ethics  or  Discijiline  may  handle 
any  complaint  or  cpiestion;  theoretically,  they 
should  handle  only  those  |iroblems  which  may  in- 
fringe on  a provision  in  our  Code  of  Ethics.  Most 
problems,  including  fees,  are  not  so  serious  as  to  be 
considered  unethical  or  to  necessitate  disciplinary 
proceedings  with  the  |)rocedural  recpiirements  of  a 
hearing. 
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ON  SCIENCE  AND  CULTURE 

In  man's  history  the  sciences  make  changes  which  cannot  be  wished  away  and 
cannot  be  undone.  Let  me  gi\e  two  different  extimples.  Ehere  is  nutch  talk  about 
getting  rid  cjl  atomic  bondis.  I like  that  talk;  but  we  must  not  fool  our.selves. 
The  world  will  not  be  the  s:tme,  no  niattei  what  we  do  with  atomic  bcjmbs, 
becatise  the  knowledge  of  how  to  make  them  cannot  be  exorcised.  It  is  there; 
and  all  onr  arrangements  for  li\ing  in  a tiew  age  must  bear  in  mind  its  omni- 
present virtual  presence,  and  the  lact  that  one  cannot  change  that.  A clilferent 
example:  we  can  nevei  ha\e  ttgain  the  delusions  about  the  centrality  and  im- 
portance ol  our  physical  habitat,  now  that  we  know  something  of  where  the  earth 
IS  in  the  .solar  system,  and  know  that  there  are  hundreds  ol  billions  of  suns  in 
onr  galaxy,  and  lumdreds  of  billions  c>f  galaxies  evithin  retich  of  the  great  teles- 
copes of  the  world.  W'e  can  never  again  base  the  dignity  ol  man’s  life  on  the' 
special  clniracter  in  space  and  time  ol  the  place  where  he  h.ippens  to  live. 

These  ;ire  irrev ci sible  changes;  so  it  is  that  the  cumnlalive  character  gives  a 
])aradigm  of  something  which  is,  in  other  respec  ts,  very  much  more  subject  to 
cpiestion;  the  icleti  ol  human  progress.  One  cannot  doubt  that  in  the  sciences  the' 
clirection  of  giowth  is  progress.  This  is  true  both  ol  the  knowledge  ol  lact,  the 
understanding  of  natme,  and  the  ktiowledge  of  skill,  ol  technology,  cjl  learning 
how  to  do  things.  When  one  applies  this  to  the  hnnran  situation,  and  complains 
that  we  make  great  |M'ogre.s.s  iir  airtoirratiorr  atrcl  cornputitrg  arrcl  space  research 
Inrt  tro  corrrparable  moral  progress,  this  involves  a totrri  ntisttnderstairdirrg  ol  the 
clillererrce  between  the  two  kinds  of  progress.  1 do  trot  trteatr  that  trroral  j)rogi'e.ss 
is  intpossible;  birt  it  is  trot,  in  arty  setrse,  autorrratic.  Moral  regress,  as  we  have 
seett  in  entr  day,  is  jirst  as  possible.  .Scietrtifre  regress  is  trot  conrpatible  with  the 
cotrtinued  |)t;tctice  of  sciettce.— J.  RoBt.RT  Ot'PKMiKt.MKK.  “Oir  .Science  and  Cnl- 
tirre.”  limouutry,  October,  19(12,  p.  ‘k 
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Subcutaneous  Calcification  OF  The  Legs  In  Chronic 

Venous  Insufficiency 

Alfred  B.  Sundquist,  M.D.,  V.  Abraham  Kurien,  M.D.  and  Martin  Duke,  M.D. 


■ Subcutaneous  calcification  and  ossification  of  the 
legs  has  been  described  by  Lippmann  and  Goldin^ 
as  a frequent  late  complication  of  chronic  venous 
insufficiency.  On  the  other  hand  Grushka  and 
Chagan-  considered  this  condition,  as  opposed  to 
phleboliths,  as  a rare  occurrence. 

The  following  case  is  of  unusual  interest  due  to 
the  massive  degree  of  calcification  in  the  lower  ex- 
tremities of  a patient  with  chronic  venous  insuffici- 
ency, discovered  twenty  years  after  treatment  for 
varicose  veins  with  sclerosing  injections. 

Case  Report 

This  74  year  old  woman,  a retired  te.xtile  weaver,  was  ad- 
mitted in  December  1964  with  a varicose  ulcer  on  the  left 
leg.  She  claimed  that  for  sometime  she  had  been  picking 
"small  hard  seeds’’  out  of  the  idcer.  She  had  long  standing 
complaints  of  “jittery  legs”  and  intermittently  had  been 
treated  for  generalized  osteoarthritis,  tension,  anxiety,  eczema, 
and  moderate  liypertension.  She  had  had  several  attacks  of 
thrombophlebitis  in  the  left  leg  resulting  in  stasis  dermatitis 
of  severe  degree.  Over  a period  of  many  years  she  had  received 
numerous  medications  including  deprol,  meprobamate,  bar- 
biturates, steroids  in  small  doses,  and  vitamin  Twenty 

years  before  admission  she  had  received  many  injections  of 
sclerosing  solutions  for  varicose  veins.  An  X-ray  of  the  left 
leg  taken  on  March  16,  1944  for  an  injury  was  reported 
“negative  for  evidence  of  recent  injury  to  bones  or  for  other 
osseous  pathology.” 

Physical  examination  showed  a tense,  compulsive  patient 
vv'ith  a blood  pressure  of  180/100.  There  was  bony  thickening 
about  the  joints,  and  a soft  systolic  murmur  was  heard  at 
the  base  of  the  heart.  The  superhcial  veins  of  the  legs  were 
large  and  extensive,  more  so  on  the  left  than  the  right 
.side.  At  the  junction  of  the  middle  and  lower  third  of  the 
left  leg,  there  was  a 1 cm.  punched  out  ulcer.  Hard  movable 
nodules  measuring  approximately  four  to  eight  millemeters 
in  size  could  be  felt  scattered  throughout  the  subcutaneous 
tissues  of  the  left  leg.  The  lower  portion  of  the  legs  showed 
brawny  induration.  The  left  leg  measured  13  cm.  in  its 
greatest  circumference  compared  to  15  cm.  for  the  right  leg. 
This  was  considered  to  be  due  to  a difference  in  the  amount 
of  subcutaneous  fat. 

X-rays  of  the  feet  and  legs  showed  extensive  calcihcation 
throughout  the  subcutaneous  tissues,  with  the  left  leg  involved 
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Figure  I 

X-ray  of  the  right  and  left  legs  showing  extensive  sub- 
cutaneous calcifications.  The  left  side  is  involved  to  a greater 
degree  than  the  right. 

to  a greater  degree  than  the  right  leg  (Figure  1)  . X-rays  of 
the  skull,  chest,  forearms,  wrists  and  hands  were  negative 
except  for  arterial  calcification  and  for  extensive  hypertrophic 
arthritis.  Laboratory  studies  showed  a serum  calcium  of  10.0 
and  10.2  mg.%,  phosphorus  of  3.6  and  2.1  mg.%,  blood  urea 
nitrogen  28  mg.%,  and  normal  blood  sugar  and  serum  protein. 
Blood  count  was  normal  except  for  a mild  eosinophilia  on 
two  occasions  of  7 and  10%.  Ihinalysis  revealed  unexplained 
hematuria.  An  intravenous  pyelogram  showed  slight  dilatation 
of  both  ureters  at  their  midpoint  but  otherwise  was  unre- 
markable. A skin  biopsy  of  the  lower  extremity  revealed 
nodular  areas  of  calcihc  material  lying  free  in  the  sub- 
cutaneous tissues  and  not  associated  with  vascular  channels. 
A chronic  inflammatory  inhltratc  was  present  in  the  upper 
portion  of  the  dermis. 
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Discussion 

The  absence  oi  metastatic:  calcification  in  other 
tissues,  together  with  the  alisence  of  uremia  and 
evidence  for  parathyroid  disease,  would  suggest  that 
it  was  the  long  standing  trauma  of  chronic  venous 
insufficiency  that  resulted  in  the  calcification  seen 
in  this  case.  The  mechanism  for  this  type  of  clepcjsi- 
tion  of  calcium  salts  in  an  area  of  trauma  and  in- 
llammation,  so  called  dystrophic  calcification,  is  not 
well  understood.  One  could  also  speculate  in  this 
case  as  to  whether  the  injections  of  sclerosing  solu- 
tion was  a contributory  factor.  It  is  of  interest  that 
it  was  the  patient  who  initially  made  the  diagnosis, 
or  at  least  prompted  further  diagnostic  procedures, 
by  her  description  of  removing  “small  hard  seeds” 
from  the  ulcer.  However,  such  calcification  can 
occur  without  this  history  of  ulcers  or  injections, 
having  been  reported  by  Lippmann  and  Goldin^ 
in  10  per  cent  of  600  middle  aged  women  with 
chronic  venous  insufficiency.  As  pointed  out  by 
Bennison  and  Morales, ^ calcium  deposition  not 
only  may  be  a cause  for  ulcers  of  the  legs,  but  also 
may  act  as  a foreign  body  to  prevent  healing  of 
these  varicose  ulcers. 

It  would  appear  from  a review  of  the  literature 
that  the  incidence  of  calcification  of  the  legs  in 
chronic  insufficiency  might  well  be  related  to  the 
frequency  with  which  X-rays  of  the  extremities  are 
performed.  The  present  case  would  suggest  that  in 


( hronic  venous  insufficiency  of  the  legs,  especially 
when  ulcers  and  stasis  dermatitis  are  present.  X-rays 
should  be  performed  looking  for  calcification.  Its 
presence  might  well  be  a factor  in  jilanning  treat- 
ment and  management. 

Summary 

A case  of  bilateral  calcification  of  the  subcutane- 
ous tissues  of  the  lower  extremities  is  presented  in 
a 74  year  old  woman  with  long  standing  venous 
insufficiency  and  stasis  dermatitis.  Of  additional  in- 
terest is  the  history  of  prior  treatment  with 
sclerosing  injections.  Though  the  incidence  of  this 
type  of  calcification  is  probably  more  common  than 
reported,  being  related  to  the  fretjuency  with  which 
X-rays  are  taken,  it  would  seem  that  it  woidd  be 
found  mcire  often  in  these  patients  who  develop 
stasis  dermatitis  and  varicose  ulcers. 

The  authors  wish  to  acknowledge  the  work  done 
by  Dr.  Douglas  }.  Roberts  in  preparing  the  photo- 
graph of  the  X-ray. 
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THE  HAZARDS  OF  PROGRESS 

4 he  greatest  risk  that  confronts  us  is  not  preci.sely  unawareness  of  new  dis- 
coveries and  the  latest  findings.  No,  it  is  the  slow  breaking  down  of  the  rigour 
of  our  scientific  method  which  was  devised  to  ensure  bases  for  our  knowledge 
and  to  demand  procjf  befcjre  admitting  the  truth  of  what  is  new.  It  is  the  risk  of 
forgetting  Gartesian  donbt,  that  doidit  which  has  been  the  backbone  of  our 
scientific  posttire.  Ihe  flood  of  medical  literature  not  inlrec|uently  impedes 
serene  reflection  and  drowns  critical  judgment.  What  we  gain  in  erudition  we 
lose  in  wisdom. 

4'here  are  yet  other  risks.  T hose  jjic^digies  cjf  technicpie  which  fill  tis  with 
enthusiasm  and  which  all  too  easily  cleceive  tis,  sometimes  cause  us  to  confound 
the  delicacay  of  the  procedure  with  the  rigour  of  the  method.  The  complicated 
and  wonderfid  instrument  becomes  both  an  aid  and  a menace.  Furthermore 
there  is  the  heady  speed  at  which  we  live  and  the  contagion  of  enthusisni  which 
finallv  produces  collective  illusions  and  turns  us  into  victims  of  fashions.  Who 
can  doidtt  that  we  are  suffering  these  things:  It  is  enough  to  remember  the  number 
of  drugs  that  only  yesterday  filled  the  magazines  with  their  flattering  results; 
everybody  used  them.  And  today?  4\Tio  remembers  their  names?— Dr.  Ignacio 
Giiavez.  .Sjteech  delivered  at  the  Inaugural  Geremony  of  the  IV  World  Gongress 
cjf  Cardiology.  Universidad  Nacional  Autchtoma  de  Mexico,  Mc?xico,  D.F.,  1962, 
p.  7. 
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The  Contributions  Of  The  Horse  To  Knowledge  Of  The 

Heart  And  Circulation 

III.  James  Mackenzie,  Thomas  Lewis,  And 
The  Nature  Of  Atrial  Fibrillation 

H.  E.  Hoff,  M.D.,  L.  A.  Geddes,  Ph.D.,  and  J.  D.  McCrady,  D.V.M. 


Introduction 

■ “Irregularities  of  the  heart  are  of  such  frequency, 
and  their  presence  so  readily  recognized  by  both 
patient  and  physician,  that  it  is  necessary  clearly 
to  recognize  their  meaning  and  significance.  Until 
a few  years  ago,  their  nature  was  shrouded  in  ob- 
scurity, and  in  consequence  the  mystery  regarding 
them  oppressed  both  patient  and  physician. 

“The  fact  that  in  some  instances  irregularity  is 
of  serious  import  has  led  to  the  supposition  that 
all  irregularities  are  signs  of  some  grave  mischief. 
In  consequence  of  this,  many  patients  are  subjected 
to  unnecessary  fears,  made  to  carry  out  elaborate 
methods  of  treatment,  and  to  have  imposed  upon 
them  burdensome  and  unnecessary  restrictions.  . . . 

“The  advance  that  has  been  made  in  the  knowl- 
edge of  this  subject  within  recent  years  practically 
constitutes  a revolution.  By  the  combined  efforts 
of  clinicians  and  experimental  physiologists,  what 
was  recently  a complete  mystery  is  now  one  of  the 
best  understood  matters  in  the  whole  science  of 
medicine.  Not  only  has  the  scientific  aspect  been 
worked  out,  but  by  following  individual  cases  for 
years,  and  observing  how  people  with  irregular 
hearts  have  borne  the  stress  of  life,  a clearer  con- 
ception has  been  obtained  of  the  bearing  of  the 
different  irregularities  on  the  future  history  of  the 
patients. 

“There  are  three  main  circumstances  which  have 
combined  to  throw  light  on  irregular  action  of  the 
heart,  viz.  the  experimental  discoveries  of  the 
nature  of  the  functions  of  the  heart  muscule,  the 
application  of  graphic  records  of  the  jugular  pidse 
to  the  interpretation  of  heart  irregularities,  and  the 
discovery  of  the  remains  of  the  primitive  cardiac 
tube  in  the  mammalism  heart  and  its  physiological 
significance. 

So  wrote  James  Mackenzie  in  f907,  reviewing 
what  was  in  the  main  almost  wholly  his  own  con- 

Supported  by  Grant  HTS  5125,  National  Heart  InsLiLule, 
National  Institutes  of  Health,  Washington,  D.  C.  From  the 
Department  of  Physiology,  Baylor  University  College  of 
Medicine,  Texas  Medical  Center,  Houston,  Texas. 


tribution  to  medicine.  The  judgment  of  history 
has  amply  confirmed  the  validity  of  his  three  prin- 
cipal approaches;  the  experimental  study  of  the 
physiology  of  the  myocardium,  and  the  adaptation 
of  instillments  of  precision  in  clinical  investiga- 
tion, with  both  viewed  against  the  background  of 
the  embryology  of  the  heart  and  great  vessels. 

James  Mackenzie  And  The  Analysis 
Of  The  Venous  Pulse 

In  18/9  as  a somewhat  over-age  graduate  in 
medicine  from  Edinburgh,  Mackenzie  began  prac- 
tice in  the  Lancashire  industrial  town  of  Burnley. 
By  1907,  at  the  age  of  54  he  was  firmly  established 
in  London’s  Harley  Street  as  the  first  physician  to 
devote  himself  exclusively  to  cardiology,  and  one 
of  the  genuine  founders  of  clinical  investigation. 
The  story  of  his  life  in  those  interesting  days  has 
often  been  told.^  His  own  words  above  recount  its 
essentials;  his  early  recognition  that  some  cardiac 
arrhythmias  carry  no  serious  import  while  others 
do,  and  his  attempts  to  analyze  the  two  types  by 
study  of  the  graphic  records  of  radial  and  jugular 
pulsations  simultaneously  registered.  This  analysis 
he  began  as  early  as  1883,  using  pneumatic  pulse 
pickiqrs  recording  on  a smoked  drum,  much  after 
the  fashion  of  Marey’s  earlier  systems.  He  called 
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Matkcii/ie's  single  (hamiel  pulse  leconlei.  (From  reference 
3). 


this  and  later  direet-iiiking  devices,  the  Poly- 
graph.^’^  Figures  I and  11  show  two  ot  Mackenzie’s 
devices,  after  they  h;id  been  perfected  by  profes- 
sional instrument  makers. 

Hecause  of  its  meager  force  and  complex  form, 
the  jugular  pul.se  recording  proved  to  be  much 
more  difficult  to  record  and  interpret  than  the 
radial  pulse,  showing  in  typical  records  a triphasic 
complex  of  waves,  as  illustrated  in  Figure  III,  from 
one  of  Mackenzie’s  earlier  papers  in  which  the 
waves  were  labelled  simply  a,  b,  and  c,  and  were  as 
yet  not  clearly  identified  as  to  origin.  The  a wave 
of  Figure  III— I clearly  coincides  with  the  carotid 
pulse  of  Figure  III— III  and  later  came  to  be  iden- 
tified as  the  c wave.  The  following  wave  b,  is  re- 
lated to  the  beginning  of  ventrictilar  diastole  and 
in  the  future  will  be  known  as  x>.  It  is  attrilnited 
to  the  damming  up  of  blood  in  the  auricles  and 


Figure  II 

Macken/ie’s  two-cliannel  polygraph  wiih  lamboiirs  for  rt- 
corcfiiig  and  funnels  of  .several  sizes  for  detection  of  the 
venous  pulse.  (From  reference  3). 


Fita'Ri.  Ill 

One  of  Mackenzie’s  first  puhlished  lecords  of  the  jugulai 
|rulse.  (From  reference  3)  It  shows  the  three  diannel  record 
of  the  venous  pulse  (I),  venous  and  carotid  pulses  together 
(11).  and  carotid  pulse  alone  (111).  1 he  .\-wave  of  the  jugu- 
lar pulse  is  identified  as  coinciding  with  veutricular  systole 
and  the  carotid  pulse.  C and  II  of  the  venous  pulse  are  not 
yet  identified  as  .\  and  respectively. 

great  veins  during  systole  and  its  release  into  the 
ventricles  as  they  relax.  File  wave  marked  c of 
Figure  III— I will  be  found  to  coincide  with  atrial 
systole  and  will  be  renamed,  for  that  reason,  a.  In 
reference  to  the  carotid  pulse  of  Figiie  III— III  the 
a wave  clearly  preceded  the  carotid,  or  purely 
arterial  pulse,  and  was  assigned  to  auricular  con- 
traction, the  c wave  was  coincident  with  the  arterial 
pulse  and  was  assigned  to  a transmitted  impulse 
from  the  adjacent  carotid  artery  or  due  to  ventricu- 
lar systole  bulging  up  the  A-V  septum  and  values, 
while  V coincided  with  the  end  of  ventricular  sys- 
tole and  the  onset  of  diastole;  it  was  assigned  to 
the  damming  back  of  blood  in  the  auricles  and 
great  veins  during  ventricular  systole  and  the  sud- 
den relief  of  this  accumulation  as  the  ventricles  re- 
laxed. Figure  IV  shows  how  Mackenzie  analyzed 
with  simultaneous  records  of  radial  and  jugular 
pulse  what  appears  at  first  to  be  2 to  1 block,  but 
is  probably  total  A-V  block.  Figtire  illustrates 
,S  to  1 A-V  block. 


Mackenzie’s  illiistiation  of  A-\’  dis.sodation.  (From  refer- 
ence 7).  The  auricles  are  heating  regularly  at  a rate  more 
than  twice  the  ventricles,  and  the  varcing  A C interval 
indicates  that  this  is  not  a case  of  2:1  block,  hut  total 

,\-V  block  with  a coincidental  ventricular  rate  close  enough 
to  half  the  auricular  rate  to  give  the  appearance  at  first 
glance  of  a 2:1  block. 
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Figure  V 

From  ihc  same  arlide  as  Figure  3,  depicdng  3:1  A-V  block 
as  analyzed  by  simultaneous  registration  of  jugular  pulse 
(above)  and  carotid  pulse  (below)  . Note  that  the  last  c 
wave  is  preceded  by  only  two  a waves,  and  the  A-C  interval 
is  longer  than  alter  the  periods  with  three  a waves.  VVe  now 
know  that  this  is  entirely  possible  in  partial  block,  as  it  is 
usually  associated  with  the  Wenckebach  phenomenon  of 
progressi\e  increase  in  I’  R interval  until  a QRS  tomplex 
drops  out.  In  the  next  cycle  a shorter  I'-R  appears,  only  to 
lengthen  in  subsetpienl  cytles  until  another  impulse  is 
blocked. 

It  is  of  course  .ipparent  that  pulse  wave  analysis  cannot 
indicate  the  origin  of  ventricular  systole,  as  does  the  con- 
figuration of  QR.S  in  the  electrocardiogram,  so  that,  quite 
apart  from  the  tedinical  diffictilties  of  the  pulse  method,  of 
which  Mackenzie  was  an  adept,  the  electrocardiogram  was 
able  to  offer  a greater  degree  of  accuracy  in  the  diagnosis 
of  the  arrhythmias  than  the  ptilse  method.  No  wonder  the 
Briti.sh  Medical  Jotirnal  editorialized  (1904,  p.  6,50) 
sphygmograph  neetls  as  many  tiexterities  as  a cricket  bat.  ” 

The  first  arrhythmia  to  succumb  to  the  new  tool 
in  Mackenzie’s  hands  was  that  of  the  ventricular 
ectopic  beat.  Figure  VI  shows  his  record  of  this 
condition,  in  which  the  weak  and  premature  radial 
pulse  marked  X coincides  with  a c wave  in  the 
venous  pulse,  followed  by  an  a wave,  designated  at 
its  proper  interval  by  a’.  Figure  VII  shows  how 
Mackenzie  analyzed  the  sequence  of  events  to  dem- 
onstrate how  the  fundamental  rhythm  of  the  pace- 
maker is  not  altered  in  such  circumstances,  and 
why,  for  this  reason,  the  post  extrasystolic  pause  is 
fully  compensatory.  In  sum,  Mackenzie  gave  an 
almost  complete  analysis  of  such  beats,  calling  at- 
tention to  1)  their  ectopic  origin,  (which  his  rec- 
ords could  really  not  demonstrate  directly),  2)  their 
prematurity,  3)  the  compensatory  pause,  4)  the 
weakness  of  the  premature  beat,  5)  the  abnormal 
strength  of  the  following  beat,  and  6)  the  tendency 
for  alternation  of  force  following  re-establishment 
of  the  normal  rhythm. 

Figure  VIII  is  typical  of  Mackenzie’s  care  in  fol- 
lowing his  patients,  showing  two  records  taken  at 
an  interval  of  14  years.  The  first  portrays  a normal 
rhythm,  the  second  an  example  of  the  irregularity 
we  now  recognize  as  atrial  fibrillation.  The  apex 
beat  is  totally  irregular  in  rate  and  force  and  there 
is  an  all-over  increase  in  the  heart  rate,  while  in 
the  jugular  pulse  there  is  no  sign  of  a pre-carotid 
or  a wave.  To  Mackenzie  this  denoted  “paralysis” 
of  the  auricles,  and  in  one  sense  this  was  true;  the 
auricles  no  longer  produced  a pre-ventricular  con- 


Figure  VI 

Mackenzieks  recording  (From  reference  7)  showing  ihe 
radial  and  jiigidar  pulses  in  a case  of  ventricular  exira- 
.systole,  the  first  arrhythmia  analyzed  by  Mackenzie  with  the 
polygraph.  The  a,  c,  and  v waves  are  repeated  in  orderly 
.sequence  until  the  beat  marked  by  X in  the  radial  pulse, 
where  a premature  c wave  is  followed  by  an  a'  wave  at  its 
normal  place  in  the  .sequence  of  atrial  beats.  I he  following 
ventricidar  ptikse  follows  a pause  which  “compensates”  for 
the  premattirity  of  the  extrasystole,  and  because  of  its  gi eater 
diastolic  filling,  is  more  powerful  than  the  other  beats. 

traction.  As  Mackenzie  was  first  to  point  out,  as  this 
arrhythmia  began  in  the  typical  patient  with  mitral 
stenosis,  the  characteristic  presystolic  murmur 
ceased. 5 

Along  with  the  atrial  paralysis,  Mackenzie  be- 
lieved, there  occurred  a shift  of  pacemaker  to  the 
ventricle,  or  more  particularly,  to  the  A-V  node, 
which  for  some  unknown  reason,  he  postulated, 
beat  irregularly.  Noting,  however,  that  many 
auricles  proved  to  be  hypertrophied  at  autopsy 
after  long-standing  atrial  fibrillation  in  man,  and 
that  the  arrhythmia  occasionally  reverted  to  nor- 
mal, Mackenzie  himself  raised  the  question  of 
“what  was  the  auricle  doing  during  this  abnormal 
rhythm?  That  it  was  not  paralyzed  is  evident  in 
that  it  at  once  returns  to  work  immediately  the 
normal  rhythm  is  resumed.”*’*  He  did  indeed  con- 
sider the  possibility  that  the  auricles  were  fibrillat- 
ing,  but  in  general  he  was  more  inclined  to  suspect 
that  the  impulse  generated  in  the  A-V  node  was 
transmitted  more  or  less  simultaneously  to  auricles 
and  ventricles,  so  that  the  carotid  pulse  largely 
obliterated  the  smaller  auricular  wave.'^'^*^ 


Figure  VII 

Mackenzie’s  diagram  (From  reference  7)  showing  how  the 
ventricular  extrasystole  in  Figure  VI  does  not  disturb  the 
fundamental  rhythm  of  the  heart,  hecau.se  it  is  not  con- 
dticted  back  to  the  atria  before  these  chamhers  have  heat 
spontaneously.  For  this  reason  there  must  of  necessity  be 
a “compensatory  pause”  after  the  extrasystole. 
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Thomas  Lewis  And  Atrial  Fibrillation 

In  1908  Mackenzie  made  the  acquaintance  ol  a 
brilliant  young  Welsh  physician,  Thomas  Lewis. 
A graduate  in  Anatomy  and  Physiology  at  Univer- 
sity College,  Cardiff  in  1902,  and  in  Medicine  at 
University  College,  London  in  1905,  Lewis  had 
been  working  in  the  physiological  laboratory  with 
Starling,  and  he  was  encouraged  by  Mackenzie  to 
begin  a study  of  the  cardiac  irregularities.  We 
know  now  that  this  study  confirmed  him  as  a 
cardiologist  and  as  a clinical  investigator,  and  in- 
deed as  the  very  prototype  of  such  an  investigator. 
Much  later  he  wrote:  “Knowledge  requisite  to  the 
practice  of  medicine  rests  upon  a tripod:  studies  of 
living  men  in  health  and  disease;  studies  of  dead 
men;  and  correlated  studies  upon  the  lower  ani- 
mals. Cdinical  science  in  its  work  embraces  all 
three,  bnt  its  central  and  unique  jirovince,  most 
fundamental  to  all  work  pertaining  to  the  practice 
of  medicine,  is  that  which  concerns  living  men.”^i 
His  contributions  to  medicine  included  his  classical 
study  on  the  origin  and  transmission  of  the  heart 
beat  and  on  the  cardiac  arrhythmias,  investigations 
on  the  response  of  the  small  blood  vessels  of  the 
skin,  and  a later  series  on  the  mechanism  of  re- 
ferred pain. 

His  first  major  contribution  was  the  elucidation 
of  atrial  fibrillation.  I’o  this  he  brought  a new  tool, 
the  string  galvanometer  of  Einthoven,  which  was 
not  only  sensitive  enough  to  record  the  small 
changes  in  body-surface  potentials  created  by  the 
cardiac  action  potentials,  but  rapid  enough  in  its 
response  time  to  follow  faithfully  the  evolution  of 
these  potentials  with  each  beat  of  the  heart. 

The  first  patient  to  whom  Lewis  applied  this 
new  tool  suffered  from  paroxysmal  ventricular 
tachycardia.  From  the  absence  of  P waves,  Lewis 
was  able  to  diagnose  it  as  some  form  of  A-V  nodal 
rhythm.  The  rhythm  was  however  perfectly  regular, 
and  afforded  no  confirmation  whatsoever  of  Mac- 
kenzie’s postulation  of  irregularity  as  a character- 
istic of  nodal  rhythms.  So  stimulated,  Lewis  ob- 
tained records  of  patients  with  atrial  fibrillation, 
and  noticed  the  replacement  of  the  P waves  by  fine 
oscillations  that  suggested  the  presence  of  fibrilla- 
tion.^^ 

Experiments  on  dogs  showed  the  same  electro- 
cardiographic and  polygraphic  signs  when  atrial 
fibrillation  was  procluced  by  repetitive  stimulation 
of  the  atria,  and  the  fibrillatory  waves  were  clearly 
seen  in  the  exposed  heart.  Vagal  stimulation  slowed 
the  ventricular  rate,  presumably  by  A-V  block,  and 
suggested  a similar  mechanism  for  the  comparable 
effect  of  digitalis  in  the  fibrillating  human  heart. 
Mackenzie  had  earlier  made  it  clear  that  the  main 
danger  in  the  condition  was  an  excessive  heart  rate, 
and  that  the  main  effect  of  digitalis  was  to  slow  the 
rate  to  some  efficient  level. 


“I  now  come,”  wrote  Lewis,  “to  what  I regard 
as  the  last  and  most  conclusive  proof  of  the  theory. 
The  appearance  of  a fibrillating  auricle  is  quite 
distinctive.  It  does  not  contract  co-ordinately— that 
is  to  say,  as  a whole— but  its  walls  stand  in  diastole, 
a position  of  virtual  paralysis;  yet  inspection  of  the 
surface  shows  that  its  muscle  is  broken  up  into  a 
multitude  of  small  areas,  each  of  which  seems  to 
be  contracting  vigorously,  but  with  no  relation  to 
the  contraction  in  surrounding  areas.  When  you 
compare  the  appearance  of  co-ordinately  contract- 
ing and  fibrillating  auricle,  you  may  draw  parallels 
between  this  chamber  and  a surface  of  water,  dis- 
turbed on  the  one  hand  by  great  billows  and  on 
the  other  by  a downpour  of  rain.  In  the  normally 
beating  heart  the  regular  waves  of  contraction  give 
rise  to  regular  beats  of  the  ventricle;  in  fibrillation 
hajthazard  impulses  issue  from  the  auricle  turmoil 
and  stimulate  the  ventricle.  Thus  the  irregularity 
of  the  ventricular  beating  is  produced.  But  that  is 
not  the  point  to  be  emphasized,  though  it  explains 
the  pulse  irregularity,  on  explanation  which  no 
other  hypothesis  attempts.  The  point  to  lay  stress 
upon  is  that  the  visible  signs  in  the  heart  are  dis- 
tinctive and  easily  recognizable. 

“You  will  see  from  what  has  been  said,  how  im- 
portant an  actual  view  of  an  auricle  would  be  if 
the  heart  beat  in  a grossly  irregular  fashion.  The 
opportunity  came  when,  in  searching  for  similar 
disease  in  the  lower  animals,  I found  it  in  the  horse. 
Largely  through  the  kindness  of  Dr.  Woodruff— 
whom  many  of  you  know,  for  as  a veterinary  sur- 
geon he  came  to  study  human  ailments  in  this 
hospital— I was  able  to  show  that  horses  are  sub- 
ject to  the  same  heart  disorder,  and  that  the  curves 
given  by  such  hearts  are  of  the  same  form  as  those 
seen  in  man.  The  final  opportunity  of  examining 
a horse  suffering  from  a tlegenerate  heart  and  giv- 
ing the  recognized  signs  occurred  on  Bulford  Plain. 
Eire  chest  was  opened  while  the  heart  was  still 
beating,  and  I obtained,  as  did  those  with  me,  a 
clear  view  of  a fibrillating  auricle,  brought  to  this 
state,  not  by  experimental  interference,  but  by 
disease.  It  is  this  observation  which  has  dissolved 
remaining  doubt  and  which  has  placed  the  theory 
in  so  secure  a position.  We  now  know  quite  defi- 
nately  that  auricular  fibrillation  may  occur  and 
persist  as  a manifestation  of  disease. 

“In  brief,  the  original  rapidity  of  the  pulse  and 
its  irregularity,  the  character  of  the  irregularity,  the 
loss  of  the  auricular  wave  in  the  neck,  the  loss  of 
the  P summit  in  the  electrocardiogram,  the  loss  of 
presystolic  murmurs,  the  presence  of  rapid  oscilla- 
tions in  the  venous  curve,  the  presence  of  oscilla- 
tions in  the  electrocardiogram,  the  varying  rate  of 
the  ventricle  in  a single  patient  or  from  patient  to 
patient,  the  action  of  digitalis— each  and  all  are 
clear  once  the  true  explanation  of  the  mechanism 
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is  grasped.  And  this  explanation,  as  I have  shown 
you,  is  that  in  such  cases  we  have  to  deal  with 
fibrillating  auricles. 

"Within  the  next  year  Lewis  was  able  to  collect 
reports  on  five  horses  with  atrial  fibrillation,  show- 
ing the  typical  electrocardiographic  abnormalities 
associated  with  this  arrhythmia,  and  in  two  of  these 
the  fibrillating  atria  were  seen  by  direct  inspection. 
In  none  of  them  was  there  any  evidence  of  a valvu- 
lar lesion.  1924  Roos^**  was  able  to  report 

four  more  cases  of  atrial  fibrillation  in  horses.  As 
a general  rule,  in  the  horses  he  studied,  the  pidse 
rate  was  not  increased,  and  might  even  be  slower 
than  usual.  The  arrhythmia  was  not  associated  with 
valvular  disease,  and  the  atrial  frequency  tvas  close 
to  450  per  minute.  Otherwise  the  electrocardio- 
graphic signs  were  much  like  those  in  man  and 
other  animals,  as  shown  in  Figure  IX,  taken  from 
his  report.  Roos  found  that  the  arrhythmia  was 
rare  in  the  dog,  noting  only  three  cases  in  his  re- 
port. 

Induction  Of  Atrial  Fibrillation  In  The  Horse 

In  the  studies  on  atrial  fibrillation  carried  out 
by  the  authors,  the  animals  were  anesthetized.* 
The  heart  was  exposed  by  appropriate  thoractomy 
and  artificial  respiration  was  maintained  by  means 
of  a piston  pump  having  a maximum  stroke-volume 
of  17  liters.  It  was  a relatively  simple  procedure  to 
remove  the  pericardium,  to  attach  recording  elec- 
trodes to  the  atrium,  and  precipitate  auricidar 
fibrillation  while  recording  the  electrical  activity 
of  the  atria  by  the  direct  leads  along  with  the  elec- 
trocardiogram from  lead  II,  and  carotid  blood 
pressure. 

Fibrillation  was  precij^itated  by  painting  a 1 cm- 
area  of  one  atrium,  usually  the  right,  with  acetyl- 
beta-methyl  choline  (5  mg/cc.)  , a strong  parasym- 
pathomimetic drug  not  readily  neutralized  by  the 
choline  esterase  mechanism,  and  then  gently 
scratching  the  surface  of  the  atrium  with  a pin. 
The  cholinergic  drug  greatly  shortens  the  refractory 
period  of  the  atrial  musculature,  and  makes  it  pos- 
sible for  the  atrium  to  maintain  the  rapid  firing 
of  its  fibers.  In  the  horse  a rate  of  500-700  per  min- 
ute is  usually  recorded,  while  it  is  much  faster, 
often  as  much  as  3000  a minute,  in  the  dog.  Figure 
X shows  the  full  spectrum  of  the  electrocardio- 
graphic and  dynamic  changes  recorded  in  the 
horse:  1)  the  all-over  tachycardia,  which  as  Roos 
pointed  out,  is  not  extreme  in  the  horse,  presum- 
ably because  of  an  intrinsic  inability  of  the  A-V 
node  to  transmit  rapidly,  2)  The  total  irregularity 
of  the  arterial  pulse  in  rhythm  and  amplitude,  3) 
the  failure  of  some  beats  to  produce  an  ap[)reciable 
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.Vtackenzie's  analysis  of  atrial  fibrillation  (Ref.  8).  .\bove  is 
the  record  of  one  of  his  patients  taken  in  1892,  showing 
what  Mackenzie  called  an  ‘‘aurictilar"  pidse,  that  is,  one 
tvith  the  tistial  secpience  of  a,  c,  and  v waves  indicating 
a normal  sequence  of  chamber  contractions. 

The  lower  record  is  from  the  same  patient  in  1907,  some 
tveeks  after  her  pulse  had  become  rapid  and  irregidar,  but 
had  .slowed  dotvn  sometvhat,  presumably  after  administration 
of  digitalis.  Now  the  pulse  shows  no  a wave  before  the  c-v 
of  the  ventricular  component  and  Mackenzie  termed  it  a 
■‘rcntricular”  pulse.  .Although  Cushny  had  reminded  Mac 
kenzie  of  the  possibility  that  this  kind  of  ptilse  might  be  the 
result  of  atrial  fibrillation,  Mackenzie  in  this  paper  holds  to 
the  concept  of  a ‘'nodal"  origin  in  the  ,\-V  region,  so  that  the 
atrial  contribution  to  the  ptilse  is  simultaneous  with  the 
ventricular,  and  hence  cannot  be  identified. 

arterial  pulse,  creating  the  “pulse  deficit”  which  be- 
comes apparent  as  the  total  number  of  systoles  in 
a given  time,  as  derived  from  a count  of  QRS  com- 
plexes, is  comparetl  with  the  arterial  pulse  count 
for  the  same  period,  4)  the  total  irregularity  of 
the  QRS  complexes  in  rhythm,  and  minor  vari- 
ations in  amplitude,  and  5)  the  disappearance  of 
the  P wave  and  their  replacement  with  rapid  oscil- 
lations, which  are  (juite  noticealrle  in  this  record- 
ing from  the  atrium  itself  and  the  right  foreleg. 
The  influence  of  vagal  stimulation  to  slow  the  ven- 
tricular rate,  presumably  by  A-V  block,  which 
demonstrates  that  the  ventricular  complexes  are 


Figure  IX 

Electrocardiogram  of  atrial  fibrillation  in  the  horse,  pub- 
lished by  Roos  (reference  17)  , shotving  the  typical  total 
irregularity,  absence  of  P waves,  and  presence  of  fragmentary 
f waves. 
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Figure  X 

Atrial  libiillation  in  the  horse,  ilhislraiing  the  dassital 
signs  of  the  arrhythmia  in  the  jjcriphcral  pnisc.  I lie  left 
\enlride  and  the  eledrocardiogram. 

evoked  by  impulses  coming,  in  inegtdar  sequence, 
across  the  A-V  bridge,  and  are  not  the  product  ot 
impulse  lormation  within  the  ventricle  themselves, 
is  not  portrayed  in  this  record. 

Conclusion 

Atrial  fibrillation  is  the  classical  disturbance  of 
the  cardiac  rhythm  in  internal  medicine.  The  first 
great  breakthrough  in  its  understanding  came  when 
Mackenzie  was  able  by  analysis  of  the  jugular  pidse 
to  distinguish  it  from  ventricular  ectojnc  beats  or 
extrasystoles,  which  had  no  pathological  signifi- 
cance, and  to  diagnose  its  presence  by  the  absence 
of  signs  of  atrial  contraction  in  the  jugular  pulse, 
from  whence  his  designation  of  the  “ventricle  type 
of  venous  pulse,”  and  by  the  complete  irregularity 
of  the  ventricular  beat.  He  was  correct  in  his  inter- 
pretation of  a failure  of  auricular  systole,  not  alone 
from  the  absence  of  the  a wave  in  the  jugular  pulse 
but  from  the  disappearance  of  the  presystolic  mur- 
mur in  patients  with  mitral  stenosis  as  the  arrhy- 
thmia began,  but  neither  of  his  suggestions,  either 
of  atrial  arrest,  or  an  A-V  notlal  rhythm  with 
simultaneous  contraction  of  auricles  and  ventricles, 
held  up  under  the  scrutiny  of  electrocardiographic 
analysis  at  the  hands  of  I'homas  Lewis.  (It  must 
be  retailed  that  Wenckebach  in  Leyden  iiulepen- 
dently  came  to  the  same  conclusions  from  his  own 
electrocardiographic  studies.) 

Mackenzie  was  also  correct  in  ascribing  much  of 
the  difficulty  caused  by  the  arrhythmia  to  the 


tachycarciia  that  normally  accompanied  it,  and  cor- 
rectly employed  digitalis  to  reduce  the  rate. 

Lacking  the  ability  to  produce  long-standing 
atrial  fibrillation  in  the  usual  laboratory  animals, 
Lewis  had  recourse  to  the  occurrence  of  the  arrthy- 
(hmia  in  horses  to  confirm  the  presence  of  fibril- 
lating  waves  by  direct  insjiection  of  the  exposed 
heart. 

To  this  day  the  nature  of  atrial  fibrillation  re- 
mains in  debate,  as  it  also  retains  its  importance  as 
the  most  fretjuent  arrhythmia  encountered  in  car- 
diac disease. 
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The  Physician's  First  Consideration— The  Health  Of  His  Patient 

One  of  the  interesting  and  worthwhile  duties  of  the  President  of  the  Connecti- 
cut State  Medical  Society  is  to  attend,  when  invited,  the  semi-annual  and  annual 
meetings  of  the  county  associations  which  make  up  the  state  society.  These  meet- 
ings are  always  informative  and  keep  the  president  aware  of  the  problems 
occurring  in  each  county. 

At  the  Fairfield  County  Association  meeting  held  last  September  29th  at  the 
Greenwich  Country  Club,  an  excellent  attendance  of  393  members  was  present 
as  the  meeting  started.  Among  many  important  items  of  business  a ‘‘Resolution 
on  Health  Care”  was  presented  by  the  Public  Relations  Committee  and  after 
some  discussion  was  favorably  passed.  The  Resolution  was  as  follows: 

WHEREAS  the  well-being  of  the  patient  is  the  first  consideration  of  the 
physician  and  cjuality  medical  care  his  primary  objective;  and 

WHEREAS  all  physicians  should  demonstrate  professional  concern  over  the 
politico-socio-economic  forces  which  are  influencing  the  shape  of  health  care 
to  come;  therefore  be  it 

RESOLVED  that  the  Eairfield  County  Medical  Association  urges  its  members 
and  parent  organizations  to  initiate  constructive  and  positive  methods  of 
improving  and  implementing  voluntary  ‘‘third  party”  and  government 
health  care  programs,  including  “medicare”;  and  be  it  further 

RESOLVED  that  the  Association  urges  its  members  to  seek  wider,  more  active 
and  influential  roles  in  community,  area  and  state  health-related  organiza- 
tions, hospital  advisory  councils  and  legislative  groups  engaged  at  the  grass 
roots  level  in  shaping  the  health  care  of  the  future. 

This  writer  believes  that  this  resolution  is  an  excellent  one  and  that  if  taken 
seriously  by  physicians  offers  a positive  approach  to  the  medical  problems  of 
today.  He  congratulates  the  Public  Relations  Committee  of  Eairfield  County  for 
such  a timely  and  clearly  stated  resolution.  The  only  way  that  physicians  can 
tell  the  story  of  medical  care  needs  is  to  be  active  with  other  interested  citizens 
and  work  together  on  all  phases  of  community  development  which  involve  the 
health  of  the  people. 

At  the  special  A.M.A.  House  of  Delegates  meeting  on  October  2-3,  1965,  the 
House  urged  “every  physician,  regardless  of  the  extent  of  his  involvement,  to 
render  whatever  advice  and  assistance  he  can  so  that  regulatory  changes  and/or 
legislative  modifications  may  be  suggested  or  sponsored  by  the  American  Medical 
Association  in  order  that  the  best  interests  of  the  public  and  the  profession  may 
be  protected  in  the  provision  of  medical  caie.” 

Obviously  all  physicians  at  national,  state  or  county  levels,  who  are  aware  of 
the  health  problems  of  today,  are  asking  their  colleagues  everywhere  to  cooperate 
with  everyone  concerned  in  providing  the  best  health  care  for  all  those  who 
need  it.  The  necessity  for  such  combined  efforts  by  all  providers  of  medical 
services  has  never  been  so  urgently  presented  before.  The  Connecticut  State 
Medical  Society  wants  every  member  to  study  these  problems  and  contribute  his 
advice  and  efforts  in  the  days  ahead. 

James  R.  Cullen,  m.d. 
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A SPECIAL  REPORT  OF  THE  CSMS  COMMITTEE  ON  HOSPITALS 


Subject:  Utilization  Review  Committees  Under  Part  A Of  P.L.  89>97  (Medicare) 

The  estabUshmeut , com  position  and  junction  of  utilization  review  committees,  as  called  for  in  the  new 
Medicare  Law,  are  engendering  a good  deal  of  interest— and  even  some  controversy— at  both  national  and 
local  levels.  On  November  17,  the  Council  approiwd  the  following  special  report  on  this  subject,  prepared 
by  the  Committee  on  Hospitals,  and  directed  that  copies  be  sent  to  Commissioner  Foote  and  the  chiefs  of 
staff  and  administrators  of  our  community  hospitals,  and  that  the  report  be  published  in  the  Journal  for 
the  information  of  the  members  of  the  Society.) 


On  October  13,  1965,  at  a wcll  altendcd  meeting, 
the  CSMS  Committee  on  Hospitals  was  joined  by 
Franklin  M.  Foote,  M.D.,  Slate  Commissioner  ol 
Health,  to  discuss  certain  matters  relating  to  the 
implementation  in  Connecticiil  ol  the  provisions 
ol  Part  A (Hospital  Insurance  Benefits  lor  the 
Aged)  of  the  new  Medicare  Law,  P.L.  89-97.  By  di- 
rection of  Ciovernor  I)emp.sey,  and  under  the  super- 
vision of  the  Commissioner,  an  agency  is  to  be  set 
np  within  the  Health  Department  to  evaluate  and 
certify  hospitals,  nursing  homes,  and  related  facil- 
ities as  to  their  cjiialifications  to  jiarticijiate  in  the 
programs  provided  for  by  Part 

I'he  meeting  was  arranged  at  the  retjnest  ol  Dr. 
Foote,  and  the  Committee  is  most  ap|)recialive  ol 
his  willingness  and  desire  to  receive  the  opinions 
of  the  medical  profe,ssion  to  gnitle  him  in  taking 
a somul  approach  to  this  obviously  monumental 
task.  Several  of  the  more  complex  aspects  of  the 
certification  jirogram  were  examined  brielly,  bnt 
the  bulk  of  the  discussion  was  devoted  to  the  com- 
position, duties  and  modus  operandi  of  the  “util- 
i/ation  review'  committee”  which  the  Medicare  Law 
makes  an  integral  letpiirement  for  the  certification 
of  facilities  which  desire  to  particijiate  under  Part 
A. 

Following  this  lengthy  exchange  of  ideas  with 
the  Commissioner,  anti  having  had  ojiport unity  to 
review  copies  of  P.L.  89-f)7  and  adtlitional  materials 
obtained  from  the  AM,\  and  other  professional 
sources,  the  Committee  held  a special  meeting  on 
N ovember  10  for  the  express  purpose  of  develop- 
ing a .set  of  recommended  “statements  of  policy” 
for  the  establishment  and  operation  of  Medicare 
utilization  review  committees  in  Connecticut.  7’he 
recommeiulations  follow: 

(1)  I'he  Committee  on  Flospitals  has  rectmi- 
mended  jireviously  (1962)  that,  as  a function  of  the 
medical  staff,  each  community  hos|htal  in  Connecti- 
cut should  establish  and  operate  a utilization  re- 
view committee  for  the  ftillowing  jiurposes:  (a)  to 
promote  optimnm  utilization  of  hospital  services 
by  members  of  the  staff,  and  (b)  to  stimulate  the 


interest  of  physicians  in  the  mnltiple  factors  which 
tonlribute  to  the  cost  of  furnishing  hospital  serv- 
ices anti,  hence,  to  the  price  tif  such  services  to  the 
consuming  public.  Since  I9()2,  sidistantial  voluntary 
jirogre.ss  has  been  made  toward  implementing  this 
1 ecommendation  by  member  institutions  of  the 
(ionnectient  Hospital  .V.ssociation,  and  it  is  under- 
stood that  the  Joint  Commission  on  Accreditation 
ol  Hosjtitals  will  probably  include  a functioning 
LRC  as  a recpiirement  for  fidl  accreditation  in  the 
future. 

(2)  The  Ciommittee  on  Hospitals  believes  that, 
in  keeping  with  the  |)rincipal  objectives  of  hospital 
tissue  committees,  surgical  audit  committees,  and 
others,  the  primary  goal  of  any  hospital  utilization 
review  committee  should  be  to  promote  the  best 
medical  interests  of  all  patients.  For  this  rea.son, 
the  Committee  is  of  the  opinion  that  the  opera- 
ation  of  a URC  under  Part  A of  the  Medicare  l.aw 
is  the  proper  responsibility  of  physicians. 

(3)  The  Committee  on  Hospitals  recommends 
that  hospital  Medicare  utilization  review  commit- 
tees be  composed  ol  physicians  selected  Irom  active 
members  of  the  medical  staffs  of  the  institutions 
concerned,  such  appointments  to  be  made  for  each 
institution  by  the  active  members  of  its  staff,  or, 
if  authorized  by  the  active  memhers,  by  the  presi- 
dent cd  the  staff. 

(-1)  I'he  Committee  on  Hospitals  recommends 
that  each  institution  make  available  to  its  Medicare 
nlilizalion  review  committee  the  services  of  re|)re- 
sentatives  of  the  hospital  administration,  the  social 
.set  vice  department,  the  tissue  committee,  the  surgi- 
cal audit  committee,  and  such  other  re.source  per- 
•sonnel  as  may  be  found  necessary  to  enable  the 
URC  tcj  carry  out  its  assigned  duties.  In  addition, 
the  administration  should  make  available  to  the 
URC  such  secretarial  and  related  help  as  may  be 
needed  to  accomplish  its  rec|uirecl  paperwork 
(forms,  reports,  etc.) , such  help  to  be  furnished  at 
the  expense  of  the  institution  as  a compensable 
cost  of  hospital  care  under  Part  .A  ol  P.L.  89-97. 
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(5)  The  Committee  on  Hospitals  foresees  the 
strong  possibility  that  members  of  a Medicare  util- 
ization review  committee  will  be  called  upon  to 
devote  substantial  amounts  of  their  time  to  service 
with  the  committee.  The  Committee  on  Hospitals 
therefore  recommends  that  active  members  of  the 
medical  start  making  such  sacrifices  of  their  profes- 
sional and/or  personal  time  be  suitably  reimbursed 
for  same  by  the  hospital  administration,  such  re- 
imbursement to  be  charged  to  the  government  or 
appropriate  fiscal  intermediary  as  a compensable 
cost  of  htrspital  care  under  Part  A of  P.L.  89-97. 

(6)  The  Committee  on  Hospitals  is  convinced 
that  the  physician  members  of  a Medicare  hospital 
utilization  review  committee,  in  the  performance 
of  their  duties,  may  be  required  to  assume  “profes- 
sional liability"  above  and  beyond  that  which  is 
normally  covered  by  individual  malpractice  insur- 
ance policies.  For  this  reason,  the  Committee  on 
Hospitals  recommends  that  hospital  administration 
and/or  the  Secretary  of  Health,  Education  and 
Welfare  arrange  to  guarantee  immunity  against 
such  liability  to  the  members  of  a URC  in  matters 
directly  related  to  the  performance  of  their  assigned 
duties. 

(7)  The  Committee  on  Hospitals  finds  that  the 
establishment  and  operation  ol  a Medicare  utiliza- 
tion review  committee  to  cover  extended-care  facil- 
ities and  home-care  agencies  may  present  certain 
different  problems  under  certain  circumstances.  If 
these  facilities  are  fortunate  enough  to  have  large, 
self-contained  medical  starts,  the  Committee  on 
Hospitals  recommends  that  such  facilities  form 
their  own  Medicare  utilization  review  committees 
in  keeping  with  recommendations  1 through  6.  In 
cases  where  a community  hospital  has  acquired  a 
number  of  satellite  extended-care  facilities,  with 
working  transfer  and  administrative  agreements, 
the  Committee  recommends  that  the  hospital  Medi- 
care URC  also  review  utilization  of  services  in  the 
satellite  institutions,  it  being  understood  that  the 
increased  work  load  would  call  for  increased  reim- 
bursement to  the  members  serving  in  such  a 
capacity. 

When  neither  of  these  methods  is  possible  and/or 
practical,  the  Committee  on  Hospitals  recommends 
that  an  appropriate  county  or  local  medical  society 
be  asked  to  appoint  a Medicare  utilization  review 
committee,  composed  of  members  of  that  society, 
to  service  one  or  more  facilities  in  its  geographical 
area  which  are  in  need  of  same.  In  such  instances, 
it  is  recommended  that  the  same  conditions  for  re- 
imbursement and  protection  against  professional 
liability  be  arranged  for  physicians  serving  on 
Medicare  URC’s  as  are  described  in  the  previous 
recommendations. 


(8)  The  Committee  on  Hospitals  recommends 
that  the  Council  approve  (for  CSMS)  the  forego- 
ing statements  of  policy  regarding  the  establish- 
ment and  operation  of  utilization  review  commit- 
tees under  Part  A of  the  Medicare  Law  and  make 
them  available,  as  iidormation,  to  all  parties  hav- 
ing a legitimate  interest  in  these  matters,  ami,  in 
particular,  to  the  Commissioner  of  Health,  Dr. 
Foote. 

Respectfully  submitted, 

Lkopold  M.  Trifari,  M.D.,  Chairman 
CSAIS  Committee  on  Hospitals 


How  To  Justify  Treatment  Risk 

For  an  objective  evaluation  of  drug  toxicity,  em- 
phasis should  be  placed  on  the  relative  usefulness 
of  a given  drug  as  well  as  on  its  potential  harni- 
hdness.  Even  such  benign  and  essential  agents  as 
oxygen  or  water  may  be  harmfid  when  used  in- 
athisedly  as  therapeutic  agents.  . . . Drugs  of  such 
established  value  as  digitalis  are  potentially  lethal 
when  used  in  excess.  It  is  thus  apparent  that  the 
potential  toxicity  of  drugs  must  be  counterbalanced 
by  emphasis  on  their  proper  usage.  The  physician 
should  be  ever  cognizant  of  the  potential  dangers 
of  his  medications  as  well  as  of  their  efficacy,  and 
balance  the  two  in  determining  the  desirability  of 
taking  the  risk  involved.  He  should  not  use 
amidopyrine  to  treat  a headache,  but  shoidd  have 
no  hesitation  in  risking  its  potential  harm  when 
he  needs  an  antipyretic  for  a patient  with  leukemia. 
Idle  glucocorticoids  shoidd  not  be  used  in  most 
patients  with  rheumatoid  arthritis,  but  should 
never  be  withheld  from  patients  with  pemphigus.— 
Arthur  Grollnian,  M.D.,  in  Texas  Stale  Journal  of 
Medicine,  (il:  1,  (Jan.)  1965. 


PROFESSIONAL  OFFICE  SPACE 
TO  LEASE 

Westville  area  of  New  Haven: 

800  sq.  ft.  1st  floor  space 
2,000  sq.  ft.  of  2nd  floor  space 

Branford: 

On  the  Green,  a 2nd  floor  office 
excellent  for  dentist  or  doctor. 

KUSTERER  BROTHERS 

(Realtors) 

129  Church  St.,  New  Haven,  Conn.  624-2143 
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SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES  - SEMI-ANNUAL  MEETING 
New  Haven,  Connecticut  — December  9,  1965 


Reports,  Addresses  And  Remarks 

Reports  were  presented  by: 

The  Setretary:  Waldo  E.  Martin,  Millord. 

Ehe  Cioiindl:  Stevens  J.  Martin,  Hartford,  Chair- 
man. 

,\MA  Delegates:  Norman  H.  C.ardner,  East 

Hamjrton,  Max  Caplan,  Meriden,  and  Ellwood 
Ci.  W'eise,  Sr.,  Bridgeport. 

Remarks  were  made  by; 

Ehe  President:  {antes  R.  Ciidlen,  Hartford. 

Ehe  President-Elect:  Orvan  ^\^  Hess,  New  Haven 

Ehe  Vice-Presiilent:  E.  'Eremain  Bradley,  Nor- 
walk. 

Ehe  Speaker  of  the  House:  Kenneth  E.  Brandon, 
Hartford. 

Ehe  Commissioner  of  Hetilth:  Eianklin  M.  Eoote, 
Hartford. 

Cliairman  of  the  C(.)MPAC  Board  of  Diret  tois: 
Enincis  Callo,  Winstetl. 

Ehe  Cieneral  Managei ; Whlliam  R.  Richards, 
New  Haven. 

Ehe  presentations,  if  sidtmittetl  iti  writing,  will 
Ite  pnltlished  in  CoNNKCTK:t'T  Mf.uicink. 

The  Budget  For  1966 

Recommended  by  the  Conncil,  it  was  VOl’EI)  to 
appiove  the  19h()  Budget  as  pre.sented,  and  to  .set 
eSMS  memltersliijj  dues  lor  IPtiti  at  .f.'tO. 

COMPAC  Billing 

Recommended  by  the  Council,  it  was  VOl’EI)  to 
adopt  a motion  as  follows; 

EE  IS  MOVED:  That  the  House  ol  Delegates 
approve  tlte  inclusion  of  Connecticut  Medical  Poli- 
tical Action  Committee  memltership  dues,  as  a 
\olnntary  (non-tax  dednctilile)  item  on  the  same 
statement  with  the  annual  membership  dues  of  the 
Connecticut  State  Medical  .Society  and  the  County 
Medical  Associations. 

Authorizations  To  Form  CSMS  Sections 

Recommended  Ity  the  Council,  it  wxis  VOTED 
to  authorize  stipidated  groitps  of  members  of  the 
Society  to  form  sections  as  follows: 

.\  Section  on  Pediatrics 
.V  .Section  on  (ietieral  Practice. 

Confirmation  Of  Interim  Appointments 

It  was  VOTED  to  confirm  .several  interim  changes 
in  the  memhershij)  of  Ciommittees  clectetl  by  the 


House,  which  have  been  approved  by  the  Council. 
'Eo  fill  the  office  of  \'ice-Speaker  of  the  House  of 
Delegates,  createtl  by  the  resignation  of  jachin  B. 
Davis,  New  Haven,  it  was  VOTEH)  to  confirm  the 
appointment  Ity  the  Council  of  Henry  Caplan, 
Meriden,  to  replace  Dr.  Davis  as  Vice-Speaker  for 
the  lialame  of  his  current  term  (until  April  2(i, 

1 966) . 

Resolution  From  The  New  Haven  County 
Medical  Association 

It  was  \T)TED  to  adojjt  a resolution  introduced 
l)y  the  NHC.MA  as  follows: 

BE  11'  RESOLVED:  That  the  House  of  Dele- 
gates of  the  Connecticut  State  Medical  Society  di- 
rect the  Council  to  itndertake  the  accomplishment 
of  the  following  olijectives: 

(1)  Institution  of  payment  for  heretofore  unpaid 
services  of  physicians  to  local  and  state  inhospital 
and  out]jatient  welfare  recij)ients. 

(2)  Provisions  for  fee-for-service  attendance  at 
|jiivately  operatetl  dinics  and  other  medical  care 
facilities. 

and  he  it  further 

RESOLVED:  I'hat  in  all  negotiations  in  the.se 
matters,  the  Council  should  utilize  the  formulas 
provided  by  the  Relative  Value  Schedule  adopted 
iiy  the  CSMS  Hou.se  of  Delegates  in  April,  196.5, 
and  he  it  further 

REiSOLVED:  Ehat  the  accomplishments  of  the 
Coumil  in  these  matters  he  reported  to  the  Hou.se 
of  Delegates  at  its  next  meeting. 

Resolutions  On  Separate  Billing 
Of  Hospital  Patients 

It  was  VO  LED  to  adopt  two  identical  resolu- 
tions- introduced  respectively  by  the  CSMS  Section 
on  Radiology  and  the  CSMS  Section  on  Pathology, 
as  follows: 

WHIsREAS:  'Ehe  Section  (on  Radiology  and  on 
Pathology)  of  the  Connecticut  State  Medical  So- 
ciety has  adopted  the  principle  that  all  hospital 
patients  he  hilled  se})arately  for  the  professional 
services  of  doctors  of  medicine,  and 

\\'HERE.AS:  I'his  principle  is  in  accordance  with 
the  positions  adopted  by  the  .American  Medical 
■Association  anti  the  American  College  of  Radiology 
(and  the  Council  of  CSMS— see  below)  therefore 
l)e  it 
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RESOLVED:  That  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society  support  the  prin- 
ciple that  all  hospital  patients  be  billed  separately 
for  the  professional  services  of  doctors  of  medicine, 
and  notify  the  Connecticut  Insurance  Commis- 
sioner, the  Connecticut  Compensation  Commis- 
sioner, the  Connecticut  Hospital  Association,  and 
all  recognized  third  party  payors  of  this  action. 

In  a related  action,  it  was  VOTED  to  adopt  a 
recommendation  of  the  Council  as  follows: 

RESOLVED:  That  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society,  at  its  semi- 
annual meeting  on  December  9,  1965,  support  the 
principle  of  separate  billing  for  the  professional 
services  of  practitioners  of  the  (so-called)  hospital 
based  specialties. 

On  The  1965  Kerr-Mills  (MAA)  Amendments 

Having  heard  in  the  Report  of  the  Council  that 
efforts  have  been  made  to  rectify  the  “legislative 
oversight’’  which  occurred  iu  the  1965  General  As- 
sembly’s action  to  amend  the  Kerr-Mills  Statutes, 
and  being  apprised  that  a special  session  of  the 
Assembly  had  been  called  by  the  Governor  for 
Monday,  December  L%  1965,  the  following  motion 
was  adopted: 

IT  IS  MOVED:  That  the  House  of  Delegates  ask 
the  President  (Dr.  Cullen)  and  the  Chairman  ol 
the  Council  (Dr.  S.  Martin),  in  considtation  with 
Mr.  Joseph  Cooney  (CSMS  legislative  agent),  to 
petition  Governor  Dempsey  and/or  a member  ol 
the  General  Assembly  to  add  to  the  agenda  of  the 
special  session  of  the  General  Assembly  called  loi 
Monday,  December  LS,  1965,  an  item  to  change  tlie 
MAA  Amendments  of  1965  .so  as  to  truly  rellect  the 
original  intent  of  the  MAA  statutes  to  cover  in- 
hospital  care  of  MAA  benehciaries  by  physicians  of 
their  own  choice. 

N.B.—Drs.  Cullen  and  Martin  were  sidasequently 
advised  by  legislative  counsel  that  it  would  not  be 
possible  to  carry  out  the  wishes  of  the  House  of 
Delegates  because  “the  decision  of  the  leaders  that 
this  short  one-day  session  (on  Monday,  December 
13)  should  be  limited  to  (correcting  emergency 
situations  in  Waterbury  and  East  Haven) , even  to 
the  exclusion  of  other  meritorious  matters.” 

On  Reports  At  Semi-Annual  Meetings 

IT  IS  MOVED:  That,  in  the  future,  all  reports 
of  officers,  delegates  and  committees  made  to  the 
Semi-Annual  Meetings  of  the  House  of  Delegates 
be  published,  to  the  extent  possible,  in  the  Dele- 
gate’s Handbook  with  the  call  to  the  meeting,  as 
they  are  for  the  Annual  Meetings. 


REPORT  OF  THE  COUNCIL 

Mr.  Spe.ckkr,  Mr.  President,  Members  of  the  House  of 

Dei.egates  and  Dlstincuismed  Guests: 

Progress  is  a function  of  time  as  tvell  as  of  effort.  James 
Bryant  Conant  once  said:  "Behold  the  turtle!  He  makes 
progress  only  when  he  sticks  his  neck  out."  It  sems  to  me  that 
nothing  cotild  be  more  axiomatic  and  appropriate  than  that 
for  the  medical  profession  today,  particularly  for  tliose  among 
us  who  are  inclined  to  he  lethargic,  complacent,  credulous 
and  indifferent.  This  is  the  time  for  tis  to  stick  our  necks 
out— to  move  and  he  heard.  Perhaps  the  enactment  of  the 
Afedicare  Law  was  the  stinudus  we  needed. 

At  the  five  sessions  of  the  Councils  which  have  been  held 
since  the  last  meeting  of  this  Hotise  in  ,'\pril,  your  state 
officers  and  county  representatives  have  devoted  a great  deal 
of  time  and  effort  to  studying  and  attempting  to  resolve 
wisely  a seemingly  endless  number  of  important  tpicstions 
that  have  presented  themselves— month  after  month.  .Since 
each  of  you  has  received  copies  of  the  detailed  minutes  of 
our  meetings,  I propose  to  summarize  only  certain  selected 
items  which  I believe  will  be  of  special  interest  to  von  today. 

1.  Organization  For  1965-66 

At  its  May  meeting,  the  Cotincil  elected  your  reporter  as 
Chairman  for  a third  consecutive  term— an  honor  and  an 
opportunity  for  service  which  I greatly  appreciate.  At  the 
same  meeting,  the  subcommittees  and  other  special  commit- 
tees of  the  Council  were  appointed  for  the  ensuing  year. 
J'he  work  of  these  grotips— and  the  work  of  the  many 
Standing  Committees  and  Special  Committees  elected  by  the 
Hotise— is  to  conduct  studies  of  assigned  problems,  to  gather 
information,  and  to  make  reports  with  recommendations  to 
the  Council  on  a wide  variety  of  sulijects.  We  can  all  be 
protid  of  the  way  they  do  their  jobs,  and  we  arc  grateful 
to  them  for  their  worthy  contributions  to  the  benefit  of 
the  public  as  well  as  the  profession. 

2.  The  LCMA  Bicentennial  Celebration— 1966 

Of  special  historic  interest  to  us  all  is  the  forthcoming 
200th  anniversary  of  the  Litchfield  Association— which  points 
with  understandable  pride  to  the  fact  that  it  is  the  oldest 
county  medical  association  in  the  country,  except  for  a few 
which  have  since  gone  otit  of  business.  The  Celebration  will 
he  held  thiring  the  month  of  June  next  year,  and  the  Council 
has  appointed  an  Ad  Hoc  Committee  to  work  with  the 
county  people  who  are  planning  the  event.  The  .Society  is 
committed  to  participate  in  this  Vvorthy  undertaking,  and 
will  asfiist  in  all  ways  possible  to  make  the  program  a suc- 
cessful one. 

3.  Corporate  Gift  To  COMPAC 

Pursuant  to  the  April  directive  from  the  House  of  Dele- 
gates, the  Council  voted  to  donate  the  sum  of  ,f.5,000  to  the 
Connecticut  Medical  Political  Action  Committee.  .\s  in  1964, 
when  COMPAC  was  given  .|3,000.  it  is  tinderstood  that  the 
COMPAC  Directors  will  use  this  money  exclusively  for 
political  education  ptirposes. 

While  both  these  donations  were  given  prior  blessing  by 
our  legal  counsel,  they  have  produced  two  internal  side- 
effects  which  I think  should  be  brought  to  your  attention. 
The  first  of  these  will  be  brought  tip  when  the  Budget  for 
1966  is  presented  later  in  this  meeting,  but— in  brief— it  is 
that  the  gift  of  $5,000  to  COMPAC  made  it  necessary  for  tis 
to  tap  our  general  reserve  fund  again,  a practice  we  have 
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had  to  lollow  rather  olteii  in  recent  yeais  l)e(anse  ol  heing 
faced  with  major  expenditures  wldcli  were  nnltinlgeted  lor 
those  years.  I mention  this  iiere  for  the  reason  that  il  it  is 
the  intention  of  the  Hoitse  to  make  an  annual  donation  to 
C(),\IP.\C,  1 feel  it  ought  to  he  included  as  an  identiliahle 
item  in  oiir  fntme  hudgeting. 

The  second  side-elfect— which,  nnlorttinately,  also  concerns 
out  finances— was  that,  in  looking  into  the  legality  of  onr 
making  a donatioti  to  C.O.MPAC  in  191)4,  onr  attorney  was 
forced  to  stir  np  the  previonsly  imtroiihlcd  waters  of  om 
tax-exempt  status  with  the  Internal  Revenue  Service.  W'e 
have  always  understood  onr  IRS  classification  to  he  501  ('.  (.4) 
— meaning  “scientihe  and  edncational  "—which  made  it  noi 
necessiirv  for  tis  to  pay  sttite  and  federal  taxes  for  nnemploy 
ment  instirance.  In  the  course  of  Mi.  Nickerson's  stiich. 
however,  the  Internal  Revenue  Service  ruled  that  we  were 
operating  tinder  501  ('.  (ti)- called  ‘'hiisine.ss  letigne”- and  h;u' 
heen  since  onr  employees  were  placed  under  Social  SectiiitN 
in  1951.  .\s  a consecpicnce,  tve  must  now  discharge  oiii 
responsihility  to  pay  hack-taxes  for  iinempio) ment  instirance 
and,  while  the  total  liahility  is  still  heing  negotiated  hy 
legal  conn.sel.  1 can  assure  )oti  that  it  is  likely  to  come  to 
a good  deal  more  than  jitst  ])ennies-a-day. 

4.  The  Relative  Value  Schedule 

,\s  directed  hy  the  Hottse  iti  .\[)ril,  the  ('.onncil  jitirchascd 
4500  copies  of  the  1904  Edition  of  the  Cialifornia  Relative 
\'ahie  Sttidies,  and  clistrihnted  otie  to  each  memher  of  the 
Societv.  I he  doenment  was  accompanied  hy  a pritited  inlor 
mational  letter  coticerning  usage  of  the  Schednle  and  also 
listed  the  minor  changes  in  the  Section  on  Medicine  that  the 
Hotise  ajrprovetl.  Upon  his  election,  it  is  planned  to  provide 
each  new  memher  of  the  Society  with  a copy  and,  at  the 
retpiest  of  the  component  associations,  to  mail  one  to  any 
physician  who  is  considered  to  he  a bona  fide  applicant  for 
cotintv  memhership.  By  so  doing,  it  is  hoped  that  all  present 
memhers  and  even  [nosjiective  memhers  of  the  Society  will 
hecome  familiar  with  the  Relative  N’ahie  Sthedtde  and  he 
prepared  to  note  such  unit  changes  and  additional  nsages 
as  mav  he  atithorized  hy  the  House,  from  time  to  time. 

The  purchase,  printing  and  clistrihntion  costs  of  this 
|)rojcct  will  amonnt  to  ahont  .jf5, ()()()  and,  in  passing,  may  1 
clear  tip  a little  misiinderstanding  which  appears  to  exist  in 
some  cpiartcrs.  Dining  the  past  several  years,  I have  heard  it 
said— mostly  in  criticism— that  the  Relative  Value  Study  tost 
the  Society  “.135,00(r  or  •'S50,0()()"’  or  even  more.  Elie  fact  is 
that  both  the  Opinion  Survey  and  the  Relative  \'ahie  Study 
(except  for  the  mailing  1 have  just  referred  to)  were  com- 
pleted witliin  the  hiidget  of  .f.SD.OOO  originally  authorized  hy 
the  Hon,se  of  Delegates  in  1959.  1 do  not  have  the  exact 
lignres  at  hand,  hnt  abotit  one-half  of  the  total— or  ahont 
.<>15,000— was  spent  for  each  of  these  two  studies,  and  any 
additional  expenditiires  for  either  have  heen,  or  will  he, 
lirescnled  to  the  House  for  approval. 

5.  Hospital  Planning  Commission 

.\s  has  heen  reported  to  the  House  previonsly,  the  Con 
neclicut  Hospital  .Vssociation  has  had  tinder  consideration 
for  several  vears  the  jio.ssihility  of  eslahlishing  a hospital 
phnining  tommi.ssion  for  Coniiettictit  which  would  operate 
on  a statewide  basis  ,\l  the  C.H.Vs  annual  meeting  last  June, 
formal  action  was  taken  to  anihorize  the  ,\ssociation"s 
Board  of  1 rtislees  to  draw  np  plans  for  such  a Commission, 
whicli,  after  heing  launched  hy  CH.A,  would  hecome  a more 


or  less  tintonomons  both.  .Several  months  ago,  a Steering 
Committee  appointed  hv  the  Board  presented  a plan  to  the 
.\ssociatioii's  scmi-aiinnal  meeting  which  was  cnthnsiastically 
accepted  and  is  now  in  the  process  of  heing  imiilemented. 

CH.\  will  establish  a "Hosjiital  and  Related  Eacilities 
Snivey  and  IManning  Commission"  for  the  [imposes  of: 
".Measnring  fiitiire  needs  for  hospital  and  health  care  in 
Connecticut  "Creating  over  all  plans  for  the  efficient  and 
economical  devclojmient  of  a hos|)ital  and  health  care  system 
that  will  most  adetpialch  meet  our  state's  needs”;  ".Measnie 
Imancial  recpiirements  tor  [irociding  adcc[iiate  health  and 
iios[)ilal  care  facilities  in  relation  to  estimated  resources 
availahle";  "Helping  to  coordinate  hos|)ital  sei  vices  within 
Coiinec lictil  and,  in  some  ca.ses,  with  other  stales  hordeiing 
service  areas";  "Promoting  joint  interests  of  hospitals,  the 
medical  [irofession,  and  other  interests  on  a statewide  basis"; 
and  "Informing  the  jjiihlic  of  the  financial  needs  of  hospitals 
and  increasing  j)iihlic  knowledge  and  understanding  of  hos 
pital  and  other  related  health  .sercices  in  the  state.” 

I he  .Society  has  heen  incited  to  nominate  t|nalilied  phesi 
cians  for  ap|)ointment  to  memhership  on  the  Commission 
who,  as  initial  ajr|)ointees,  will  he  approved  hy  the  C.H.A's 
Board  of  "I  rnstees.  I he  total  menihcrshi|)  of  the  Commis- 
sion may  he  as  many  as  thirty,  with  a|)proximately  one-half 
of  this  nnmher  heing  people  who  arc  not  associated  directly 
with,  hospitals,  procitlers  of  sercices,  or  [layers  of  services. 
Having  heen  ap[)rised  on  several  occasions  in  the  last  year 
or  twc)  of  the  .Society's  interest  in  [larticipaling  in  any 
hos[)ilal  planing  activities  to  he  condneted  on  a statewide 
basis,  the  CH.\  Board  recently  invited  the  .Society  to  partici- 
jiale  in  its  project  and  to  make  nominations— for  Commission 
memhcrshi|)— of  t[nalified  [ihysicians  to  reyiresent  medical 
[iracticc.  I he  Council  fotincl  the  conditions  sttrronneiing  the 
initial  invitation  to  he  .somewhat  "disappointing"  (i.e.,  six- 
teen nominees  were  to  he  oflered,  of  which  only  four  would 
he  selected;  a rei[iiest  that  each  name  he  accompanied  hy  a 
"[ledigree"’  of  ([ualilications,  etc.).  1 Imingh  the  medium  of  a 
joint  .\d  Hoc  Committee  meeting,  and  at  the  suggestion  of 
the  Council's  rcpi eseniativcs,  the  CH.\  Steering  Committee 
agreed  to  accept  six  [ihysician-nominces  to  represent  medical 
[iraclice  who  arc  "civic-minded,  highly  respected  and  knowl- 
edgeahle,"  and  that  u[i  to  10  or  12  nominations  could  he 
made,  if  desired. 

.V  large  majority  of  Council  memhers  found  these  new 
terms  to  he  a good  deal  more  acce[)tahle.  and  it  was  voted  to 
direct  the  President,  the  Chairman  of  the  Council  and  the 
Chaiiman  of  the  Committee  on  Ho.spilals  to  .select  the  six 
memhers  of  the  .Society  to  be  nominated.  In  the  near  future, 
these  selections  will  he  made  and  presented  to  the  CHA 
Board. 

.Vs  many  of  yoti  know  , the  .VM.V  has  ad\  i.secl— and  c\cn 
urged— state  and  local  medical  .societies  to  partici[)ate  actively 
in  hospital  [ilanning  programs,  wherever  they  are  in  opera- 
tion. I his  does  not  mean  that  there  is  overwhelming  enthu- 
siasm for  hos[)ital  planning  on  the  [lart  of  most  [iractitioners; 
it  means  only  that  hospital  [ilanning  is  here  to  stay  and  that 
[ihysicians  can  either  elect  to  sit  in,  with  the  hope  of  having 
their  views  rea.sonahly  accommodated,  or  they  can  remain 
aloof— disclaiming  all  responsihility  for  the  results— and  read 
about  what  has  heen  decided  hy  others.  I think  it  is  fair 
to  .say  that  a majority  of  Cotincil  memhers  favor  the  first 
alternative— even  if  it  may  prove  ultimately  to  he  only  the 
lesser  of  two  evils. 
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1 6.  The  Journal 

I For  several  years  now,  the  House  has  been  apprised  that 
I Connecticut  Medicine  continues  to  operate  at  a deficit— a 
deficit  which  has  increased  from  only  4 or  5 thousand  dollars 
in  1939  to  approximately  $20,000  in  1964.  The  latter  figure  is 
expected  to  obtain  in  1965  and,  probably,  in  the  foreseeable 
future.  The  anticipated  revival  of  lavish  pharmaceutical 
I advertising  in  state  journals  has  failed  to  occur,  despite  the 
fact  that  the  Kefauver  drug  hearings  have  long  since  dis 
appeared  from  the  front  pages  of  our  newspapers. 

In  February  we  conducted  a “readership  survey”  for  the 
Journal,  the  raw  results  of  which  reported  at  the  April 
meeting.  An  Ad  Hoc  Committee,  chaired  by  Dr.  Orvan  W. 
Hess  of  New  Haven,  studied  the  information  obtained  by  the 
survey  and  reported  its  findings  and  recommendations  to 
the  Council  as  follows: 

(a)  The  “Readership  Survey”  did  not  warrant  a conclusion 
that  the  Journal  should  be  discontinued  as  the  principal 
publication  of  the  Society,  or  that  its  present  scientific 
format  should  be  modified  appreciably. 

(b)  The  question,  therefore,  is  not  whether  the  Society 
should  continue  to  publish  the  Journal  but  whether  it  can 
afford  to  do  so  in  the  light  of  present  excess  of  expense 
over  income  (nearly  $20,000  in  1964). 

(c)  The  following  measures  should  be  carried  out  to  place 
the  operation  of  the  Journal  on  a more  nearly  self- 
sustaining  financial  basis: 

(1)  Economize  in  production  costs 

(2)  Seek  additional  sources  of  revenue 

(3)  Re-evaluate  the  entire  Journal’s  financial  picture 
before  preparing  the  1967  Budget 

The  Committee’s  report  was  accepted,  and  every  effort  is 
being  made  to  carry  out  its  recommendations.  We  are  hopeftd 
that  the  Journal  can  be  continued  in  its  present  form,  but, 
if  the  deficit  cannot  be  reduced  to  a reasonable  level,  the 
House  will  have  to  decide  the  question  of  whether  the 
Society  “can  afford”  to  underwrite  the  operation  on  a losing 
basis  indefinitely. 

7.  Medical-Economic  Activities 

I (a)  The  Committee  on  Third  Party  Payments:  When  the 
House  adopted  the  Relative  Value  Schedule  last  April,  it 
adopted  a recommendation  that  the  various  sections  and 
groups  be  asked  to  suggest  conversion  factors  to  be  applied 
to  the  Schedule  when  used  by  authorized  committees  to  try 
to  negotiate  realistic  payment  schedules  with  government 
agencies— and  only  with  government  agencies.  Dr.  Howard 
Ente  and  his  Committee  on  Third  Party  Payments  have  been 
directing  their  energies  to  completing  this  difficult  assign- 
ment. We  are  told  that  they  have  encountered  a few  snags 
which,  in  the  long  run,  may  be  turned  to  good  use.  Several 
j of  the  sections  report  that,  in  their  judgment,  certain  listed 
I medical  services  need  revision  of  the  unit  values  and  Dr. 
' Ente  has  recommended  that  the  Committee  on  Relative 
; Value  Study  be  reactivated  by  the  Council  to  study  these 
proposed  revisions  and  make  appropriate  recommendations 
to  the  House.  Also,  his  Committee  has  asked  for  authoriza- 
tion to  explore  cost-accounting  in  relationship  to  the  fur- 
I nishing  of  medical  services  by  jrrivate  practitioners  so  as  to  be 
able  to  use  sample  cost  analyses  as  an  additional  bargaining 
feature  with  government  agencies  when  negotiating  payment 
for  doctor-care— much  as  hospitals,  nursing  homes  and  others 
have  been  doing  for  quite  some  time. 


In  the  light  of  Medicare’s  enactment,  both  as  to  Title 
XVIII  (health  benefits  for  the  elderly)  and  I’itle  XIX  (the 
expanded  programs  of  public  asistance),  it  is  clear  that  the 
profession  will  need  as  many  of  the  modern  tools  of  medical 
economics  as  it  can  muster  to  avoid  government  dictation, 
and  we  believe  that  our  Third  Party  Payments  Committee 
is  taking  constructive  steps  toward  developing  some  for  us. 

(b)  The  1965-66  Dependents’  Medicare  Agreement:  Al- 
though the  Advisory  Committee  on  Medicare  Plan  did  not 
recommend  any  changes  to  be  sought  in  the  Dependent.^’ 
Medicare  Agreement  for  the  coming  year,  the  Council  ex- 
pressed doubt  that  it  should  be  renewed  without  being  sub 
jected  to  a thorough  study  to  determine  if  it  reffected  the 
principle  of  parity  of  payments  to  physicians,  in  line  with 
usual  and  customary  fees— a CSMS  policy  adopted  last  Spring. 
It  is  interesting  to  note  that  this  action  is  in  accord  with  the 
New  Haven  Association’s  resolution  which  you  have  on 
your  agenda  today. 

A six-months  extension  of  the  present  Agreement  has  been 
granted  by  ODMC  in  order  to  prevent  interruption  of  bene- 
fits paid  on  behalf  of  eligible  military  dependents,  and, 
meanwhile,  the  Medicare  Advisory  Committee  and  the  Third 
Party  Payments  Committee  have  been  asked  to  review  the 
payment  schedule  in  the  light  of  our  present  policy  and 
to  report  their  findings  to  the  Council. 

(c)  The  1965  Kerr-Mills  Amendments:  As  you  all  know 
by  now,  the  1965  General  Assembly  passed  an  amendment  to 
the  Medical  Assistance  for  the  Aged  statutes  which,  by  inter- 
pretation of  the  Attorney  General’s  office,  caused  Welfare 
Commissioner  Shapiro  to  discontinue  payment  for  inhospital 
services  rendered  by  physicians  to  MAA  beneficiaries,  on  and 
after  October  1.  If  you  have  read  the  comprehensive  report 
on  this  development  that  was  published  in  the  November 
issue  of  our  newsletter,  Connecticut  M.D.,  you  will  have 
learned  that  practically  everyone  from  Governor  Dempsey  on 
down  agrees  that  the  amendment— as  written  and  as  inter- 
preted by  the  Attorney  General— constitutes  a “legislative 
oversight”  which  was  entirely  “unintentional.”  Thus  far, 
however,  it  appears  that  no  one  has  the  authority  to  undo 
the  wrong  without  further  action  by  the  General  Assembly— 
which  is  not  scheduled  to  meet  again  until  1967. 

The  Council  has  taken  the  irosition  that  the  amount  of 
money  involved  (less  than  ,$200,000  a year)  is  not  the  impor- 
tant issue  in  this  matter.  Rather,  it  is  our  position  that 
the  interruption  of  patient  care  and  the  taking  away  of  free 
choice  of  physician  from  some  20,000  elderly  people  is  the 
principle  which  we  desire  to  defend.  Governor  Dempsey 
has  recognized  the  validity  of  our  point  of  view  and  has 
taken  a personal  part  iti  attempting  to  correct  the  error. 
He  arranged  a meeting  between  the  Commissioners  of 
Health,  of  Welfare,  and  of  Einance  and  Control  and  repre- 
sentatives of  the  Society  to  review  the  situation,  and,  on 
December  6,  Dr.  Richards,  Dr.  Eriedberg  (Chairman  of  oui 
Committe  on  State  Legislation)  and  your  reporter  met  with 
the  Commisioiiers  and  their  aides  at  the  Capitol  Building. 
After  an  hour  and  a half  of  highly  exhilarating  exchange, 
your  representatives  came  away  with  the  feeling  that  they 
had  received  a great  deal  of  information  but  not  much  of 
any  satisfaction— at  least,  not  as  far  as  the  basic  issue  was 
concerned.  In  brief,  we  were  given  to  understand  that  some 
sinister  Mr.  X— identity  unknown— must  have  sneaked  in  un- 
der dark  of  night  and  tricked  the  General  Assembly  into  pass- 
ing the  amendment;  that  the  Attorney  General’s  hands  were 
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lied— he  tmildn  i liave  iiuerjneted  ihe  ameiulnient  in  any 
other  wav;  and  that,  as  matters  now  stand,  nothing— not  even 
an  exetiitive  order  of  the  (iovernor—  can  right  tliis  uninten- 
tional wrong.  \Vc  intend  to  ])iirsiie  the  matter  further  but, 
at  ilie  moment,  the  outlook  for  a meaningful  settlement  is 
not  bright. 

lo  help  cheer  up  your  rather  depressed  representatives, 
however.  Commissioner  .Shapit o— with  nodding  assent  from 
Commissioner  C.onkling— let  ns  in  on  his  plans  for  next  year, 
when  the  Meditate  Law  goes  into  effect,  f he  \Velfare  De- 
parimcnt  is  sending  out  leiteis  to  all  persons  entitled  to 
either  ().\A  or  MA.\  benefits,  urging  them  to  enroll  in  the 
I’ait  15  program  which  will  toter  physicians'  services  and 
olhei  setvices  not  coveted  tinder  Pait  A,  that  is  available  to 
all  people  oter  lif).  For  those  receiving  .Social  Security  cash 
henefits  (about  H.OOO)  the  Department  will  reimburse  them 
for  the  .SiS  a month  deducted  from  their  Social  Seciirity 
checks.  For  those  not  eligible  for  cash  benefits  (about  (i.OOO), 
the  Depaitment  will  pay  their  .S3  enrollment  fee  directly 
to  IIF.W.  In  addition,  the  Department  will  he  resiionsihle 
for  coveting  for  both  groups  the  S50  dediictihle  and  the 
20  per  cent  co  insurance  obligation  which  are  called  for 
iindei  Part  15  policies. 

When  Medicare’s  1 itle  XIX  goes  into  eflect  in  Inly, 
placing  all  public  assistance  medical  programs  tinder  one 
iimhrella,  the  Commissioner  plans  also  lo  make  direct  (lay- 
ments  for  compiehensive  care  {iyicittdiitg  inhosjtital  care  by 
jthysicians)  for  dependent  children,  the  blind,  the  disabled 
and  all  others  entitled  to  tax-supported  help.  Ibis,  he  esti- 
mates, can  he  done  at  a cost  of  about  .S645,000  a year  for  in- 
hospital  docicn-care  alone,  using  a payment  schedule  of  la 
per  cent  of  the  CMS  Pieferred  Ciontract  (which  obtained 
tinder  prior  to  the  19(55  amendent). 

15v  these  proposed  measures,  the  C.omniissionei  ho])es  lo 
go  far  beyond  merely  making  ii|>  for  tbe  temporary  injus- 
tice of  tiirrenl  5fA.V  policy.  If  implementetl  fully,  his  new 
plan  could  practicallv  eliminate  ward  service  in  community 
hospitals  foi  the  reason  that  everyone  receiving  tax-sii|)porled 
medical  care  would  then  he  entitled  to  receive  inhospital  care 
from  the  ])hysician  of  his  choice  and  have  a mechanism  for 
payment  for  same. 

In  all  fairness,  we  think  the  Commissioners  are  to  he 
commended  for  contemplating  such  a piogram.  However,  as 
a woiil  of  caution— which  your  representatives  ex|)iessed  at 
the  meeting— it  remains  to  be  seen  what  kiml  of  a payment 
schedule  the  Part  15  contracts  will  oiler  to  physicians,  and, 
in  any  event,  how  much  longer  piactitioners  will  statul  foi 
fixed,  substandard  reimbursement  for  their  services  when 
governmental  agencies  claim  to  be  assuming  responsibility  for 
(and  1 (|iiote)  "paying  the  doctor's  bill.”  Politicians  inomise 
all  these  good  things  to  the  people,  Inireaiicrats  then  try  to 
avoid  jtiibbt  criticism  by  clamping  down  hard  on  expendi- 
tures and,  for  some  strange  reason,  the  providers  of  medical 
services  are  expected  to  make  the  politicians  and  Inireaii- 
crats  look  good  by  accepting  token  payments  hecanse  the 
patients  .ne  classified  by  them  as  indigent.  I his  iinwarianted 
exploitation  of  onr  time-honored  tradition  that  no  one 
should  fail  lo  receive  medical  care,  regardless  of  aliibtv  to 
p;iv,  is  entirely  contrary  to  the  .Society's  ixibcy  regarding 
paiity  of  payments  to  physicians  when  government  elects  to 
fool  Ihe  hill  It  will  be  an  uphill  struggle  lo  ])iit  onr  policy 
into  piaclice,  but- with  the  enactment  of  .Medicare— we  be- 
lieve- that  mi/Sl  of  cnii  members  aie  heginning  lo  .sec  tbe  bghi 


and  will  want  their  rejMeseiuatives  to  light  the  good  fight 
on  their  itehalf. 

8.  Medicare 

Medicare,  of  course,  is  now  the  law-of-lhc-land,  having 
been  enacted  by  the  89th  Congre.ss  and  signed  bv  President 
Johnson  in  July  of  this  year.  For  the  first  time  in  its  history, 
the  .VM.\  House  of  Delegates  met  four  times  in  a period  of 
twelve  months— holding  two  Special  (ionventions  as  well  a.s 
the  two  regularly  scheduled  sessions.  It  goes  without  saying 
that  the  June,  October  and  November  meetings  dealt  almost 
exclusively  with  Medicare  and  the  Heart  Disease,  Cancer 
and  Stroke  legislation,  and  their  potential  impacts  on  the 
private  practice  of  medicine.  I know  our  .\M.\  Delegates— 
Dr.  \\'cise.  Dr.  Max  Caplan,  and  Dr.  Ciaidner  will  report  to 
you  today  on  the  proceedings  and  conclusions  of  those  impor- 
tant assemblies,  so  I will  limit  the  Council's  report  on  these  ■ 
matters  to  what  has  been  going  on  in  Connecticut  during 
the  past  live  months. 

(a)  P.I..  89-97— Part  A:  1 am  sure  most  |)hysicians  will 
share  with  me  a feeling  of  great  satisfaction  that  Governor 
Dempsey  has  wisely  designated  Commissioner  Franklin  M. 
F'oote  and  the  .State  Health  Department  to  be  the  state  agency 
to  undertake  the  monumental  task  of  certifying  our  hos 
pitals,  extended-care  facilities  and  home  care  agencies  foi 
participation  in  Part  .V  of  .Medicare— the  hospital  insurance' 
benefits  program.  In  atUbtion  to  accrediting  the  [tremises ' 
and  personnel  of  these  providers  of  .services,  the  Commis- 
sioner will  also  have  considerable  jurisdiction  over  such 
related  matters  as  Medicare  utilization  review  committees,  ' 
drug  formularies,  and  .so  on.  Fhe  Council  has  expressed  ' 
appreciation  to  Dr.  Foote  for  his  voluntary  decision  toi' 
establish  close  liaison  with  the  .Society,  through  several  of 
its  key  committees,  for  the  purpose  of  obtaining  professional, 
advice  to  assist  him  in  estabb.shing  sound  and  workablel' 
certifying  criteria  in  the  latter  areas.  I believe  he  plans  tot’ 
ite  present  at  this  meeting  of  the  House,  and  I hope  hei 
will  give  you  some  of  his  own  views  on  how  he  plans  tel' 
carry  out  such  a major  assignment. 

(b)  Part  A— Recoin  mended  Criteria  for  Medicare  L'tiliza- 
tion  Rei'ieiv  Committees 

.Mter  consulting  at  length  with  Commissioner  Foote,-, 
studying  the  Medicare  Law  itself,  and  reviewing  literaturei; 
on  the  subject  fiom  national  and  local  professional  sources, 
the  Committee  on  Hospitals  filed  a special  report  with  theil 
Council  which  contained  a series  of  jrobey  statements  on  the 
admittedly  controversial  subject  of  .Medicare  utilization  re-<| 
view  committees.  The  Council  approved  the  report  and  in 
recommendations,  and  you  have  all  received  an  informa-’ 
lioual  copy  of  it  in  the  back  of  your  Delegate’s  Handbook, l| 
Fhe  leport  has  l.>een  sent  to  Dr.  Foote,  to  the  chiefs  of  staff 
and  administrators  of  all  community  hospitals,  and  will  be 
published  in  an  early  i.ssiie  of  Connecticut  Medicine  for  the 
information  of  our  members. 

(c)  Part  A— the  Committee  on  Aging 

.\t  the  November  meeting,  the  Ciouncil  was  joined  by 
Drs.  Pelz  and  Fricdbcrg  of  the  Ckmimittce  on  .Aging,  who 
informed  us  that,  in  their  opinion,  the  enactment  of  Medi- 
care and  its  implementation  next  July  and  thereafter  will 
certainly  magnify  the  problems  which  already  exist  in 
extemled-care  facilities,  such  as  nursing  homes.  .After  ex- 
changing pet  tinent  ideas  aiul  information  with  Drs.  I’elz 
and  I’liedberg,  the  (iouncil  voted  lo  endoi.se,  in  principle. 
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series  of  objectives  which  the  Committee  on  Aging  feels 
rust  be  achieved.  In  general,  they  call  for  the  Society  to 
rke  leadership  in  developing  programs  which  will  raise  the 
tandards  of  care  in  nursing  homes,  increase  the  supply  of 
rained  personnel  who  can  serve  the  elderly  effectively  ami 
,ith  understanding,  and  assist  in  establishing  approved 
lechanisms  for  reviewing  utilization  of  such  facilities  by 
ledicare  patients.  In  addition,  the  Committee  was  atithorized 

> establish  formal  liaison  with  representatives  of  e.vtended- 
ire  facilities  in  Connecticut,  and  to  take  steps  and  make 
icommendations  to  the  Council  which  will  lead  to  the 
ttainment  of  the  objectives  jtist  described. 

(d)  Part  B— Fiscal  Intermediary  for  the  J'oluntary  Siipfrle- 
inentary  Insurance  Program 

The  Council  has  neither  volunteered,  nor  been  retpiested, 

> express  a preference  for  any  insurance  carrier  or  prepay- 
ent  agency  to  be  designated  by  the  Secretary  of  Health, 
ducation  and  fVelfare  as  "hscal  intermediary”  for  the  Part 

program  in  Connecticut.  However,  from  unofficial  sources, 
le  Council  has  been  apprised  that  several  companies— in- 
uding  Connecticut  Medical  Service,  Inc.— have  applied  to 
le  Secretary  for  such  designation.  In  considering  a letter 
Idiessed  to  our  esteemed  President,  Dr.  James  R.  Cullen, 
le  Chairman  of  the  Board  of  the  National  .\ssociation  of 
hie  Shield  Plans,  Dr.  Rtissell  B.  Carson— a letter  which 
(juested  information  concerning  the  relationship  between 
le  Society  and  CMS— it  was  felt  that  the  Secretary  of  HEfV' 
ould  be  informed  that  no  relationship  at  all  exists  bettveen 
e two  organizations  at  present;  that  the  Council  is  con- 
riied  lest  the  admittedly  substandard  payments  offered  by 
VIS  under  its  service  benehts  contracts  be  interpreted  by 
lyone  as  being  "prevailing”  fees  in  our  state;  that  the 
iciety  has  good,  though  informal,  working  relationships 
ith  most  of  the  private  carriers  throtigh  the  Health  Instir- 
ice  Council;  that  the  Society  is  not  stifficiently  informed  as 
what  coverage  and  terms  will  be  offered  by  any  insuring 
;ency  to  express  a preference;  and,  finally,  that  our  door  is 
ways  open  to  any  company  that  wishes  to  present  its 
oposal  for  examination  aiul/or  enlist  our  support. 

Dr.  Cullen  was  asked  to  transmit  this  information  to 
cretary  Gardner  and,  as  well,  to  write  a similar  letter  to 
r.  Carson  in  which  he  would  document  in  considerable 
;tail  the  course  of  events  leading  up  to  our  split  with  CMS 
1964,  and  also  define  the  minimal  terms  on  which  the 
iciety  would  consider  resuming  sponsorship  of  that  agency. 
I imagine  that  many  of  our  members  would  welcome  the 
sumption  of  functional  liaison  between  the  .Society  and 
SIS— if  the  terms  were  right,  and,  in  fact,  the  Board  of 
irectors  of  the  Hartford  .Association  recently  iiupiircd  of 
e Council  whether  explorations  toward  that  end  might 
)t  be  of  value.  Pointing  out— cpiite  correctly— the  influence 
1 medical  practice  that  Medicare  and  other  legislation  is 
)tmd  to  have,  the  Hartfortl  Directors  voiced  the  opinion 
at  the  Society  and  its  members  might  benefit  appreciably 
liaison,  with  some  element  of  voting  control,  could  be  rc- 
tablished  with  Connecticut  Medical  Service.  The  reply  of 
e Council  to  this  inquiry  will  be  to  furnish  the  HCMA 
oard  with  copies  of  Dr.  Cullen’s  letters  to  HEAV  and 
ational  Blue  Shield,  and  to  give  asstirance  that  the  Society 
ands  ready  at  any  time  to  discuss  "matters  of  mutual  inter- 
t”  with  anyone;  but,  further,  to  recall  that  it  was  the 
:ry  "element  of  voting  control”  in  CMS  which  apparently 


could  not  be  resolved  in  1964,  when  spon.sorship  came  to 
an  end. 

(e)  Part  B— Separate  Billing  of  Patients  by  Hospital-Based 
Specialists 

As  you  know,  the  Medicare  Law  excludes  coverage  of  the 
services  of  the  hospital-based  specialists  from  Part  A— the 
hospital  benefits  program,  and  provides  that  they  may  be 
included  under  Part  B contracts— specifically  as  doctor-care 
services.  .At  a special  meeting  of  the  Council  on  October  17— 
a Sunday,  by  the  way— the  members  were  in  agreement  that 
the  Society  should  support  the  positions  taken  in  this 
regard  by  our  own  Sections  on  Radiology,  Pathology,  Anes- 
thesiology and  Physical  Medicine,  when  and  if  such  positions 
were  made  known. 

You  have  before  you  in  your  Handbook  a resolution 
received  from  ihe  Section  on  Radiology,  along  with  two 
related  resolutions  recently  adopted  by  tbe  Council.  On 
Monday  of  this  week,  our  Section  on  Pathology  also  intro- 
duced an  identical  resolution  for  your  consideration  and 
action  today.  I tliink  we  shotilcl  all  realize  that  while  it  is 
the  Medicare  Law  that  opened  the  door  on  this  cpiestion,  the 
positions  now  being  drafted  by  most  of  the  national  and 
state  organizations  of  the  four  specialties  encompass  not 
just  the  over-65’s  but  all  patients  to  which  these  practitioners 
render  services. 

(f)  The  Journal  Supplement  on  the  Prrtfessional  Impli- 
cations of  Ihe  Medicare  Law 

I hope  you  will  all  read  carefully— and  encourage  yoin 
colleagues  to  do  likewise— the  asse.ssment  of  the  professional 
implications  of  Medicare  which  was  mailed  out  with  the 
November  issue  of  Connecticut  Medicine.  Prepared  by  our 
General  Manager  and  edited  by  Dr.  Max  Caplan’s  .Ad  Hoc 
Committee  on  Medicare  Planning,  the  Council  shaies  the 
opinion  of  the  Committee  on  Hospitals  and  many  physicians 
throughotU  the  countiy  that  this  i,s,  indeed,  a most  timely 
document  and  one  which  uses  a refreshingly  different 
approach  to  making  P.L.  89-97  more  understandable  to  the 
medical  practitioner.  .As  the  rules  and  regulations  of  Medi- 
care become  known,  the  Council  plans  to  try  to  keep  the 
membership  informed  throtigh  the  medium  of  similar  pub- 
lications. AV'e  hear  a great  deal  about  "peace  through  under- 
standing” these  days,  and  certainly  this  Law  needs  a max'- 
mum  amount  of  the  latter  if  doctors  are  to  bring  themselves 
to  live  u’ith  it  peaceftilly. 

9.  Recommendations  Of  The  Council 

Over  and  above  approval  of  the  1966  Budget,  the  interim 
committee  appointments,  and  the  resolution  on  separate 
billing,  the  Council  has  three  other  recommendations  to 
make  at  this  meeting.  I'lvo  of  these  are  listed  in  your  Hand- 
book; i.e.,  authorization  to  form  a .Section  on  Pediatrics 
and  authorization  to  form  a Section  on  General  Practice. 

The  third  is  one  that  the  members  of  the  Council  are 
distressed  to  have  to  make.  One  of  our  distinguished  state 
officers,  and  a man  who  has  contributed  greatly  to  the  work 
of  the  Society  for  many  years,  has  found  it  necessary  to  step 
clown  from  his  present  post,  ^\'ith  great  rehictance,  just 
prior  to  this  meeting,  the  Coitncil  accepted  the  resignation 
of  Jachin  B.  Davis,  of  New  Haven,  as  A'ice-Speaker  of  the 
House  of  Delegates.  To  replace  Dr.  Davis  in  this  office,  the 
Council  has  appointed  Dr.  Henry  Caplan  of  New  Haven 
as  Ahee-Speaker  until  the  next  meeting  of  the  Hoitse  (which 
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is  today),  and  recommends  that  tliis  House  confirm  this 
appointment  for  the  balance  of  Dr.  Davis’  nnexpired  term. 

10.  Conclusion 

f recognize  that  this  report  has  been  necessarily  lengthy 
hut,  even  so,  I would  be  remiss  in  my  duty  if  I did  not 
acknowledge  the  assistance  your  reporter  has  received  from 
Ids  fellows  in  the  Council  and  the  staff  at  St.  Ronan  Street. 
Little,  if  any,  progress  could  have  been  made  without  the 
full  and  unstinting  cooperation  of  all  these  dedicated  people. 
.\nd  so,  to  our  officers,  our  county  councilors,  the  chairmen 
and  membeis  of  innumerable  committees,  and  to  Mrs, 
Lindquist,  Dr.  Richards  and  their  able  co-workers— my 
sincere  thanks. 

Respectfully  submitted, 

.Stkvens  J.  Martin,  Nf.D.,  Chdinnan. 

REPORT  OF  THE  SECRETARY 

Mr.  Si'F.AKER,  Mr.  President,  Members  of  the  House  of 
DEiEOArFS  AND  Guf.st.s; 

One  of  the  few  duties  assigned  to  the  Secretary  of  the 
Connecticut  State  Medical  Society  is  to  keep  tabs  on  the 
number  of  members  currently  enrolled  and.  while  I am  not 
called  on  to  make  a numerical  report  at  this  session,  I am 
pleased  to  note  that  our  ranks  continue  to  swell  at  the  rate  oi 
about  1,50  new  physicians  each  year. 

It  is  often  said  that  in  numbers  there  is  strength,  but, 
while  this  is  undoubtedly  true,  I think  that  the  strength 
of  the  medical  profession  in  the  difficult  times  ahead  must 
he  derived  from  sources  other  than  merely  adding  names  to 
our  roster.  Efforts  must  also  be  made  to  increase  the  partici- 
pation of  doctors  in  their  own  affairs,  and  it  is  encouraging 
to  learn  of  the  efforts  currently  being  made  by  our  com 
ponent  county  associations  toward  this  end.  Indoctrination 
programs  for  prospective  members  have  been  instituted  by 
several  and,  from  all  accounts,  are  highly  educational  atul 
being  well-received.  At  least  three  associations  have  voted 
to  make  minimal  attendance  at  meetings  a condition  of 
membership  and,  although  this  requirement  is  still  felt  by 
some  to  be  pretty  controversial,  I am  told  it  is  resulting 
in  turnouts  of  standing-room-only  proportions— and  that  is 
certainly  a condition  to  be  welcomed. 

VV'^e  hear  a great  deal  about  “consensus”  these  days,  and 
it  is  my  feeling  that  this  is  as  proper  an  objective  for  physi- 
cians to  strive  for  as  it  is  for  politicians.  Despite  a limited 
amount  of  critical  expression  to  the  contrary,  a meaningful 
consensus  of  opinion  is  what  the  House  of  Delegates  of  the 
American  Medical  .'Association  seeks  to  arrive  at  through  the 
medium  of  receiving,  debating,  and  finally  acting  upon  lit- 
erally dozens  of  resolutions  emanating  from  the  grassroots 
of  medicine— from  the  fifty  states  and  several  territories. 
When  the  various  local  views  presented  are  found  to  differ, 
either  in  kind  or  in  degree,  every  attempt  is  made  to  estab- 
li.sh  policies  which  will  be  acceptable  to  the  majority  and, 
at  the  same  time,  will  not  bring  injury  or  embarrassment 
to  llie  minority. 

Lurning  now  to  state  level,  I trust  you  will  note— as  I have 
—that  in  the  agenda  before  you  today  there  is  a distinct 
dearth  of  resolutions  emanating  from  oiir  eight  component 
associations— in  fact,  that  there  is  but  a single  one.  'A’et  I 
cannot  bring  myself  to  believe  that  this  apparent  scarcity 
of  county-oriented  opinion  means  that  none  exists  or  that 
we  are  all  so  much  in  accord  with  each  other  on  all  matters 


that  there  is  really  nothing  worthy  of  our  joint  considera- 
tion. The  occasional  adverse  local— and  sometimes  vocal- 
reactions  to  decisions  of  the  Council  bear  out  my  di.sbelief 
that  this  could  be  so. 

For  this  reason,  among  others,  it  is  my  judgment  that 
much  more  could  and  should  be  done  to  strengthen  and 
further  implement  liaison  between  the  county  medical  associ- 
ations and  the  state  medical  society  so  that  we  doctors  in 
Connecticut  may  do  everything  possible  to  arrive  at  a sound 
consensus  and  promote  a stronger  unity  of  purpose  toward 
the  problems  which  beset  us  currently  and  the  new  ones 
which  some  of  our  legislators  are  promising  to  beset  us 
with  next  year  and  thereafter. 

I therefore  respectfully  present  a recommendation  to  the 
House  of  Delegates  today  with  a reejuest  that  it  he  given 
careful  consideration  and— if  you  will— approval. 

My  recommendation  is; 

That  the  House  of  Delegates  of  the  Connecticut  State 
Medical  Society  request  the  President,  in  consultation 
with  the  other  officers  and  the  Ceneral  Manager,  to  ar- 
range and  hold  a “Conference  of  CSMS  and  County  Med- 
ical Association  Officers”  at  least  once  each  year,  for  the 
purpose  of  seeking  to  define  common  goals  and  interests 
in  the  several  county  areas,  implementing  programs  de- 
signed to  obtain  the  grassroots  opinions  of  members  on  i 
these  goals  and  interests  and  to  convert  such  opinions 
into  sound  policies  having  statewide  application  through  ! 
the  medium  of  actions  to  he  taken  hy  this  House  of  - 
Delegates. 

In  conclusion,  I wish  to  commend  to  your  attention  and 
perusal  the  excellent  assessment  of  the  professional  impli- 
cations of  the  Medicare  Law  which  was  mailed  out  with  the  ( 
November  issue  of  the  Journal.  1 think  I am  divulging  no 
secret  hy  congratulating  our  Ceneral  Manager,  Dr.  Richards,  s 
on  his  authorship  of  the  document.  On  request,  some  six  > 
hundred  copies  have  already  been  mailed  to  individuals  and 
groups  of  physicians  in  practically  every  .section  of  the  ( 
country— appropriate  recognition,  it  seems  to  me,  of  its  time-  ■ 
liness  and  of  the  fact  that  it  makes  good  sense  even  to  many  ' 
of  our  colleagues  who  are  not  fortunate  enough  to  practice  ( 
medicine  in  the  Nutmeg  State. 

Thank  you. 

Respectfully  submitted, 

Waldo  E.  Martin,  M.D.,  Secretary. 


1966  MEETINGS 

March  24—  182nd  Annual  Meeting  of  the  New 
Haven  County  Medical  Association  to  be  held 
at  the  Waverly  Inn,  Cheshire,  Connecticut. 
Business  Meeting  tentatively  set  for  3:30  P.M. 

April  26-28  — 174th  Annual  Meeting  of  The 
Connecticut  State  Medical  Society  to  be  held 
at  the  Statler-Hilton  Hotel,  Hartford,  Con 
necticut. 
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SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 
Thursday,  December  9,  1965 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Cullen,  Hess,  Bradley,  Goldberg, 
^\’.  Martin,  WTise,  Sr.,  M.  Caplan,  Gardner,  Bran- 
don, Pitock,  Grendon,  Egan,  H.  CajDlan,  Sjaitz, 
Palumbo,  Shejrard,  Ayres,  Nolan,  Cramer,  Fabro, 
.\bbot,  Petrie,  Wilson,  Hastings  and  Roch.  Also 
present  were:  Mrs.  Lindquist,  Mr.  Burch,  Mr.  Chil- 
coat  (AMA)  and  Dr.  Richards.  Absent  were:  Drs. 
Davis,  Rogol,  Ciccarelli  and  Epstein. 

II.  Routine  Business 

Approval  Of  Minutes 

As  printed  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  November 
17,  1965. 

Introduction  Of  New  Associate  Councilor 

The  Chairman  introduced  Dr.  Edward  Palomba 
of  Somers  as  the  new  Associate  Councilor  from  Tol- 
land County  to  replace  Dr.  John  Hughes,  resigned. 

Committee  Appointment 

Advisory  Committee  to  State  Commissioners  of 
Welfare,  Finance  and  Control:  Having  received 
notice  from  Clifford  Josejah,  Torrington,  that  he 
does  not  wish  to  accept  service  on  this  Committee, 
it  was  VOTED  to  appoint  J.  Harold  Root,  Jr., 
Waterbury,  to  replace  J.  Harold  Root,  Sr.,  Water- 
town,  whose  resignation  was  accepted  at  the  last 
meeting. 

Report— AMPAC  Conference 

Kenneth  F.  Brandon,  Hartford,  filed  a report 
with  the  Council  on  the  proceedings  of  the  Ameri- 
can Aledical  Political  Action  Committee  Confer- 
ence, Chicago,  November  5,  1965.  It  was  VOTED 
to  accept  Dr.  Brandon’s  rejDort  as  information. 

Representatives— Planning  Committee  On 
Hospital-Acquired  Infections 

At  the  request  of  Dr.  James  C.  Hart,  Director  of 
the  Preventable  Disease  Division,  State  Department 
of  Health,  it  was  VOTED  to  appoint  two  repre- 


sentatives of  the  Society  to  serve  with  a “planning 
committee’’  being  set  ujr  by  Dr.  Hart  to  arrange  for 
conducting  a seminar  on  hosjDital-acquired  infec- 
tions in  Connecticut.  The  first  meeting  of  the 
seminar  will  be  held  in  Dr.  Hart’s  office  at  10:00 
A.M.  on  January  19,  1966.  It  was  further  VOTED 
to  request  Stanley  H.  Osborn,  Chairman  of  the 
CSMS  Committee  on  Public  Health,  and  Max  Cap- 
lan, a member  of  the  Committee,  to  serve  as  the 
Society’s  representatives  to  this  project. 

Date  Of  Next  Meeting 

The  next  meeting  is  scheduled  to  be  held  on 
Wednesday,  January  26,  1966. 

III.  Old,  New  And  Special  Business 

Resignation  And  Replacement— Vice-Speaker 
Of  The  House  Of  Delegates 

Having  been  informed  that  Jachin  B.  Davis,  New 
Haven,  declines  to  reconsider  his  decision  to  resign 
as  Vice-Sjreaker  of  the  House,  it  was  VOTED  to  re- 
move his  October  29  letter  from  the  table,  and  it 
was  further  VOTED  to  accejit,  with  regret,  his 
resignation  from  office.  Subsequent  to  this  action, 
and  by  closed  ballot,  Henry  Caplan,  Aleriden,  was 
elected  to  be  appointed  by  the  Council  as  Vice- 
Speaker  in  Dr.  Davis’  place,  and  it  was  VOTED  to 
recommend  to  the  next  meeting  of  the  House  of 
Delegates  that  his  appointment  be  confirmed  to 
complete  Dr.  Davis’  unexpired  term  (to  April  26, 
1966)  in  that  office. 

N.B.— At  its  semi-annual  meeting  on  December 
9,  1965,  the  House  of  Delegates' confirmed  Dr.  Cajr- 
lan’s  appointment  as  Vice-Speaker. 

Reactivation— Committee  On  Relative  Value  Study 

At  the  recommendation  of  the  Commission  on 
Third  Party  Payments,  it  was  VOTED  to  request 
Stewart  P.  Seigle,  Hartford,  Chairman  of  the  Com- 
mittee on  Relative  Value  Study,  to  reactivate  the 
Committee  for  the  j^urpose  of  reviewing  the  over-all 
experience  of  members,  sections,  committees  and 
others  with  the  use  of  the  Relative  Value  Schedule 
since  its  adoption  in  Ajml,  1965;  to  obtain  and 
evaluate  recommendations  from  the  various  sec- 
tions and  groups  concerning  suggested  changes  in 
the  unit  values  for  selected  services;  and  to  make  a 
report  with  recommendations  to  the  Council  for 
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transmission  to  the  House  of  Delegates  at  the  An- 
nual Meeting  on  April  26,  1966. 

Authorization— Committee  On  Third  Party  Payments 

At  the  request  of  the  Chairman  of  this  Commit- 
tee, Howard  K.  Elite,  Westport,  it  was  \'OTED  to 
authorize  the  Committee  to  spend  up  to  $200,  if 
necessary,  for  the  purpose  of  consulting  with  one  or 
more  cost-analysis  agencies  to  determine  whether  it 
is  practical  (probably  on  a sample  basis)  to  dehne 
“the  cost  to  physicians  of  supplying  medical  serv- 
ices.” 

Designation  Of  "Intermediary"— Part  B Of  Medicare 

It  was  VOTED  to  receive  as  information  a letter 
from  Mr.  John  A.  Hill,  President  of  the  Aetna  Life 
Insurance  Company,  to  CSMS  President  James  R. 
Cullen,  in  which  Mr.  Hill  informed  Dr.  Cullen  that 
Aetna  has  applied  to  HEW  to  be  designated  “fiscal 
intermediary  for  Medicare  (Part  B)  in  Connecticut 
and  expressed  the  hope  that,  if  selected,  his  Com- 
pany could  count  on  continued  “excellent  relation- 
ships with  the  Society”  and  could  depend  on  “the 
good  will  and  cooperation  of  the  medical  profes- 
sion.” It  was  further  VOTED  to  send  to  the  chair- 
man of  the  Connecticut  chapter  of  the  Health  In- 
surance Council,  as  information,  a copy  of  the 
letter  Dr.  Cullen  wrote  to  the  Secretary  of  HEW 
concerning  the  Society’s  unwillingness  to  express 
any  preference  for  any  agency,  at  this  time,  al- 
though its  doors  remain  open  to  discuss  the  matter 
“with  responsible  representatives  of  government 
and/or  insuring  agencies”  and  “to  evaluate  any 
proposition  advanced  by  either  to  establish  an 
acceptable  Part  B program  in  Connecticut.” 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  December 
9,  1965.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 


PLACEMENT  WANTED 

DERMA  EOLOGIST  — Broad  background  and 
extensively  trained  Dermatologist  seeks  group  as- 
sociation, position  or  desirable  practice  location 
upon  completion  of  residency  in  June,  1966. 

GENERAI.  SLIRGEON  - Board  eligible,  excel- 
lent background  in  general  surgery  with  sub- 
specialty in  neo-plastic  surgery.  Available  im- 
mediately, with  willingness  to  go  into  General 
Practice,  as  well  as  surgical  practice.  Military  obli- 
gations completed. 

GENERAL  SURGEON-Board  eligible,  35  years 
of  age,  military  obligations  completed.  Would  like 
to  practice  with  a partner  or  group.  Has  sub- 
specialty of  thoracic  surgery.  Available  January  1. 


GENERAL  SURGEON  - Board  certified,  sub- 
specialty in  Head  and  Neck  Surgery.  Especially 
interested  in  Derby-Ansonia  and  Danbury  areas 
of  Connecticut. 

OBS-GVN— 33  years  of  age.  Board  eligible,  mili- 
tary obligations  completed.  Interested  primarily  in 
association  with  another  Obs-Gyn.  Available  as  of 
January  1. 

INTERNIST  — Board  certified,  interested  in  re- 
locating in  Connecticut  in  a medium  to  large  com- 
munity with  either  a group  of  partner.  Military 
obligations  completed,  available  within  a very  short 
period  of  time. 

IN  EERNIST— 35  years  of  age.  Board  eligible, 
Connecticut  license.  Sub-specialty  training  in 
Gastroenterology,  Endoscopy,  Small  Intestinal 
Biopsy.  \Vishes  to  associate  with  an  established 
physician  or  medical  group. 

INTERNIST— Board  certified,  33  years  of  age, 
military  obligations  completed.  WMuld  like  to  prac- 
tice in  a medium  or  large  community.  Primarily 
interested  in  an  association  or  groiqa  practice,  but 
will  consider  individual  openings,  as  well.  Avail- 
able as  of  January  1. 

OBS-GYN— Board  eligible  Obs-Gyn  with  Con- 
necticut license  wishes  to  locate  in  practice  in 
Connecticut  with  either  a partner  or  group.  Will 
consider  solo  practice,  also.  Available  immediately. 

PLACEMENT  OPPORTUNITIES 

ANESTHESIOLOGIST  - Board  certified  or 
Board  eligible  Anesthesiologist  to  serve  in  65  bed, 
fidly  accredited  rural  hospital  which  takes  care  of 
two  communities  of  about  40,000  total  population. 

INTERNIST  wanted  for  expanding  medical 
groiqj  in  urban  area  of  Connecticut.  Call  or  write: 
Chapel  Medical  Group,  1308  Chapel  Street,  New 
Haven,  Connecticut. 

WANTED  — A young  practitioner  trained  in 
General  Medicine  and  Pediatrics  to  share  fully 
established  practice.  4'wo  fully  accredited  hospitals 
totaling  over  700  beds  serve  the  area.  Address  in- 
quiries to:  P.  O.  Box  469,  Woodbury,  Connecticut. 

INDUSTRIAL  PHYSICIANS  - Two  physicians 
(pialified  in  Internal  Medicine  with  some  knowl- 
edge of  Surgery  for  two  large,  respected  national  * 
corporations  to  serve  on  corporate  staff.  These  firms 
are  located  in  Hartford,  Connecticut  area.  Regular 
hours,  38  hour  week,  salary  range  |16-.|  18,000  plus  , 
fidl  benefit  program. 

G.P.s  needed  for  the  Meriden-Wallingford  area 
for  private  practice.  Eor  further  information,  con- 
tact: M.  J.  Esposito,  M.D.,  335  Cook  Avenue,  Meri- 
den, Connecticut. 
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Special  Article 


1965:  More  Understanding  In  Genetics;  Progress 
Against  Leprosy;  A VD  Campaign;  Medicare 


■ Scientists  who  try  to  understand  life  by  studying 
its  lowest  common  denominators  made  some  impor- 
tant advances  in  1965. 

No  one  can  yet  answer  the  question:  What  is 
life?  But  this  year,  for  the  first  time,  scientists  put 
together  a synthetically-produced  model  of  a nu- 
cleic acid— one  of  the  lowest  common  denominators 
—and  saw  it  reproduce  itself  in  the  test  tube. 

Other  major  news  stories  in  biology  and  medi- 
cine this  year  included: 

—The  first  determination  of  the  complete  chemi- 
cal structure  of  a nucleic  acid. 

—Cultivation  of  the  leprosy  bacillus  in  tissue  cul- 
ture for  the  first  time,  an  advance  that  can  mean 
much  for  investigators  trying  to  develop  medicines 
to  prevent  or  combat  the  disease. 

—The  apparent  implication  of  a virus  or  other 
cancer-causing  agent  in  leukemia  among  several 
members  of  the  same  family.  Viruses  have  been 
implicated  in  certain  animal  leukemias  but  their 
role  in  the  human  form  of  the  disease  has  never 
been  clear. 

—A  unique  research  facility,  the  Institute  for 
Biomedical  Research  of  the  American  Medical 
\ssociation  Education  and  Research  Foundation, 
jfficially  opened  its  doors.  Dedicated  to  basic  scien- 
tific investigation,  its  members  look  for  new  ques- 
tions rather  than  answers  to  problems  already  de- 
fined. 

—The  American  Medical  Association  opened  a 
campaign  against  venereal  disease,  the  nation’s 
most  urgent  communicable  disease  problem. 

—Two  controversial  pieces  of  legislation— medi- 
care and  the  regional  medical  center  bill— were 
signed  into  law. 

The  first  synthesis  of  a self-reproducing  compo- 
nent of  living  matter  was  achieved  at  the  Univer- 
sity of  Illinois  Center  for  Advanced  Study. 

Sol  Spiegelman,  Ph.D.,  and  co-workers  assembled 
a self-propagating,  infectious  ribonucleic  acid  of 
the  bacterial  virus  Q-beta.  Ribonucleic  acid 
(RNA)  is  one  of  the  complex  chemicals  on  which 
the  heredity  of  living  organisms  is  coded;  the  other 
is  deoxyribonucleic  acid  (DNA).  Virus  Q-beta,  one 
of  the  group  of  viruses  called  bacteriophage  be- 
cause they  attack  bacteria,  is  an  organism  whose 
genetic  coding  is  carried  on  RNA. 


(In  most  living  organisms  the  basic  genetic  code 
is  DNA-borne  and  RNA  acts  as  a messenger  be- 
tween the  DNA  master  plan  and  the  cell  machin- 
ery. As  far  as  is  known,  RNA  carries  the  master 
plan  only  in  some  viruses.  The  nucleic  acid  in  a 
virus  is  surrounded  by  a protein  coat.  When  a 
virus  attacks  a bacterial  cell  it  leaves  the  proteiti 
coat  outside  after  “injecting”  the  nucleic  acid.  The 
viral  nucleic  acid  takes  over  the  genetic  machinery 
of  the  cell  and  uses  it  to  direct  the  cell  to  produce 
more  viral  nucleic  acid  and  viral  protein  coats. 
Eventually,  the  cell  disrupts,  spilling  the  assembled 
viruses  into  the  extra-cellular  environment  where 
they  can  attack  more  cells.) 

Dr.  Spiegelman  and  his  group  said  the  key  to  the 
synthesis  was  a purified  enzyme,  a chemical  that 
takes  part  in  chemical  reactions  but  is  not  changed 
itself. 

The  enzyme,  RNA-dependent-RNA-polymerase 
(“replicast”  for  brevity)  was  induced  in  the  bacteria 
Escherichia  coli  by  infecting  the  cells  with  virus 
Q-beta.  Replicase  is  a natural  product  of  virus  Q- 
beta  infection;  it  is  the  “runner”  which  helps  to 
assemble  copies  of  viral  nucleic  acid  according  to 
viral  RNA  instructions  in  the  invaded  cell.  Puri- 
fied enzyme  was  then  mixed  with  RNA  from  Q-beta 
virus  and  component  chemicals  of  which  RNA  is 
made.  No  bacterial  cells  were  present  in  the  mix- 
ture and  no  virus. 

With  the  viral  RNA  acting  as  template  or  pat- 
tern, the  enzyme  assembled  component  chemicals 
into  new  strands  of  RNA.  Subsequent  experiments 
proved  that  the  synthesized  RNA  was  as  competent 
as  viral  RNA  in  acting  as  a template  for  the  forma- 
tion of  still  more  synthesized  nucleic  acid. 

To  complete  the  proof  that  the  synthesized  RNA 
was  identical  to  the  original  viral  P.NA,  experi- 
ments were  conducted  which  showed  that  virus 
particles  produced  by  the  synthetic  RNA  were  of 
the  same  serological  type  as  authentic  Q-beta. 

Explaining  the  significance  of  the  work,  aside 
from  the  fact  that  synthesis  of  nucleic  acid  was 
actually  achieved.  Dr.  Spiegelman  said: 

“For  the  first  time  a system  has  been  made  avail- 
able which  permits  the  unambiguous  analysis  of 
the  molecular  basis  underlying  the  replication  of 
a self-propagating  nucleic  acid.  Until  now  we 
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searched  indirectly.  It  was  like  fumbling  inside  a 
black  box.  Now  we  can  know  wbat  to  do.” 

Dr.  Spiegebnan  predicted  that  melbods  soon  will 
be  developed  to  permit  the  synthesis  of  self-repli- 
caling  DNA. 

Another  group  of  scientists  at  Cornell  Univer- 
sity, Itbtua,  N.  succeeded  in  determining  the 
strmture  of  an  RNA  molecule.  Knowledge  of  the 
chemical  structure  of  a muleic  acid  is  critical  in- 
formation: the  repeated  occurrence  ol  certain 

chemical  bases  in  the  molecule  comprises  the 
“code”  for  the  genetic  infonmition  carried  by  that 
sjjecific  nuclei  cacid. 

In  this  case  the  nucleic  acid  was  alanine-specilic 
transfer  RNA.  In  non-chemical  terms,  that  means 
the  nucleic  acid  is  a form  of  RNA  which  operates 
under  DNA  instructions,  transfetring  the  amino 
acid  alanine  to  a point  in  the  cell  where  amino 
acids  are  assembled  into  proteins. 

Using  alanine-s})ecific  transfer  RNA  isolated  from 
bakers  yeast,  Robert  \\b  Holley,  Ph.I).,  and  fellow 
investigators  determined  that  the  nucleic  acid  is 
made  up  of  77  btises  and  described  the  order  in 
which  the  bases  occur. 

A Uondon,  England,  scientist  breached  one  ol  the 
last  barriers  to  faster  development  of  anti-leprosy 
ilrugs  or  preventive  agents,  d’he  leprosy  bacillus, 
.Mycobecterium  lej)rae,  was  grown  in  tissue  culture 
by  Elizabeth  Garbutt,  AI.I).,  of  the  British  Na- 
tional Institute  of  Medical  Research. 

Development  of  therajjeutic  and  prophylactic 
agents  has  been  slowed  by  the  inability  of  investi- 
gators to  grow  the  bacillus  experimentally.  Gulti- 
vation  of  a disease  organism  in  the  laboratory  en- 
ables medical  scientists  to  test  its  sensitivity  to  vari- 
ous drugs.  Work  toward  develojmient  of  a vaccine 
requires  a stqrply  of  hiboratory-grown  organisms. 

The  laboratory-grown  bacilli  of  Dr.  Garbutt 
proved  to  be  infective  when  injected  into  the  foot- 
pads of  mice,  opening  the  way  for  their  use  in 
medical  research.  Sometimes  laboratory  cultivation 
“tames’  ’a  disease  organism  to  the  point  where  it  is 
noninfective. 

I'he  leprosy  bacillus,  discoveied  iii  1874,  was  one 
of  the  last  agents  associated  with  a worldwide  di- 
sease to  remain  uncultured.  Leprosy  probably 
.illlicts  about  10  million  jjcople  in  the  world. 

A disease  that  remains  largely  cloaked  in  mystery 
is  human  leukemia.  More  than  any  other  cancer, 
\ iruses  seem  implicated  in  its  cause  and  yet  ]Moof 
of  :i  viral  etiolcjgy  is  still  lacking.  Heredity  some- 
times seems  to  play  a role,  too:  leukemia  is  some- 
times observed  to  “run”  in  families.  V'iruses  are  the 
proven  cause  of  some  animal  leukemias. 

lu  1005,  for  the  first  time,  a cancer-causing  agent 
that  may  be  a virus  appeared  to  have  been  impli- 
cated in  the  production  of  human  leukemia. 
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Presumptive  evidence  of  the  agent  was  found  in 
a lamily  where  an  abnormal  chromosome  (known 
as  the  Philadelphia  chromosome)  was  detected  in: 
(I)  a grandfather  who  recently  died  of  chronic 
myelogenous  leukemia;  (2)  his  daughter,  and  {$) 
two  grandchildren.  Neither  the  daughter  nor 
grandchildren  have  the  clisetise  but  chronic  myelo- 
genoiis  leukemia  is  believed  to  have  claimed  the 
lives  (jf  the  dead  man's  father,  brother,  sister  and 
a nephew.  ! 

Ghromosomes  ;ne  the  X :nul  Y-shaped  cellular  j 
bodies  that  carry  the  genes  of  heredity.  The  Phila-  | 
delphia  chromosome,  seen  only  in  jrersons  with 
chronic  myelogenous  leukemia,  is  an  abnormal  | 
body  with  part  of  one  aim  missing. 

A nongenetic,  transmissible  tigent  — perhaps  a 
virus  — may  be  resjjousible  for  the  abnornal 
chromosome  in  this  family,  according  to  the  in-  j 
\estigator  who  reported  the  work,  Kurt  Hirschhorn,  i 
M.D.,  assistant  professor  of  medicine  at  New  York  ' 
Ibiiversity  Medical  Genter.  : 

\\’hy  does  Dr.  Hirschhorn  believe  that  a virus  or 
similar  agent  is  operating  in  this  family  rather  than  : 
some  genetic  factor?  ; 

According  to  his  explanation: 

Ghromosome  analyses  were  made  of  members  of 
the  family  after  the  high  familial  incidence  of 
chronic  myelogenous  leukemia  cvas  noted  by  Leo 
^Veiner,  M.D.,  Bronx  Veterans  .\dministrationij 
Hospital.  Virtually  all  the  white  blood  cells  in  the 
grandfather’s  bone  marrow  (where  blood  cells  are 
produced)  carried  the  Philadelphia  chromosomei 
although  the  abnormal  chromosome  was  absent  inli| 
other  cells.  Iir  the  healthy  daughter  and  two 
healthy  grandchildren  the  Philadelphia  chromo- 
some was  found  in  only  10  tea  15  per  cent  of  thei 
white  blood  cells— a percentage  one  would  ncjt  ex-' 
])ect  to  find  if  development  of  the  Philadelphia  ‘ 
chromosome  was  genetically  determined. 

What  apjjears  to  have  been  transmitted  from 
parent  to  offspring  was  a nongenetic  tendency  fon| 
the  abnormal  chromosome  to  occur.  Dr.  Hirsch-  i 
horn  pointed  out  that:  (1)  the  Philadelphia  ab- , 
normality  is  apparently  caused  by  deletion  of  one  | 
aim  of  the  chromosome,  and  certain  viruses  are  j 
known  to  cause  chromosomal  aberrations  in  tissue 
culture;  and,  (2)  transmission  of  leukemia  virus  is  | 
known  to  occur  between  female  mice  and  their  off- i 
spring.  ' 

Whether  the  healthy  daughter  and  grandchildren  ^ 
will  eventually  develop  chronic  myelogenous  leu- i 
kemia  is  a cpiestion  that  will  be  answered  only ' 
with  time— jierhaps  30  years— since  the  disease 
characteristically  has  a late  onset.  Whether  or  not, 
the  disease  develojis,  said  Dr.  Hirschhorn,  may  cle- ' 
pend  upon  the  ability  of  each  person’s  body  to 
maintain  an  internal  environment  hostile  to  cells 
containing  the  abnormal  chromosome. 
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A new  anti-rabies  virus  vaccine  cultured  in 
human  cells  in  tissue  culture  was  continuing  under 
development  during  1965.  Scientists  at  Wistar  In- 
stitute, Philadelphia,  have  been  conducting  animal 
experiments  with  the  vaccine  for  about  three  years. 
High  levels  of  rabies  antibody  and  excellent  pro- 
tection against  rabies  virus  have  been  obtained  in 
mice,  guinea  pigs,  dogs  and  monkeys.  Both  live  and 
killed-virus  vaccines  have  been  tested. 

In  animals,  only  one  to  three  inoculations  of  the 
live-virus  vaccine  have  been  necessary  to  produce 
immunization  against  rabies.  In  many  animals,  a 
good  antibody  level  was  obtained  within  seven 
days. 

rabies  vaccine  that  achieved  the  same  results 
in  human  beings  would  be  a boon  to  rabies  vic- 
tims, who  at  present  are  subjected  to  a series  of  at 
least  14  daily  injections  of  vaccine. 

The  practicality  of  hypnotizing  persons  via  tele- 
vision was  demonstrated  by  two  phychiatrists  at  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons. Warning  of  the  dangers  of  the  technique  in 
the  hands  of  unscrupulous  operators,  they  said  the 
experiment  emphasized  the  need  to  maintain  safe- 
guards and  control  over  persons  having  access  to 
public  broadcasting  systems. 

Investigators  Herbert  Spiegel,  M.D.,  and  James 
H.  Ryan,  M.D.,  reported  on  the  work  in  June  at 
the  Annual  Convention  of  the  American  Medical 
Association. 

The  experiment,  they  said,  was  carried  out  with 
the  voluntary  cooperation  of  two  subjects  who 
were  known  from  previous  experience  to  be  hypno- 
tizable.  In  each  case,  the  subject  was  seated  in  an 
empty  room  with  a television  receiver.  While  medi- 
cal monitors  watched  through  an  observation  sys- 
tem, the  hypnotist’s  image  appeared  on  the  screen, 
spoke  to  the  subject,  and  made  hypnotic  signals. 

The  induction  of  a trance  and  the  implantation 
of  a post-hypnotic  paralysis  in  Ijoth  subjects  was 
taken  as  evidence  that  the  experiment  succeeded  in 
proving  the  possibility  of  hypnosis  via  television. 

The  Food  and  Drug  Administration,  upon  the 
recommendation  of  physicians,  proposed  tighter 
restrictions  on  the  non-prescription  use  of  vitamin 
D. 

Vitamin  D is  one  of  the  fat-soluble  vitamins, 
which,  unlike  the  water  soluble,  can  be  stored  in 
the  body.  Thus,  a continuous  high  intake  of  vita- 
min D might  result  in  an  oversupply  and  possible 
bodily  harm.  Some  medical  investigators  have 
linked  excessive  vitamin  D to  hypercalcemia,  an  ex- 
cess of  calcium  in  the  blood  which  in  its  severe 
form  may  produce  abnormal  changes  in  tissues.  In 
certain  diseases  a high  intake  of  vitamin  D may 
be  prescribed  by  a doctor;  the  FDA  proposal  is 
aimed  at  reducing  vitamin  D intake  through  “forti- 


hed”  foods  and  self-dosage  with  vitamin  supple- 
ments. 

Advisory  committees  of  the  American  Medical 
Association  and  American  Academy  of  l^edia tries 
told  the  FDA  that,  while  there  is  no  positive  dem- 
onstration of  a cause-and-effect  relationship  of  vita- 
min D to  hypercalcemia,  there  should  be  restric- 
tions on  vitamin  D made  available  to  the  public 
through  sujjplemental  foods  or  vitamin  prepara- 
tions. Both  committees  pointed  out  that  an  exces- 
sive intake  of  vitamin  D,  even  if  not  harmful,  is 
certainly  of  no  value.  The  recommended  daily  in- 
take of  vitamin  D for  healthy  adidts  is  400  inter- 
national units,  which  is  normally  supplied  in  a 
good  diet. 

The  laboratories  of  an  imjrortant  new  research 
facility  opened  for  business  with  the  dedication  of 
the  Institute  for  Biomedical  Research  of  the 
American  Medical  Association  Education  and  Re- 
search Foundation. 

The  purpose  of  the  Institute  is  to  provide  a 
privately  supported  basic  research  facility  of  excel- 
lence in  which  the  investigator-members  may  de- 
vote their  interests  to  work  without  any  other 
duties  except  as  they  may  elect.  As  such,  the  Insti- 
tute is  a manifestation  of  the  recognition,  interest 
and  support  given  to  basic  research  by  the  Ameri- 
can physician. 

Recognizing  that  biology  is  the  study  of  the  life 
processes,  and  that  diseases  are  aberrations  of  these 
processes,  the  Intstitute  is  devoted  to  the  support 
of  fundamental  incpiiry  into  the  life  processes  on 
all  basic  levels.  It  does  not  focus  attention  on 
disease-oriented  programs  except  to  aid  the  indi- 
vidual scientist  in  research.  The  Institute  under- 
takes no  dictated  research  activities  or  applied  re- 
search. A typical  area  of  Institute  interest  is 
molecular  biology,  including  experimental  ecology, 
biochemical  genetics,  and  antibody  synthesis. 

Director  of  the  Institute  is  Roy  E.  Ritts,  Jr., 
M.D.  Investigators  appointed  to  the  Institute  as  of 
November  1 are  Howard  A.  Schneider,  Ph.D.,; 
Clyde  R.  Goodheart,  M.D.;  Dan  W.  Urry,  Ph.D.; 
and  John  J.  Cebra,  Ph.D.  George  R Collins  is  direc- 
tor of  the  Intstitute’s  Animal  Research  Eacility 

Dr.  Schneider  will  continue  to  work  with  a di- 
sease resistance  factor,  which  he  calls  pacifarin, 
found  as  a contaminant  in  certain  foods.  Twenty 
years  of  investigation  have  convinced  Dr.  Schneider 
that  the  pacifarin  compounds  are  in  reality  a group 
of  previously  unknown  entities  that  may  be  among 
the  most  potent  disease  inhibitors  ever  found. 

Even  a microscopic  amount  of  a pacifarin  ex- 
tracted from  wheat  or  dried  egg  white  will  protect 
mice  against  infection  by  mouse  typhoid  bacteria. 
Although  mouse  typhoid  is  the  only  disease  for 
which  a pacifarin  has  been  found,  Dr.  Schneider 


Volume  30,  No.  1 


63 


believes  that  there  are  other  paeilarins  tapal)le  ol 
preventing  other  diseases. 

I’he  American  Medical  .Vssotiation  also  moved 
in  1965  to  implement  its  first  statement  on  ]K)pn- 
laiion  control  since  1938.  In  late  I9(i4  the  .\M.\ 
House  of  Delegates  adopted  a position  that  “the 
prescription  ol  child-sitacing  measures  shoidd  be 
made  availaltle  to  all  patients  who  retjuire  them, 
(onsistent  with  their  creed  and  mores,  whether  they 
obtain  their  medical  care  throukh  private  physi- 
cians or  tax  or  community-supported  health  serv- 
ices.” 

The  previous  AM.\  statement  said  such  measures 
should  he  given  “only  in  dispensaries,  clinics  and 
similar  establishments  licensed  to  treat  the  sick  and 
under  medical  control.” 

d'he  new  policy  statement  says  that  the  sidjject 
ol  reproduction  and  hirth  control  is  a matter  ol 
responsible  medical  practice  as  well  as  resjtonsible 
parenthood.  It  urges  the  medical  profession  to  ac- 
cept a major  responsibility  in  matters  related  to 
human  reproduction  as  they  affect  the  total  popu- 
lation and  the  individual  family.  Doctors  are  told 
they  must  be  prepared  to  provide  adequate  counsel 
and  guidance  when  the  needs  of  the  patient  re- 
(ptire  it.  A manifestation  ol  the  new'  policy  ap- 
peared in  the  Journal  of  the  .AMA  in  October, 
1965,  in  the  form  of  a medical  evaluation  of  all 
know'll  contracejitive  methods.  Prepared  by  jihysi- 
cians  and  adopted  by  the  AMA  Committee  on 
Human  Reproduction,  the  evaluation  of  contraceji- 
tive methods  w'as  designed  to  aid  the  jihysician  in 
jiatient  counseling. 

A major  addition  to  adverse  drug  reaction  rejiort- 
ing  jirograms  was  set  uji  through  coojieration  of 
the  .American  Medical  Association,  Pharmaceutical 
Manufacturers  Association,  and  the  Food  and  Drug 
.Administration. 

The  Registry  of  Tissue  Reactions  to  Drugs  w'as 
established  within  the  Armed  Forces  Institute  of 
Pathology  in  Washington,  D.  C.  Its  jiurjiose  is  to 
obtain  autojisy  or  biopsy  material  from  jiatients 
with  susjiected  drug  reactions.  Examination  of  the 
material  is  carried  out  by  a resident  jiathologist  and 
considtants  in  jiathology  and  toxicology,  after 
w'hich  the  material  is  stored  h r jiossible  future  re- 
search. Results  of  tissue  studies  are  sent  to  local 
jiathologists  w’ho  furnished  the  study  material. 
Each  of  the  three  sjionsoring  organ  i/at  ions  receive 
monthly  summary  rejiorts. 

I'he  Tissue  Registry  augments  existing  drug  re- 
action rejiorting  programs  maintained  by  the  AMA 
and  EDA,  and  jnovides  an  oji|iortunity  for  more 
definitive  study  of  reactions  in  individual  jiersons. 
File  unique  coojierative  effort  involved  in  setting 
up  the  Tissue  Registry  is  the  first  between  major 
drug  manufacturing,  drug  jirescribing,  and  drug 
regulating  bodies. 


Medical  and  jiidilic  health  organizations  ojiened 
a cainjiaign  against  venereal  disease,  noting  that 
VI)  is  now'  the  Number  One  communicable  disease 
jirobleni  in  the  United  States.  \'D  has  been  on  the 
increase  esjiecially  among  young  men  and  women, 
tlie  American  Medical  .Association  said  in  ojiening 
its  camjiaign. 

Part  of  the  jiroblem  is  due  to  comjilacency  about 
\'D  which  develojjed  after  4\'orld  War  II;  because 
jienicillin  jiroved  effective  in  knocking  out  most 
cases  quickly,  it  w'as  assumed  by  many  jiersons  that 
veneieal  disea.se  w'ould  soon  be  wijied  out  alto- 
gether. 

Comjilacency  w'as  shattered  by:  (I)  an  increa.se 
in  penicillin-resistant  strains  of  certain  \d)  organ- 
isms; and,  (2)  a rising  \'D  rate,  esjiecially  among 
teen-agers,  w'ho  often  do  not  seek  treatment  out  of 
ignorance  or  fear  of  exjiosure. 

Ehe  AMA  camjiaign  consists  jiriniarily  of  re- 
alerting the  jiublic  and  the  medical  |irofession  to 
the  hazard  of  VD. 

Only  July  30,  President  Johnson  signed  H.R. 
()675,  the  medicare  bill,  into  law.  The  .|6.5  billion 
jirogram  to  jirovide  hosjiital  insurance  and  health 
care  to  the  elderly  through  a federalized  .system  w'as 
ajijiroved  by  a 307-116  vote  in  the  House  of  Rejire- 
sentatives  and  a 70-24  vote  in  the  Senate.  Medicare 
becomes  effective  Jidy  1,  1966. 

Officials  of  the  .American  Medical  A.ssociation, 
which  had  ojijiosed  such  legislation,  met  w'ith  the 
President  and  officials  of  the  federal  Dejiartment  of 
Health,  Etlucation  and  Welfare  to  discuss  the  de- 
velojiment  of  rules  and  regulations. 

One  jnovision  of  the  medicare  bill  to  which  the 
AM.A  and  other  medical  organizations  strongly  ob- 
jected W'as  the  jirojjosed  inclusion  of  the  jirofes- 
sional  services  of  radiologists,  anesthesiologists, 
Jiathologists  and  jihysiatrists  under  the  hosjiitaliza- 
tion  jjortion  of  the  legislation.  The  final  version  of 
the  bill,  agreed  ujxm  after  a House-Senate  confer- 
ence, did  not  include  the  four  sjiecialties  under  the 
hosjiital  (are  section. 

Early  in  the  year,  the  President’s  Commission  on 
Heart  Disea.se,  Cancer  and  Stroke,  a panel  of  28 
Jiersons  named  by  President  Johnson  in  1964, 
issued  a rejiort  recommending  a nationw'ide  jiro- 
gram to  combat  the  three  diseases. 

.After  Congressional  hearings  and  a conference 
W'ith  officials  of  the  American  Medical  Association, 
legislation  w'as  drafted  and  voted  which  met  some 
of  the  objections  of  the  AMA  and  other  ojijionents 
of  a Jirogram  on  the  scale  envisioned  by  the  Presi- 
dent’s Commission  rejiort. 

'Ehe  recommendation  of  the  rejioi  t covered 
medical  research,  education  and  jnactice,  and  con- 
temjilated  sjiending  .|3  billion  in  five  years,  jilus 
an  undetermined  amount  in  state  and  other  sjiend- 
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ing.  The  key  recommendation,  accounting  for 
more  than  half  the  $3  billion,  was  for  creation  of 
a national  network  of  centers  for  patient  care,  re- 
search and  teaching  in  the  three  disease  areas.  The 
AMA  said  such  a program  could  w'eaken  the  pres- 
ent structure  of  medicine  through  over  emphasis  on 
certain  diseases  and  certain  segments  of  medical  re- 
search and  medical-health  care. 

The  bill  finally  voted  by  Congress  and  signed  by 
the  President  reduced  the  program  in  scope  and 
categorical  emphasis,  approving  the  spending  of 
.S3-10  million  over  three  years. 

It  provides  grants  to  set  up  regional  cooperative 
arrangements  among  medical  schools,  research  in- 
stitutions and  hospitals  for  research  and  training 
and  for  related  demonstrations  of  patient  care  in 


the  fields  of  heart  disease,  cancer,  stroke  and  related 
diseases. 

The  program  is  to  be  carried  out  “in  cooperation 
with  practicing  physicians,  medical  center  officials, 
hospital  administiators,  and  representatives  from 
appropriate  voluntary  health  agencies.” 

Federal  grants  are  limited  to  planning  activities, 
feasibility  studies,  and  remodeling  and  renovation 
of  buildings  and  replacement  of  obsolete  equip- 
ment. No  new  construction  is  allowed. 

Aim  of  the  legislation,  according  to  the  Admin- 
istration, is  to  afford  the  medical  profession  and 
medical  institutions  the  opportunity  of  making 
available  to  their  patients  the  latest  advances  in  the 
diagnosis  and  treatment  of  heart  disease,  cancer, 
stroke  and  related  diseases. 


Reprinted  from  the  American  Medical  Association. 


CONNECTICUT  65  PLAN  TO  TERMINATE  PRESENT  COVERAGE  FOR  ELDERLY 

{Thanking  the  Society  for  its  “assistance  in  originating  Connecticut  65,”  Mr.  William  N.  Seery, 
Chairman  of  the  plan’s  Executive  Committee,  asks  that  “sincere  appreciation  be  pa.ssed  along”  to 
the  members  of  the  Society  for  their  cooperation  during  the  past  four  years.) 

Connecticut  65,  the  pioneer  plan  to  provide  major  medical  health  insurance  protection  for  elder- 
ly residents  of  Connecticut,  will  terminate  its  coverage  }uly  1,  1966,  the  date  on  which  the  federal 
Medicare  program  becomes  effective. 

In  a letter  to  each  of  the  27,000  subscribers  to  the  plan  William  N.  Seery,  Cdiairman  of  tlie 
Associated  Connecticut  Health  Insurance  Companies  which  underwrite  Connecticut  65,  pointed 
out  that  on  that  date  the  purpose  for  which  Connecticut  65  was  established  will  no  longer  exist. 
Many  of  the  expenses  covered  under  the  Connecticut  65  plan  will  be  covered  under  the  provisions 
of  the  federal  program. 

“Some  of  our  subscribers— spouses  of  subscribers  65  years  of  age  or  over— are  under  65,”  Mr. 
Seery  pointed  out.  “Medicare  benefits  will  not  be  available  to  them  until  they  become  65.  However, 
provision  will  be  made  to  offer  coverage  for  all  those  in  this  category,  and  details  will  be  released 
in  the  near  future.” 

The  letter  to  the  subscribers  urges  them  to  continue  their  Connecticut  65  coverage  until  July  1, 
1966  “right  up  to  the  hour  when  Medicare  begins.” 

While  Connecticut  65  will  terminate  its  coverage  on  July  1,  it  will  continue  to  stay  in  business 
after  that  date  to  pay  outstanding  claims,  in  accordance  with  the  provisions  of  the  policy,  for  cov- 
ered expenses  incurred  as  a result  of  an  accident  or  illne.ss  occurring  prior  to  July  I,  1966. 

Connecticut  65  started  on  October  I,  1961.  Since  that  lime  more  than  70,000  checks,  totalling 
more  than  $12,000,000,  have  been  issued  to  help  Connecticut  residents  over  65  meet  the  costs  of 
.severe  illne.sses  or  accidents.  Over  42,000  persons  have  been  enrolled  in  the  program. 

Mr.  Seery  said,  “Up  to  the  time  that  Connecticut  65  was  organized  it  was  difficult,  if  not  im- 
possible, for  elderly  persons  to  get  major  medical  insurance  without  medical  or  physical  examin- 
ations. Companies  had  to  explore  a whole  new  and  untested  area  of  health  insurance  and  initiate 
legislation  to  permit  the  companies  to  join  together  to  offer  the  plan.” 

He  points  out  that  the  Connecticut  plan  became  a model  for  many  similar  plans  in  other  areas 
of  the  country. 
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REPORT  ON  DISASTER  MEDICAL  CASE 


(Oil  Novcnilier  17,  19(15,  ihc  Council  voted  to  publish  the  following  report  in  the  Journal 

for  the  information  of  physicians.) 


With  the  permission  of  the  (iouncil  ol  I he  Con- 
nectient  Slate  Medical  Society  1 altencletl  the 
meeting  of  the  O C 1)  Regions  1 and  2 of  the  Com- 
mittee on  Disaster  Medical  Care  of  the  Ciouncil  on 
Xational  Security,  American  Medical  Association, 
riie  meeting  was  held  in  Washhigton,  I).  C.  on 
.\ugusl  7 and  8,  19(15.  I'he  purpo.se  of  (his  confer- 
ence was  to  jiromoie  and  assist  in  the  development 
of  stale  and  local  programs  of  medical  preparedness 
for  disaster. 

Slates  from  the  eastern  seaboard  were  repre.sented 
at  the  meeting.  I'hese  states  were  Connecticut, 
Pennsylvania,  District  of  Columbia,  Maryland, 
.M  aine,  Ma.ssachusetts,  New  Hampshire,  New  Jer- 
sey, New  York,  Ohio,  Rhode  Island,  Vermont, 
\'irginia,  W'est  Virginia,  and  Delaware.  Progress 
reports  were  given  by  a representative  from  each 
of  these  stales  concerning  the  various  activities  of 
the  represented  states.  Most  of  the  rejiorls  dealt 
with  blood  banks  and  their  functions  in  disaster, 
stock  piling  of  snjjplies,  and  courses  on  mass 
casually  care.  Several  of  the  states,  namely  Maine, 
New  Jersey  and  Connecticut  have  already  begun 
an  inler-hosihtal  intra-state  radio  network.  In 
.Maine  this  netwoi  k is  now  incorporated  into  the 
State  Police  laclio  network. 

The  role  ol  the  Military  in  Distaster  Planning  and 
Operations  was  cli.scussetl  by  Dr.  Shirley  Biss.  He 
stated  that  civil  defense  is  a civilian  responsibility. 
There  are  civil  defense  coordinating  boards  at 
eight  regional  levels.  Coordinated  jilanning  and 
supply  should  be  clone  by  the  military  under  the 
direction  of  the  adjutant  general  of  each  slate.  If 
mobilization  should  take  place  the  Army  would 
provide  advice  and  help  to  civil  defense.  Dr.  Biss 
stated  that  there  is  a two  hundred  bed  hospital  in 
rupper  Lake,  New  York  which  is  used  by  the  .Army 
for  e.xercising  and  training  of  reserve  units  in  civil 
defense. 

rite  .Army  .Medical  Plan  notes  a preposition  of 
war  reserve  stocks  in  the  following  categories:  1. 
Material  for  collecting  blood.  2.  Material  for  treat- 
ment of  fallout  in  water  and  for  pre.serving  water 
sujjplies.  ,S.  Supplies  of  cots  and  beds,  etc.  1.  Shel- 
ters. 

Dr.  Biss  stated  that  the  Navy  planning  was 
directed  to  a war  created  disaster,  and  the  Navy 
would  coordinate  its  activities  with  all  other  .ser- 
vices. Wherever  Navy  activity  is  pre.sent,  a disaster 
control  team  is  a jiarl  of  that  activity. 


Mr.  Arnold  H.  Dodge  of  the  U.  S.  Public  Health 
Sercice  mentioned  the  fact  that  the  budget  for  the 
Division  of  Health  Mobilization  was  zero.  How- 
ever, Funds  were  available  Irom  other  sources. 

Discussion  of  the  Packaged  Hospitals  for  civil 
defense  revealed  that  training  units  were  now  made 
so  that  the  entire  unit  weighed  8,000  lbs.,  was  more 
easily  moved,  and  unpacked.  'Lhis  unit  contained 
training  kits,  films,  and  expendable  supplies. 

Col.  L.  J.  Hackett,  Jr.,  MC.  U.S,\,  Medical  Ad- 
visor, from  the  office  of  the  Secretary  of  .Army,  dis- 
cussed civil  defense  and  stated  that  martial  law 
is  not  acceptable  as  a base  for  planning.  Fhere  are 
now  550  task  forces  mobilized  for  civil  defense.  He 
stated  also  that  development  of  defense  jtlans  at 
state  level  is  moving  well.  He  said  that  manage- 
ment of  key  resources  in  disaster  is  at  federal,  state, 
and  local  levels.  The  resources  plan  is  being 
brought  up  to  date  and  that  the  Health  Resc:mrces 
.Advisory  Committee  is  being  revised.  There  are 
thirty-four  million  shelter  areas  available  but  he 
did  not  state  how  well  they  were  supplied. 

The  California  Flood  Disaster  of  December, 
1964,  and  January,  1965,  was  discussed  by  Dr. 
^Yayne  P.  Chesbro.  He  stated  that  no  typroid  vac- 
cine was  available,  but  that  tetanus  boosters  were 
given.  He  emjdiasized  that  a mobile  disaster  unit 
should  be  available  during  a disaster.  They  had 
great  difficulty  procuring  physicians  to  go  to  the 
disaster  area  to  take  care  of  the  injured  and  ill. 
Dr.  Chesbro  stated  that  at  the  command  jiost  level 
there  was  a lack  of  knowledge  of  the  true  disaster 
problems.  He  noted  especially  that  personnel  have 
to  be  cognizant  of  daily  progress  and  a fog  and 
accurate  statistics  should  be  kept.  Roster  of  physi- 
cians for  emergency  services  should  be  kept  and 
that  this  roster  could  be  used  for  interstate  emer- 
gencies. 

Col.  John  FI.  7'renhohn  of  U.S.  .Air  Force  spoke 
on  a MUST  Hcjspital  Unit  which  is  a new  type  of 
mobile  hospital  unit,  and  showed  slides  illustrating 
this. 

Ihe  MEND  Program  was  also  discussed.  It  was  'i 
stated  that  the  federal  government  will  give  teach-  j 
ing  grants  to  schools  for  MEND.  It  was  noted  that  J 
medical  schools  with  a MEND  Program  were  carry-  ^ 
ing  out  disaster  drills  which  in  some  schools  in-  i 
dueled  the  first  year  student. 

.A  panel  consisting  of  a state  health  officer,  county 
health  officer,  a local  physician  and  nur.se  di.scussed  ' 
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drills  and  medical  emergency  preparedness.  This 
panel  stated  that  student  nurses  should  be  required 
to  participate  in  hospital  disaster  drills  and  in  this 
Cray  should  be  prepared  lor  an  emergency.  The  role 
of  the  county  health  officer  was  discussed,  aud  it  was 
felt  that  he  should  report  to  the  State  Health  De- 
partment in  event  of  a disaster.  A local  physician 
presented  his  views  on  the  work  of  an  Emergency 
Disaster  Unit  organized  in  ^Vashington,  D.  C., 
sponsored  by  the  District  of  Columbia  Medical 
Society  and  controlled  by  it.  The  participating 
physicians  in  the  unit  carry  a trunk  full  of  equip- 
ment including  respirators,  bandages,  surgical  in- 
struments, and  drugs.  The  entire  panel  agreed  that 
the  private  physician  does  not  participate  sufficient- 
ly in  disaster  drills  and  medicine.  I’he  doctois 
should  be  made  more  aware  that  they  have  a defi- 
nite role  in  disaster  medicine. 

Dr.  Francis  C.  Jackson  summarized  by  saying 
that  many  natural  disasters  such  as  fires,  floods, 
tornados,  or  explosions  are  a daily  threat  to  our 
way  of  living.  Prysicians  should  be  trained  in  meet- 
ing a disaster  as  the  people  in  a community  look  to 
the  physician  to  take  care  of  their  emergency 
medical  needs,  and  have  a right  to  expect  the 
doctor  to  be  jtrepared. 

Respectfully  sidjinitted, 

John  Shoukimas,  m.d. 


MARK  YOUR  CALENDAR  - 

174th  Annual  Meeting 

CONNECTICUT  STATE 
MEDICAL  SOCIETY 

April  26,  27,  28,  1966 

STATLER-HILTON  HOTEL 
Hartford,  Connecticut 

- PLAN  NOW  AND  SAVE  THE  DATES 


AROUND  THE  STATE 


Graduate  Summer  Session  Of  Statistics 
In  The  Health  Sciences 

The  Department  of  Epidemiology  and  Public 
Health,  Yale  University  School  of  Medicine,  is  the 
host  institution  for  the  ninth  cooperative  (Graduate 
Summer  Session  of  Statistics  in  the  Health  Sciences, 
to  be  held  from  June  27  to  August  5,  1966. 

The  Summer  Session,  under  a grant  from  the 
National  Institutes  of  Health,  is  offering  courses 
at  nearly  every  academic  and  experience  level.  It 
is  designed  to  meet  some  of  the  educational  aiul 
training  needs  of  men  and  women  engaged  in  work 
in  health  and  health-related  agencies,  and  those 
preparing  themselves  for  such  work. 

The  courses  and  instructors  for  the  1966  Summer 
Session  are:  Statistical  Methods  in  Pidtlic  Health, 
Hugo  Muench,  Jr.  (emeritus,  Harvard);  Health 
Data  as  Research  Resources,  Robert  Patton  (N.  Y. 
State  Dept.  Mental  Hygiene,  Albany);  Biostatistics 
in  the  Health  Sciences,  Theodore  Colton  (Har- 
vard); Demographic  Methods  in  Public  Health, 
Helen  Abbey  (Johns  Hopkins)  ; Statistical  Meth- 
ods in  Epidemiology,  Johannes  Ipsen  (Univ. 
Penna.);  Sampling  Techniques  in  the  Health  Sci- 
ences, Donovan  Thompson  (Univ.  Pittsburgh)  ; 
Statistical  Methods  of  Biological  Assay,  C.  Pliilip 
Cox  (Iowa  State);  Advanced  Biostatistics  in  the 
Health  Sciences,  Richard  McHugh  (Univ.  Minn.); 
Biomathematics,  Malcolm  Turner,  Emory  Univ.); 
Stochastic  Processes  in  Biostatistics  and  Epidemi- 
ology  (C.  L.  Chiang,  U.  Calif.,  Berkeley);  Mathe- 
matical Methods  of  Statstics,  Robert  Elston  (Univ. 
North  Carolina);  Application  of  Computers  in  the 
Health  Sciences,  Arthur  Littell  (Western  Reserve). 

A seminar  series  will  be  presented  by  Professor 
William  Cochran,  Harvard  University,  on  “The 
Planning  and  Analysis  of  Non-Experimental 
Studies.” 

(Anyone  interested  in  obtaining  further  infor- 
mation about  this  program  may  do  so  by  writing  to 
Professor  Colin  White,  Dept,  of  Epidemiology  and 
Public  Health,  Yale  University,  New  Haven,  Conn.) 
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MAJOR  MEDICAL  EXPENSE  PLAN 


DON’T 
TURN  YOUR 
BACK  ON  ^ 
OLD 

FRIENDSH 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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Letters  To  The  Editor 


To  The  Editor: 

I note  that  tlie  \Vonian's  Aiixiliaiy  uses  on  its  seal  the 
Staff  of  Hermes. 

Doctors  use  the  Staff  of  Aesculapius. 

^^'ith  whom  are  the  wives  fighting? 

Micii.MiL  S.  Shea,  m.d. 

\ew  Haven.  Connecticut 

To  which  Mrs.  Richards  replies: 

To  The  Editor: 

In  defense  of  the  use  of  the  Staff  of  Hermes  by  the 
Woman’s  Auxiliary  to  the  Connecticut  State  Medical  .Society: 
Dear  Doctor: 

Ihe  “wives”  woiddn't  think  of  lighting  with  the  doctors, 
.^fter  all,  the  Auxiliary  exists  only  because  the  members  are 
wives  of  the  doctors.  As  an  Auxiliary  we  hope  to  be  aides  to 
our  doctors,  but  it  would  be  highly  presumptuous  of  us  to 
assume  the  rights  of  the  doctors  by  using  their  “Staff  of 
Aesculapius”  to  which  they  are  entitled  after  years  of  study 
and  hard  work. 

The  Auxiliary  to  the  American  Medical  Association  uses 
as  their  seal  the  right  side  only  of  the  Stall  of  Hermes  or 
Caducens— “the  better  half  on  the  right  side.” 

The  pin  and  seal  of  the  Auxiliary  to  the  CSMS  was  de- 
signed by  one  of  the  Auxiliary  members  after  consulting 
Webster’s  dictionary  and  finding  that  the  wand  of  Hermes 
or  Mercury,  the  messenger  of  the  Gods,  is  used  as  a symbol 
of  the  medical  profession  by  a number  of  medical  groups 
including  the  United  States  Public  Health  Service,  the  Medi- 
cal Corps  of  the  United  States  Army,  various  hospitals  and 
drug  companies,  the  American  Cancer  Society,  and  a num- 
ber of  national  medical  fraternities.  'Phe  two  symbols  seem  to 
be  in  use  so  commonly  that  she  chose  the  one  that  lent 
itself  best  to  the  design. 

Sincerely, 

Friederike  H.  Richards,  President 
Woman’s  Auxiliary  to  the 
Connecticut  State  Medical  Society 

To  The  Editor: 

I would  like  to  make  a point  of  expressing  my  appreciation 
for  the  fine  cooperation  of  Connecticut  physicians  in  filling 
out  medical  reports  for  patients  applying  for  benefits  under 
the  Social  Security  Disability  program. 

For  the  past  several  years,  I have  been  Chief  Medical  Con- 
sultant of  the  Bureau  of  Disability  Determination,  the  Con- 
necticut agency  that  makes  disability  determinations  for 
Social  Security  locally.  Reviewing  physicians  at  this  agency 
evaluate  a patient’s  claim,  chiefly  on  the  basis  of  the  medical 
information  that  the  treating  physician  submits. 


Nothing  has  been  more  gratifying  to  me  than  the  excellent 
fashion  in  which  Connecticut  physicians  have  responded  to 
our  request  for  reports.  Their  efforts  have  made  it  possible 
for  our  agency  to  do  an  effective  job  of  handling  the  claims 
of  Connecticut  residents. 

As  you  know,  the  Social  Security  Disalnlity  program  jiays 
monthly  benefits  to  disabled  workers  under  age  65  and 
their  dependents.  Families  can  receive  as  much  as  .S309  a 
month.  The  average  beneficiary  with  a long-term  disability 
receives  over  .f  11,000  from  the  program.  Currently,  some 
15,600  Connecticut  residents  are  benefiting  from  the  disability 
program.  These  figures  emphasize  the  economic  importance 
of  the  medical  reports  that  Connecticut  physicians  submit 
on  behalf  of  their  patients. 

But  physicians  participate  in  the  disability  program  in 
other  ways  as  well.  By  advising  a disabled  patient  about  the 
program,  they  help  him  secure  benefits  due  him.  In  fact, 
were  it  not  for  referrals  from  doctors,  a significant  number 
of  tpialified  persons  would  lose  some  or  all  benefits. 

F'urthermore,  physicians  help  motivate  the  patient  to  pur- 
sue the  opportunities  for  rehabilitation  that  the  disability 
]Mogram  offers. 

Finally,  by  serving  on  State  and  national  ailvisory  bodies, 
physicians  help  assure  that  administrative  procedures  are 
oriented  toward  the  needs  of  the  medical  community. 

In  recognition  of  the  many  constructive  roles  that  Con- 
necticut physicians  play  in  the  disability  program,  I offer  my 
compliments.  I only  wish  I could  present  them  personally. 
Fhcy  are  richly  deserved. 

Sincerely, 

Frank  H.  Couch,  M.D. 

Chief  Medical  Consultant 

State  of  Connecticut 

State  Department  of  Education 

Disability  Determination  Fbiit 

33  Garden  Street 

Hartford,  Connecticut  06105 


DOCTOR — Does  your  wife  like  to  read 
the  Auxiliary  news?  Then  be  sure  and  take 
your  copy  home. 
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WOMAN’S  AUXILIARY 

Presidetil 

Mrs.  Willinin  R.  Richard.s,  Haindeii 


President-Elect 

Mis.  John  1).  O'Connell,  West  Hartford 

first  Vice-President 
Mrs.  James  F.  Jones,  Danielson 

Second  Vice-President 
Mrs.  Ralph  T.  Telia,  Stamford 


Recording  Secretary 
M rs.  Nicholas  Creatiiro,  Triimhnll 

Corresponding  Secretary 
■Mrs.  .\nthony  Cipriano,  Hamden 

Treasurer 

.Mrs.  Stephen  A.  Hiilme,  W'est  Hartford 


Mis.  |()hii  llaylrtUf,  Kasleni  Regional  Cihainnan 
for  .\.\i.V-ERK  holds  .State  workshop  willi  Mrs. 
Irving  Krall. 

• \s  the  guest  of  Mrs.  Irving  Krall,  Contieeficnt 
(diainnan  lor  AM.\-ERF,  a workshop  lor  all 
Cotinty  Cihairnien,  yotir  State  Eresident  anti  I’resi- 
dent-Elec'f  was  condtteted  by  Mrs.  Krall  and  .Mrs. 
Baybttfl  at  the  Ttnnhlebrook  Country  (iltih  in 
Bloomfield  on  Enesday,  December  7th. 

-Mrs.  Baybnlt  stressed  that  AM.A-ERE  “is  tneet- 
ing  a need  tlutt  is  mimet  and  is  not  competing  with 
any  local,  statewide,  or  national  programs  lor  loans 
to  medical  students  or  grants  to  Metlical  Schools.” 

Last  year  all  the  state  .Vnxiliaries  raised  |32l,000 
for  the  Natiotial  Auxiliary’s  .\M.\-ERE  ftttul. 

Erotn  the  AM.A-ERE  fund,  ninety-three  medical 
students  from  (Connecticut  received  loans  totaling 
.'ifllLOOO  last  year. 

Ehe  Connecticitt  Auxiliary  contributed  $3,800 
to  the  fund. 

•Money  contributed  to  the  Loan  (iuarantee  Fund 
of  .\,M.\-ERE  is  held  as  a guarantee  for  repayment 
of  loatis.  FCach  dollar  in  the  fund  puts  another 
.$12.50  to  work  in  loans  made  by  a coimnercial 
bank. 

(Contributions  to  the  Eunds  for  Medical  Schools 
program  of  .AM.V-ltRE  are  distributed  annually. 
Money  designated  for  a jtarticular  medical  college 
is  pre.sented  to  the  school  plus  an  ecpial  share  from 
undesignated  funds.  Mrs.  Baybutt  stressed  that 
every  dollar  contributed  to  .\M.\-ERF'  is  used  ex- 
clusively for  its  program,  the  cost  of  adtninistering 
the  program  is  paid  for  totally  by  the  .\.M.\. 

Fhe  many  means  of  futul  raising  were  distiis.sed. 
(.cjid  atid  silver  caduceus  and  state  charms,  brace- 
lets and  other  jewelry  are  available  to  Aitxiliary 
members  through  their  .State  .\M.\-1CRF'  chairntan, 
at  a ccjiisiderable  saving  phts  a generous  profit  to 
the  fund. 

Note  paper  is  offered  from  national  headejuarters 
in  three  colcjrs,  white,  jtink  and  blue  (the  entire 


cost  being  met  by  the  .\M.\)  and  sold  by  coutity 
and  state  AM.\-ERE  chairmen  for  a 100  per  cent 
profit. 

(Christtnas  cards  and  plastic-coated  |)laying  cards 
are  akso  acailable  to  be  .sold  for  the  fund. 

.\nother  fund-raiser  is  u.secl  by  some  .Auxiliaries 
at  Christmas  titne.  Physicians  in  the  local  .society 
are  asked  to  give  up  sending  Chiistmas  cards  to 
one  another  and  instead  dotiate  the  money  .saved 
to  .AM.A-ERF'.  Ehey  are  urged  to  send  a check  in 
the  amount  they  would  orditiarily  speticl  on  (Christ- 
mas cards  to  their  .\uxiliary.  I'he  money  is  tax 
deductable.  Ehe  Auxiliary  in  turn  .sends  a (Christ- 
tnas  card,  listing  the  name  of  till  contributors  to 
every  metlical  society  mendjer  and  Auxiliary  mem- 
ber. Ehe  cost  of  jtrinting  and  mailing  the  card  is 
underwritten  by  the  .Auxiliary  and  the  funds  sent 
to  the  National  .Auxiliary  .AM.A-ERE  fund. 


Voluntary  Health  Conference  Scheduled 

(Changing  relationships  in  the  vohititary  health 
movement  will  be  the  theme  of  a national  invita- 
tional conference  here  F'ebrtiary  16-17,  1966,  spon- 
sored by  the  American  Medical  Association  (Couticil 
on  V'oluntarv  Health  .Agencies. 

Those  invited  include  more  than  300  representa- 
tives of  the  medical  profession,  national  organiza- 
tions, voluntary  health  and  welfare  agencies,  busi- 
ness, labor,  government,  and  education. 

The  conference  will  convene  with  a major  ad- 
dress entitled,  “Elorizons  iti  (Comnuniications  and 
their  .Application  to  Public  .Attitudes,”  following  a 
reception  and  dinner  AVednesday  evening,  February 
16.  Four  general  sessions  and  two  major  acldre.sses 
■will  follow  on  Thur.sday,  Eebrtuiry  17.  The  con- 
ference will  adjoitin  at  1:30  p.m.  that  day.  Registra- 
tion will  begin  at  4 p.m.  A\'ednesday,  February  16, 
at  the  (Continental  Plaza  Hotel. 
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Pinckney  W.  Snelling,  M.D. 

1897-1965 

Ur.  Pinckney  Welch  Snelling  died  in  Hyannis, 
Cape  Cod,  Massachusetts,  October  30,  1965,  after  a 
long  illness.  He  was  68  years  of  age.  He  leaves  his 
wife  Sarah  Johnston  Snelling,  three  daughters,  a 
son,  twelve  grandchildren  and  three  brothers. 


Dr.  Snelling  was  born  in  Athens,  Georgia,  March 
15,  1897.  He  received  his  education  in  Georgia  and 
Preparatory  School  of  Woodbury  Forest  in  Orange, 
Virginia.  He  graduated  from  the  University  of 
Georgia,  1917,  and  Harvard  Medical  School  in 
1921.  He  interned  at  the  Hartford  Hospital,  and  in 
1923  entered  Johns  Hopkins  Hospital  for  his 
residency  in  otolaryngology  under  Dr.  Samuel 
Crow.  In  1924  Johns  Hopkins  sent  him  to  Germany 
to  study  ear  pathology  at  Wurzburg,  Germany.  On 
his  return  he  hnished  his  residency  in  ear,  nose,  and 
throat  specialty.  Until  his  retirement  to  Cape  Cod, 
Dr.  Snelling  was  the  Chief  of  the  Department  of 
Otolaryngology  at  the  Hartford  Hospital  and  con- 
sultant to  several  other  hospitals  in  the  Hartford 
area.  He  was  a member  of  the  Connecticut  State 
Medical  Society,  the  American  Medical  Association, 
a cliplomate  of  the  American  Board  of  Otolaryngol- 
ogy, a member  of  the  American  Rhinologic  Society, 
and  the  New  England  Otolaryngology  Society. 

Dr.  Snelling  was  a keen  and  devoted  physician 
and  a meticulous  surgeon,  devoted  to  his  patients 
and  to  the  Hartford  Hospital.  He  was  an  excellent 
administrator  of  the  Department  of  Otolaryngology, 
and  kept  abreast  of  all  progress  in  his  specialty. 


This  spirit  he  infused  into  his  entire  staff.  He  ar- 
ranged for  two  seminars  of  the  American  Rhin- 
ologic Society  in  Hartford  which  were  attended  by 
men  from  all  over  the  country  and  was  the  recipient 
of  the  Golden  Head  Mirror  award  from  the  Ameri- 
can Rhinologic  Society.  This  was  in  recognition  of 
his  contributions  to  the  furtherance  of  the  science 
of  rhinology. 

We  who  served  with  him  and  under  his  direction 
benefited  from  his  keen  diagnostic  mind  and  his 
enthusiasm  for  the  progress  of  otolaryngology.  Dr. 
Snelling’s  hobby  was  electronics  and  he  was  an 
amateur  radio  operator.  Besides  this,  he  was  es- 
jjecially  skilled  with  tools  and  had  a complete  work- 
shop in  his  home. 

Morris  M.  Mancoll,  m.d. 
and 

Charles  A.  Tucker,  m.d. 


In  Memoriam 


Bodie,  William  J.— Branford;  Georgetown  Uni- 
versity School  of  Medicine,  1929.  Dr.  liodie  was  a 
general  practitioner  in  the  Branford  area  for  34 
years.  He  served  in  the  Navy  during  World  War  I 
and  in  World  War  II  was  a major  in  the  Army, 
serving  as  a transport  surgeon.  He  received  the 
Bronze  Star  medal  and  the  U.S.  Army  Special  Com- 
mendation medal  for  outstanding  service.  Dr.  Bodie 
was  a member  of  the  American  Medical  Association, 
the  Connecticut  State  Medical  Society,  and  the  New 
Haven  County  Medical  Association.  Dr.  Bodie  dietl 
December  21,  at  the  age  of  68. 

Keith,  Albert  R.  — Hartford;  Harvard  Metlical 
School,  1903.  Before  retirement  a few  years  ago. 
Dr.  Keith  was  a surgeon  and  general  practitioner 
in  Hartford  for  more  than  55  years.  He  was  an 
honorary  staff  member  of  the  Hartford  Hospital. 
Dr.  Keith  was  a member  and  past  president  of  the 
Hartford  Medical  Society  and  the  Hartford  Ciounty 
Medical  Association.  He  was  also  a member  of  the 
Connecticut  State  Medical  Society,  the  American 
Medical  Association,  and  the  American  College  of 
Surgeons.  He  was  a founder  and  past  president  of 
the  New  England  Protologic  Society  and  a member 
of  the  American  Protologic  Society.  Dr.  Keith  died 
December  16,  at  the  age  of  90. 
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special  Notices 


HARTFORD  HOSPITAL 

SATURDAY  MORNING  11  O'CLOCK  GUEST  SPEAKERS 
January  8 to  March  26,  1966 

[an.  S— Lewis  Dexter,  M.D.,  Clin,  I’rofcssoi  of  Medicine. 

Harvard— .Sid)ject:  "I’nlmonary  Kmholi.sin.” 

[an.  lH— James  F.  Patterson,  M.D.,  Assoc.  I’rolcssor  ol  .Medi- 
cine, I'lifts— .Subject:  “Skin  l.esions  of  (.1  Disorders." 

[an.  22—Dai'id  Seligson,  M.D.,  Professor  ol  .Medicine  and 
Pathology,  \'ale— Subject:  "(ibemical  Instrunientation— Its 
Contribution  to  Patient  (iare.” 

[an.  29—Itarol(l  X.  H illard,  M.D.,  Director  of  Chionic  ('.are 
and  Rehabilitation,  Tbc  Tbayer  Hospital,  W'aterc  ille, 
•Maine— Std>ject:  “The  Challenge  ot  Continuing  Medical 
Care.” 

Feb.  5—Lazvrencc  K.  Pickett,  M.D.,  Professor  of  Surgery  and 
Pediatrics,  Vale— Subject:  “Surgical  .Aspects  of  Constipation 
in  Children.” 

Feb.  \2—Ceorge  A.  H alf,  Jr.,  M.D.,  Profc'ssor  of  Medicine. 
Fufts;  F.xecutive  Director,  New  F.ngland  Medical  Center— 
Sid)ject:  “Does  the  Xon-l'niversity  Hosjrilal  Ha\e  ,\n\ 
thing  to  Oiler  in  Medical  Fiducation?” 

Feb.  \9—Panl  Dudley  While,  M.D.,  Cjin.  Professor  ol  .Medi 
cine.  Harvard— Subject:  “Fhe  I-ong  Follow-u|>:  Cardiologs 
in  .\fy  Fiine.” 

Feb.  Frank  II.  Walsh,  .H  D.,  Professor  of  Opbihahnologv, 
Johns  Hopkins— Sid)ject:  “ Fhe  Five  and  the  Central  Ner- 
vous System.” 

March  o— Thomas  C.  Hall,  M.D.,  Professor  of  Pathology. 
Harvard— Sidrject:  “Recent  .Advances  in  (.bemothei apy  of 
Cancer.” 

March  12— Charles  F.ekerl,  .M.  D.,  Professor  and  (ihairman. 
Department  of  Surgery,  .Albany— SuhjecI : “Surgerv  of  the 
Bieast:  Radical  or  Simple?” 

March  ]9—.Martiti  Stone,  M.D.,  Profesor  of  Ob  (.\n.  Neu 
Aork  Medical  College— Subject:  10:00  .\.M.— “Inira-rterine 
Devices”;  11:00  .A. M.— “Family  Planning.” 

March  2f>—Hartiuell  G.  Thoml>son,  Jr.,  M.D.,  Piofessor  o< 
Neurology,  I'nicersity  of  West  A irginia  Medical  School- 
Subject:  “ The  F.nigma  of  Multiple  Sclerosis." 

THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
CANCER  FOR  THE  INTERNIST 
February  21-2S,  1966 

Presbyterian-St.  Luke's  Hospital 
17.53  West  (iongress  Parkway,  (Chicago,  Illinois 
affdiated  with 

I'NIA'F.RSl  I V OF  H.l.INOIS  COI.I  FX.K  OF  MF.DICINF. 

Director 

SAMUF.L  (;.  l .AVI.OR,  III,  M l).,  F..\.C.P. 

Fee's:  .A.C.P.  .Members,  .S60;  Nonmendiers,  .Slot) 
Minimal  Registration,  •}();  Maximal  Registration,  12a 
Note:  Registration  forms  and  reeiuests  for  information  are 
to  be  directed  to:  F.dward  C.  Rosenow,  Jr.,  M.D.,  F.xecutive 
Director,  .American  College  of  Physicians,  1200  Pine  Street, 
Philadelphia,  Pennsylvania  19101. 


SU.M.AIARV  OF  COLRSF. 

Fhe  course  will  cover  basic  scientific  and  clinical  aspects 
of  cancer  for  the  internist  in  the  diagnosis  and  treatment 
of  the  cancer  jiatient.  It  will  include  the  mechanism  of 
action  of  radiation  and  chemotherapy,  and  practical  aspects 
of  the  biochemistry  of  growth.  Fhe  role  of  the  surgeon,  the 
])athoIogist,  the  radiotherapist  and  the  biochemist,  together 
with  the  internist  in  the  multiple  disciplinary  management 
of  the  cancer  patient  will  be  presented.  Practical  clinical 
chemotherapy  for  malignant  disease  olleiing  worthwhile 
benefit  will  be  adeciuately  covered. 

ffO  1 KL  .ACCOMMODA  1 IONS 

'Fhe  l.a  .Salle  Hotel,  10  North  La  Salle  Street,  (ihicago, 
Illinois  ()0()02.  Mr.  Don  K.  Miller,  General  Sales  Manager. 
Single  rooms,  .'JIO.OO  to  .‘>18. 00;  twin-bedded  rooms,  .'Jlfi.OO  to 
.S2.5.00. 

AVhen  writing  for  reservations,  please  identify  yourself  with 
the  College  and  with  this  particular  course. 

Note:  Mrs.  Samuel  (L  Faylor,  III,  will  be  glad  to  airange 
entertainment  for  the  wives  of  registrants,  on  a Dutch  1 reat 
basis. 

THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
Presents 

Postgraduate  Course  No.  13 
THE  BIG  HEART 
March  7-11,  1966 

BAYLOR  UNIVF.RSIFV  COLLEGE  OF  MEDICINE 
.Afecting  Place:  .Auditorium,  Baylor  University  College  of 
Medicine,  Houston,  Lexas 

Director:  Raymond  1).  Pruitt,  M.D.,  E.. A.C.P. 

Co-Directors:  James  K.  .Alexander.  M.D.,  E. A.C.P.;  (,. 

AA’illiam  Curd,  M.D.,  E..A.C.P.;  Fidward  W.  Dennis,  M.D.. 
F.  A.C.P. 

Fees:  .A.C.P.  members,  .$60;  Nonmembers,  .$100.  Minimal 
Registration:  75;  .Maximal  Registration:  125. 

Note:  Registration  forms  and  reeiuests  for  information  are 
to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  M.D.,  F'.xec iitive 
Director,  .American  College  of  Physicians,  -1200  Pine  .Street, 
Philadelphia,  Pa.  19101. 

Summary  of  Course:  Four  days  of  this  live-day  course  will 
be  devoted  to  discussion  of  problems  related  to  caitliac 
hypertrephy.  On  tbe  first  day,  consideration  will  be  given  to 
morphologic,  physiologic,  and  biochemical  aspects  of  cardiac 
hypertrophy.  Fhe  second  day  will  be  devoted  to  discussion  of 
clinical  forms  of  cardiac  hypertropby,  the  third  clay  to  ])hysi- 
cal,  roentgenographic  and  eIectrocardiogra|jhic:  considerations 
pertinent  to  the  diagnosis  of  cardiac  hypei  trophy,  and  the 
final  day  to  therapeutic  problems,  both  surgical  and  medical, 
which  derive  from  cardiac  hypertrophy,  f he  fifth  tlav  will  he 
leserved  for  tours  of  the  Texas  Medical  Center. 

Hotel  .Accommodations:  1 he  .Shamrock  Hilton,  Main  at 

Holcombe  Blvd.,  Houston,  Lexas,  77001.  Mr.  Gerald  I. 
Jacobs,  .Sales  Manager.  Single  rooms,  S8.00  to  .$14.00;  twin 
bedded  rooms,  12.00  to  $18.00.  AA'hen  writing  for  reservations, 
please  identify  yourself  with  the  College  and  with  this 
particular  course. 
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INSTITUTE  FOR  PHYSICIANS  IN  INDUSTRY 
March  7-11,  1966 

The  Program  of  Continuation  Education  of  the  Columbia 
University  School  of  Public  Health  and  Administrative  Medi 
cine  announces  the  Ninth  Annual  Institute  for  Physicians  in 
Industry.  The  one  week  course  will  be  held  at  the  Columbia- 
Presbyterian  Medical  Center  complex  in  New  ^■ork  City 
during  the  week  of  March  7-11,  1966. 

The  institute  is  designed  as  an  intensive  refresher  course 
relating  to  those  subject  areas  of  specific  interest  to  physicians 
practicing  in  the  field  of  occupational  medicine.  In  addition, 
several  sessions  will  be  devoted  to  basic  puldic  healtb  sub- 
jects. Physicians  preparing  to  take  specialty  board  examina- 
tions should  find  this  institute  particularly  useful. 

Further  information  and  applications  may  lie  obtained 
from  the  Program  of  Continuation  Education— Public  Healtli, 
Suite  305,  21  Audubon  Avenue,  New  York  32,  New  York. 
Telephone:  (212)  568-4334. 

5TH  NATIONAL  SYMPOSIUM  SCHEDULED 
March  10,  11,  1966 

The  area  of  “Microcirculation”  will  be  the  topic  of  dis- 
cussion at  the  Heart  Association  of  Southeastern  Pennsyl- 
vania’s 5th  National  Symposium  slated  for  Philadelphia's 
Sheraton  Hotel,  March  10  & 11,  1966. 

Co-chairmen  for  this  year’s  symposium  are  William  L. 
Winters,  Jr.,  M.D.,  associate  professor  of  medicine  at  Temple 
University  School  of  Medicine  and  Alfred  N.  Brest,  M.D., 
assistant  professor  of  medicine  at  Hahnemann  Medical  Col- 
lege and  Hospital. 

The  symposium  is  part  of  the  Heart  Association’s  pro- 
fessional education  program,  designed  to  bring  the  latest 
available  information  from  the  research  laboratories  to  the 
practicing  physician. 

Additional  information  may  be  obtained  by  contacting: 
Lyle  L.  Perry,  Heart  Association  of  Southeastern  Penna., 
318  S.  19th  Street,  Philadelphia,  Pennsylvania  19103. 

AMERICAN  CANCER  SOCIETY 

1966  Scientific  Session 

May  11,  1966 

St.  Francis  Hotel,  San  Francisco,  California 

Sessions  are  open  to  all  members  of  the  Medical  and 
Dental  Professions  and  Students.  No  advance  registration  or 
registration  fee. 

Announcement  Of  A Special  Symposium  At 
Yale  University  School  Of  Medicine 
January  18,  1966 

“FAMILY  MEDICAL  CARE  IN  AN  AGE 
OE  SPECIALIZATION’’ 

Moderator:  Dr.  E.  Richard  Weinerman  (New 

Haven) 

Participants:  Dr.  Erederick  C.  Gevalt,  }r.  (Sharon), 

Dr.  John  C.  Leonard  (Hartford),  Dr.  Waldo  E. 

Martin  (Milford),  Dr  Bruce  R.  Valentine  ( Ab- 

ington) . 

a panel  discussion  to  be  held  on 
Tuesday,  January  18,  1966  at  4:30  P.M. 

Mary  S.  Harkness  Memorial  Auditorium 
Yale  University  School  of  Medicine 
333  Cedar  Street,  New  Haven 


New  Volume  On  Cutaneous  Toxicity 

“Cutaneous  Toxicity,’’  symposium  by  Ameri- 
can Medical  Association  and  Society  of  Toxi- 
cology, October  1965,  clothbound,  ,|8;  paper- 
bound,  $6. 

The  effects  of  new  chemicals  on  the  human  skin 
is  the  subject  of  a new  volume  to  be  published  by 
the  American  Medical  Association  in  cooperation 
with  the  Society  of  Toxicology. 

“Cutaneous  Toxicity’’  contains  papers  presented 
at  a recent  symposium  sponsored  by  the  two  groups, 
and  concerned  with  problems  resulting  from 
chemical  contact  with  human  skin. 

Contributors  to  the  symposium  are  experts  from 
many  scientific  disciplines.  Much  of  the  infor- 
mation they  presented  has  not  been  generally 
available  until  publication  of  this  volume.  The 
foreword  is  by  Harry  W.  Hays  of  the  Advisory 
Center  on  Toxicology,  the  National  Academy  of 
Sciences,  and  National  Research  Council. 

The  book  will  be  of  special  value  to  those  inter- 
ested in  the  physiology  of  the  skin  and  cutaneous 
health.  Topics  include  the  nature  of  the  epidermal 
barrier,  the  adequacy  of  existing  skin  treatment 
techniques,  and  the  problem  of  relating  animal 
research  data  to  man. 

The  volume  will  appear  as  a supplement  to 
Toxicology  and  Applied  Pharmacology,  official 
journal  of  the  Society  of  Toxicology. 

Copies  are  available  at  |6,  paperbound,  or  $8, 
clothbound,  from  Academic  Press  Inc.,  1 1 1 Fifth 
Avenue,  New  York,  New  York  10003. 


Doctor's  Office 


Dr.  Richard  M.  Campbell-Jacobs  announces  the 
opening  of  an  office  for  the  practice  of  general 
orthopedic  surgery  at  45  Crescent  Street,  Middle- 
town. 

Dr.  John  H.  Foster,  announces  the  removal  of  his 
office  for  the  practice  of  internal  medicine  to  163 
Grove  Street,  Waterbury. 

Dr.  Kenneth  R.  Kaess,  D.A.B.R.  and  Associates, 
announce  the  opening  of  their  office  for  the  prac- 
tice of  radiology  and  nuclear  medicine  at  1132 
Meriden  Road,  Waterbury. 

Dr.  Thomas  A.  O’Boyle,  announces  the  opening 
of  an  office  for  the  practice  of  pediatrics  at  57 
Union  Street,  Rockville. 

Dr.  Joseph  P.  Shea  and  Dr.  Robert  W.  Berry, 
announce  their  association  with  Dr.  S.  E.  Marrash 
in  the  practice  of  thoracic  and  cardiovascular  sur- 
gery at  2660  Main  Street,  Bridgeport 
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NEW  BOOKS  IN  REVIEW 


APPLIED  HYpyosis  A\D  POSITIV  E SI  <;<;ESTioy. 

In  Medicine,  Dentistry  and  Patient  ('.lire.  George  A. 

I'lett.  M.D.  and  Donald  K.  Peterson,  Editors,  The 

f.'.r.  .Moshy  Go.,  St,  Louis,  Missouri,  /96.T.  Hit  />/<.. 

S8..W. 

Reviewed  by:  LOUIS  H.  NAHUM 

1 here  are  many  Irooks  available  on  the  subject  of  hypnosis. 

Ibis  book  looks  upon  it  as  a useful  extension  of  doctor- 
palient  relation.ship.  It  is  a means  by  wbitb  statements, 
suggestions,  and  “the  doctor's  orders”  are  conveyed  to  the 
patient  so  that  a variety  of  procedures  and  treatment  are 
fiicilitated. 

Hvpnotizability  the  authors  emphasize— the  ability  to  ac- 
cept uncritically  and  act  upon  a verbal  or  non-verbal  sug- 
gestion—is  an  intrinsic  characteristic  of  the  human  mind 
present  in  the  individual  to  a variable  degree  and  operating 
more  or  less  all  the  time.  Because  of  these  features,  hypnosis 
can  be  highly  important  in  the  practice  of  medicine.  Never- 
theless, it  is  generally  ignored  in  the  curricula  of  most  medical 
schools. 

This  volume  throws  sharp  light  on  the  implications  this 
subject  has,  in  the  practice  of  medicine,  dentistry  ;nul  patient 
care.  An  understanding  of  this  technique  by  the  nur.se,  sur- 
geon, anesthetist,  general  practitioner,  psychiatrist,  or  other 
members  of  the  healing  art  team  will  make  hyitnosis  truly 
adjunctive. 

1 he  book  in  its  few  short  jtages,  consisting  of  15  chapters 
is,  lucid,  clearly  written  and  really  a revelation  to  members 
of  the  healing  art.  In  the  introduction  the  groundwork  of  the 
purpose  of  hypnosis  is  laid.  There  is  then  a scholaily  com- 
|)ilation  of  important  names  in  the  history.  There  follow 
nature  of  hypnosis,  theories,  induction,  tcchni(|ues,  and 
speech  as  an  instrument  of  hypnosis,  and  positive  suggestion 
we  all  can  tise  and  do,  in  the  care  of  patients. 

There  follows  chapters  on  antohypnosis,  hypnosis  in 
surgery,  anesthesia,  and  analgesia,  in  dentistry,  in  obstetrics, 
in  psychiatry,  in  habit  control  and  in  children.  In  the  con 
eluding  chapters  we  find  discu.s.sion  of  jdacebos,  amnesia, 
(onvulsive  disorders,  malingering  and  conclusions.  There  is 
a good  bibliography  and  useful  suggested  references. 

It  is  clear  from  the  topics  discus.scd  that  the  atithors  have 
excellently  illustrated  the  wide  application  of  this  subject 
and  its  pertinence  to  itiany  dilferent  kinds  of  medical  and 
even  social  cjuestions.  The  authors  have  succeeded  fully  in 
this  purpose  to  stimulate  the  reader  to  try  hypnotic  tech- 
nitpies  as  an  aid  in  solving  some  of  the  problems  met  in  our 
daily  practice  of  the  healing  art.  It  should  be  emphasized 
however  that  the  technitpie  must  be  learned  thoroughly 
before  its  trial  on  patients  just  as  a gastrectomy  cannot  be 
tried  without  thorough  preparation  and  development  of  skill. 


THE  THYROID  (H..4MD,  loluine  I,  lidunie  2,  Edited 
hy  Rosalind  Pitt-Rirers  and  W . R.  Trotter,  Volume  1, 
Hit  i>p..  Volume  2,  336  Rutteru'orth,  Inc..  Wash- 
ington, D.  C.,  20014,  1964,  $29.30  set. 

Reviewed  by:  ALVIN  BRODLSII 

riie  .specific  )>urposc  of  this  two-voiume  set  is  to  provide 
an  authoritative,  up-to-date  and  convenient  reference  which 
summarizes  current  knowledge  of  the  thyroid  gland.  \'olume 
1 is  printarily  concerned  with  the  structure  and  function  of 
the  normal  gliiiid,  derived  for  the  most  part  from  animal 
experimentation.  \'olume  2 deals  with  naturally ocuirring 
human  disease  with  observations  bti.scd  largely  on  clinical 
observation  and  investigation. 

\'olume  1 contains  complete  and  authoritative  information 
on  the  morphology,  embryology,  biochemistry  and  physiologv 
of  the  normal  thyroid  gland.  .Some  of  the  tojtics  included  in 
this  volume  are:  development  of  the  human  thyroid  gland, 
morphology  and  cytology,  iodide  metabolism  and  thyroid 
hormone  biosynthesis,  distribution  and  metabolism  of  thyroid 
hormones,  physiological  activity  and  mechanism  of  action  of 
thyroid  hormones  and  analogues,  antithyroid  compounds, 
and  finally,  a]jplications  of  radioactive  isotopes  of  iodine. 

The  chapters  are  written  hy  workers  who  have  themselves 
made  distinguished  contributions  to  the  fieUl  and  most  of 
the  contributors  are  currently  engaged  in  thyroid  research 
or  in  the  treatment  of  thyroid  disease.  Therefore  the  contents 
are  np-to-date  and  as  a result  of  minimal  editorial  restraint 
the  authors  have  been  left  free  to  interpret  and  express  their 
ideas  in  their  own  style.  In  general  the  text  is  well-written 
and  adetjuately  illustrated.  The  chapter  on  morphology  and 
cytology  contains  particularly  excellent  photographs  of  the 
histology'  and  fine  structure  of  the  thyroid. 

\'olume  2 deals  with  the  cause  and  effect  of  deranged 
thyroid  phy.siology  in  human  thyroid  disea.se.  lire  opening 
chapter  by  II.  D.  Purves  is  a particularly  good  summary  of 
knowledge  of  the  control  of  thyroid  function  in  which  he 
raises  some  stimulating  and  provocative  jtoints  regarding 
current  concepts  of  the  regulation  of  thyroid  fitnction.  Other 
chapters  discuss  iodine  metabolism  in  thyroid  dysfunction, 
various  types  of  goiter,  hypothyroidism,  thyroiditis,  hyper- 
thyroidism, thyroid  cancer,  and  other  clinical  .syiulromes 
associated  with  thyroid  disease. 

Together,  these  two  volumes  provide  a wealth  of  informa- 
tion, conveniently  summarized,  on  the  ctirrent  knowledge  of 
the  thyroid  gland.  The  comprehensive  bibliograjthy  at  the 
end  of  each  chapter  makes  this  set  a valuable  reference 
source  for  those  involved  with  dirrent  research,  on  the 
thyroid  gland,  or  with  the  treatment  of  thyroid  disease. 
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rORMULA- 


on  Mto^'Ualf4f.  , . 


WUen  .p^jolcwie 

DENTOCAIN  LOTION  MILD 


Alcohol . 70% 

Benzocaine  10% 

Chloroform.  4 mins,  per  fluidounce. 


makes  it  easier  to  go  through 
A small  amount,  applied  with 
soothing  relief  to  irritated  and 


KUEHTOCAIN  LOTION  MILD 
ih*'  troublesome  teething  period, 
massage,  brings  quick, 

fsiktmed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

on  Mte  Moilte^  • . . 

providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
* ■CAHf,  LOTION  MILD  grants  the  mother  greater  peace  of 
' ' sdnd  and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
' ' ' J for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,U.S.A. 


Professional  samples 
and  descriptive 
literature  sent  on 
request. 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned’’ 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  o1 
least  that  much  to  Ben  Franklin. 


Mail  this  coupon  today! 


Underwritten  by: 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York,  N.Y. 


IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


Dr 

Address 
City  or  town 


Zip  Code 
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CIBA  Foundation  Synipi}siuin : ('.OMFLFMEyT,  ed.:  G. 
E.  W . If  olutenholine  and  Julie  Kninht,  Utile,  Broicn 
and  Co.,  Boston,  796.T,  3HH  />/>.  tvilh  30  illustrations, 
$12.50. 

Reviewed  by:  JOSKl'H  R,  1U)\K 

Ibis  volume  is  ihe  proceedings  of  a Symposium  on  C:om- 
plemeiu  held  in  May  of  196f.  At  dial  time  tweniy-livc  of  the 
world's  experts  on  the  subject  reviewed  their  own  recent 
work  and  openly  discussed  all  aspects  of  complement.  The 
book  gives  each  formal  presentation  as  well  as  the  discussion 
which  followed.  Subjects  range  from  Mechanism  of  Ifemoly 
sis  Bv  Cxmiplcmcnt  (M.  M.  Mayer)  to  the  I’ossible  Role  of 
Complement  in  Autoaggressive  Processes  (II.  ].  Miiller- 
Kberhard).  Many  of  the  titles  have  clinical  appeal  but  the 
subject  matter  presented  is  more  suitable  for  those  with  a 
research  interest  in  complement  and  its  relation  to  basic 
biologic  phenomena.  The  presentations  and  discussions  are 
geared  to  a highly  .specialized  grouji  of  .scientists  and  for 
them  the  volume  is  excellent. 

Mayer  reviews  the  reactions  between  complement  and 
sensitized  antigenic  sites  that  eventually  lead  to  the  hemolytic 
lesion  in  the  red  cell  membrane.  He  suggests  that  one  effec- 
tive “hit”  by  complement  is  suflicient  for  lysis.  He  defines 
complement  in  terms  of  a cytocidal  reaction  system  activated 
by  antigen-antibody  comjtlexcs— but  others  lake  exception  to 
this.  Ihe  roles  of  complement  in  bacterial  reactions  (L.  H. 
Muschel),  phagocytosis  (S.  V.  Boyclen),  immune  adherance 
(I).  S.  Nelson),  hemolysis  in  vivo  (P.  I..  .Mollison)  and 
paroxysmal  nocturnal  hemoglobinuria  ij.  \'.  Dacic)  are 
covered. 

The  book  is  recommended  for  those  with  a background 
and  special  interest  in  complement.  Others  beware! 

M i\  iGEMEyT  OF  THE  F ATIE\T  W ITH  ( A\CEB. 
Edited  by  Thontas  F.  !\ealon,  Jr..  M.D.,  with  con- 
tributions by  seventy-  one  authorities.  W.  B.  Saunders 
Company,  Fhiladelphia,  1965.  1067  pp.  Illustrated. 
$27.50. 

Reviewed  by:  IR.\  .S.  (;()1,1)1'..\BKR(; 

,V  marked  difference  of  opinion  exists  among  jjhysicians  as 
to  whether  cancer  should  be  treated  as  a single  disease  entity 
involving  multiple  body  systems  or  whether  it  .should  be  con- 
sidered as  simply  a disea.se  which  may  involve  one  or  another 
anatomical  subdivision.  This  divergence  of  thought  leads  to 
texts  devoted  exclusively  to  cancer  versus  those  in  which  can- 
cer management  is  discussed  in  chapters  under  the  separate 
anatomical  specialties.  This  book,  edited  by  Dr.  N'calon,  who 
is  Professor  of  .Surgery  at  Jefferson  Madical  College,  belongs 
in  the  former  category  and  the  subject  is  well  handled  by  an 
outstanding  group  of  71  authors. 

General  considerations  of  cancer  including  discus.sions  of 
]>athology,  radiological  diagnosis,  cytology,  and  therapy  with 
surgery,  radiation  and  chemotherapeutic  agents  precede 
specific  detailed  anatomic  site  presentations  of  all  aspects  of 
the  disease  in  each  organ.  It  is  rcfre.shing  to  read  the  words 
of  many  physicians  who  previously  have  not  published  exten- 
sively on  these  topics. 

This  is  a practical  book  for  the  physician  who  treats  pa- 
tients. Succinct  com])osition  of  the  text  takes  the  reader 
through  all  aspects  of  each  ])rohlem  with  a minimum  of 


verbosity  and  a good  index  makes  the  material  easily  avail- 
able. This  volume  provides  information  on  the  accepted 
apinoach  today  to  cancer  in  its  myriad  forms  and  what  treat- 
ment results  can  be  expected.  \V.  B.  Saunders  Company  has 
done  its  usual  excellent  job  of  typography,  reproduction  of 
illustrations  and  binding.  Although  costly,  I recommend  this 
lK)ok  for  the  library  of  any  physician  who  manages  patients 
with  cancer. 

A LITTLE  STORK  TOLD  ME.  Author;  Kenneth  R. 
Morgan,  M.l).  William  Morrow  & Company,  !\ew 
York,  1965.  128  pp.  $2.95. 

Reviewed  hy:  OR\’AN  \V.  IH:SS 
This  128  page  treati.se,  described  as  a "cautionary  guide  for 
exirectant  ])arcnt.s,”  was  written  by  a C:onnecticut  obstetrician 
and  gynecologist.  The  autbor  has  used  the  literary  forms  of 
humor  and  satire  as  ellective  means  of  communication.  In 
this  book,  based  on  his  experiences  in  practice  ;md  a point  of 
view  tcmperc'd  by  broad  insight  not  restricted  to  the  purely 
scientific,  he  presents  an  explanation  lor  many  of  the  com- 
mon jnoblems  and  reactions  of  parents-to-be.  Directed,  as  it 
is,  to  those  who  make  up  a large  segment  of  society,  this 
book  should  be  widely  read. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknowledgement  must  be  re- 
garded as  a suflicient  return  for  the  courtesy  of  the 
sender.  Selection  tcill  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 

The  Body.  By  .-Man  K.  Noursc  and  Ihe  Editors  of  Eife. 
.Sixth  volume  in  the  Life  Science  Library  series.  Previously 
published:  Mathfiuatics,  Matter,  Energy,  Machines,  The 

Cell.  Published  by  Time  Inc.,  New  York.  200  pp.  Illustrated 
(72  pp.  in  full  color).  Price  .'53.95.  .\vailable  on  order  from 
lime  Inc.,  Book  Division,  540  Noith  Michigan  .\ venue, 
C'.hicago,  Illinois. 


The  Burn  U'onnd.  Gai>tain  Stanley  E.  Order,  M.D.  and 
Colonel  John  Moncrief,  M.D.  Ihe  Charles  C.  Thomas 
Company,  Springfield,  Illinois,  1965.  72  pp.  Illustrated.  $7.75. 


Advances  In  Oxytocin  Research.  Edited  by  J.  H.  M.  Pinker- 
ton. Proceedings  of  a Symposium  held  on  1st  May  1964 
under  auspices  of  the  Blair-Bell  Research  Society.  Symposium 
Publications  Division,  Perganion  Press,  New  5ork,  N.  V.  150 

pp.  $10.00. 


Atlas  of  Tulfml  And  Peripical  Biology.  By  .Vlfred  L.  Ogilvie 
and  )ohn  I.  Ingle.  Lea  & Eebigei , Philadelphia,  Pennsylvania. 
1965.  169  pp.  199  illustrations  on  149  figures.  $5.00. 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y 


Susceptibility  Results 
Staphylococci  ' 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 


5,440  1963  88.0% 


10,384  1964  88.5% 


y^-Hemolytic  Streptococci  ^ 


2,448  1962  89.5% 


1,519  1963  95.2% 


2,492  1964  96.7% 


The  Product 

In  a world  study  of  antibiotics  in  vitro^,  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /:f-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B-  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being ’t’ 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  tor  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used,  if  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  References:  1.  Isenberg,  Henry  D.:  Health  Laboratory 
Science  2:163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al:  (llinlcal  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuiy-Aug.)  1964. 
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MEDICAL  NEWS 


Recovering  From  "Heart  Attacks" 

Fris>htened  and  depressed  alter  siittering  an  acute 
“heart  attack,”  a patient  sometimes  is  convinced 
lie  is  sicker  than  he  really  is. 

The  resnlt  may  he  lingering  iinalidism  which 
works  a hardship  on  both  the  patient  and  his  lamily, 
points  out  an  article  in  the  current  )onrnal  ol  the 
Americtin  Medical  .\ssociation. 

Stall  memhers  at  Duke  I'niveisity  School  ol 
Medicine  examined  20  men  who  were  making  slow 
prcigress  in  reenperating  Irom  acute  myocardial 
infarction  (coronary  artery  ohstrnction)  . They 
found: 

1.  Widespread  belief  among  patients  and  their 
families  that  the  heart  remains  “very  fragile”  after 
an  attack.  There  w;is  great  fear  of  physical  activity. 

2.  Depression  and  Irecjiient  chest  pains  in  the 
men,  although  these  pains  were  not  related  to  the 
attack. 

S.  Overprotecticeness  by  some  patients’  wives. 
Kven  when  some  men  made  an  elfort  to  return  to 
normal  activities,  their  wives  wouldn’t  let  them. 
On  the  other  hand,  some  men  were  overcantions 
themselves. 

The  authors  of  the  article  are  Robert  !•'.  Klein, 
.M.D.,  .\lfred  Dean,  Ph.D.,  L.  Montgomery  W illson, 
and  Morton  1).  Rogdonolf,  ^f.D 

The  sample  of  20  patients  ctinnot  be  considered 
representative  of  all  cases  of  myocardial  infarction, 
the  authors  point  ont,  but  these  jiatients  represent 
characteristics  that  many  physicians  have  obseived. 

Fear  and  depression  are  “legitimate  and  im- 
portant responses”  to  serious  heart  disease,  said  a 
[onrnal  editorial.  However,  certain  feattires  ol  emo- 
tional invalidism  begin  early  in  con\ alescence.  'Fhe 
physician  has  to  be  on  giiaid  against  these,  the  edi- 
torial said. 

'Fhe  tinthors  of  the  tnticle  suggest  seceral 
lemedies.  Physicians  should  clearly  e.xplain  the 
iindtijile  types  of  chest  pain  likely  to  follow  a myo- 
cardial infarction,  they  said.  Doctors  also  shonld 
later  modify  the  strick  instructions,  given  im- 
mediatelv  after  an  attack,  lor  the  patient  to  “take 
it  easy.” 

.\  patient’s  anxiety,  fear,  or  dej)ression,  shonld  be 
ex|)lainecl  to  him  as  being  legitimate  and  important, 
the  authors  said. 

Fhe  jjatient’s  spouse  should  be  inclnded  in  the 
discussions,  they  said.  'J  he  doc  tor  “shcnild  be  par- 


tic  tilarly  alert  to  anxiety-engendered  ovei]jrotecti\e- 
ness  in  the  spouse.”  'Fhere  should  be  a gradual  step- 
up  of  the  jKitient’s  activity. 

Of  the  20  men  studied,  12  had  ne\er  returned  to 
work  following  their  first  myocardial  infarction. 
Only  three  returned  to  full-time  work  at  their 
former  jobs.  Fwo  others  were  at  work  full-time  in 
new  jobs,  and  three  did  part-time  work.  Fhe  metin 
lime  since  their  first  attacks  was  22  months. 

Recinring  chest  pain  was  reported  by  12  of  the 
men;  17  noted  fatigue,  and  11  complained  of  short- 
ness of  breath.  Troubled  sleej)ing  was  reported  by 
14  patients,  and  nervousness  was  acknowledged  by 
17. 

In  every  case,  however,  the  obser\ers  felt  that  the 
jiatients  had  made  a slower-than-necessary  recovery. 

“ Fhe  patient  with  a history  of  myocardial  infarc- 
tion often  considers  himself,  or  is  considered  by 
others,  to  be  ‘the  man  on  a tightrope’,”  said  the 
journal  editorial.  “'Fhe  fear  of  sudden  death  and 
the  fear  of  activity  resulting  from  this  conception 
are  neglected  but  crucial  phenomena  in  our  society. 
Fhe  suggestions  . . . jtresented  bv  these  investigators 
can  do  much  to  decrease  the  incidence  of  post- 
myocardial  infarction  invalidism.” 

Today's  Health  Guide  A Best-Seller 

•More  than  80,000  volumes  of  Today’s  Health 
Cjiiide  have  been  sold  since  the  .American  .Nfedical 
.Vssociation’s  new  family  health  manual  went  on 
sale  recently. 

Orders  are  arriving  at  the  rate  of  2,000  daily. 
Fhe  .\M.\  predicts  several  hundred  thousand  vol- 
umes will  be  sold  within  18  months. 

Today’s  Health  Guide  is  the  procluc  t of  the  com- 
bined knowledge  and  experience  of  many  doctors 
and  allied  scientists.  It  is  the  .A.M.A’s  latest  effort 
to  help  .American  families  make  best  use  of  their 
health  resources. 

This  Week  maga/.ine  called  the  02 1-page  guide 
“;i  book  which  is  sure  to  rank  among  the  most 
remarkable  medical  works  of  our  time.”  'This 
Week  devoted  an  entire  issue  to  excerpts  from  the 
bcjok. 

'Today’s  Health  Guide  is  available  at  the  special 
price  of  .SI. 95.  Send  check  or  money  order  to  the 
.\meiican  Medical  .Vsscjc  iation,  555  X.  Dearboni 
Street,  Chicago,  Illinois  00010. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults 

1 capsule 

daily,  for  the  treatment  of  v 

tamin  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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CiONNECTlCUT  MeDICINE,  JANUARY^  1966 


Magyl 

brand  of 

metronidazole 


Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1 ) the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  knoiun 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  jnen:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/Vaginal—500-mg.inserts 
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Nutrition  Problems  Considered  By  AMA 

Hunger  haunts  a large  part  of  the  world,  and  the 
problems  it  causes  are  growing,  day  by  day. 

Even  in  the  Ihiited  States,  where  food  is  in  super- 
abundance, there  is  a certain  amount  of  malnu- 
trition, largely  caused  by  ignorance  and  jtoverty. 

On  the  other  hand,  many  Americans  eat  too 
much  for  their  own  good.  Still  others  have  health 
problems  which  limit  the  kinds  of  food  they  can 
eat.  In  short,  every  .American  family  is  concerned 
ahotit  tuitrition.  It’s  a vital  factor  in  personal 
health. 

In  larger  terms,  however,  the  improvemetit  of 
nutritioti  is  a pressing  need  lor  the  welfare  of  the 
world. 

The  cuirent  issue  of  Today's  Health  maga/ine, 
pul)lished  by  the  American  Medical  .Association,  is 
tlevoted  to  food  and  nutrition.  .Articles  describe  the 
serious  nutritioti  problems  ot  I.atiti  .America,  how 
better  nittrition  is  made  possible  through  research 
and  education,  and  how  millions  of  .\mericans  arc 
duped  e\ery  year  by  the  claitns  of  “health  lood” 
laddists. 

Other  Today’s  Health  articles  descrilte  how 
veterinarians  safeguard  this  nation’s  meat  supply, 
and  how  those  oti  a gluten-lree  diet  cati  enjoy  tasty 
meats.  Ihotcin,  the  workhorse  of  the  nutiient 


family,  is  described  in  an  article  by  Donald  G. 
Cooley.  Daily  protein  goals  are  illustrated  for  each  . 
member  of  the  family.  I 

In  the  ITnited  States,  nutrition  education  and  | 
research  has  been  sujtporteil  since  1911  by  the 
Nutrition  Foundation,  a non-proht  organization 
founded  by  leaders  in  the  food  and  allied  indus- 
tries. .A  Today’s  Health  article  tells  how  the  Foun- 
dation is  itsing  educational  programs  to  ])romote  a 
greater  understanding  of  nutritional  values,  both  in 
this  country  and  in  Latin  .America.  -Scientists  sup- 
ported by  the  orgatiization  have  had  remarkable  t 
success  in  discovering  some  of  the  basic  inlormation 
about  nutrition.  I 

The  special  issue  of  Today’s  Health  precedes  a 
Western  Hemisphere  Nutiition  Congress  to  be 
sponsored  by  the  AMA  Cotituil  on  Foods  and 
Nutrition.  November  8-11  in  Chicago. 

"The  full  range  of  Westeni  Hemisphere  nutrition 
problems  will  be  considered  at  the  Congress,  from 
food  regulatiotis  to  itifant  feeding,  from  food-borne 
di.sea,scs  to  new  discoveries  in  nutrition.  More  than 
tit)  speakers  from  .South  .America,  Noith  .America, 
Europe  and  .Africa  will  present  papers. 

Now  is  an  excellent  time  to  concetitrate  on  the 
world’s  mitrition  problems,  particularly  tho.se  of 
the  W'esteiii  Hemisphere,  said  Philip  I..  White, 
Sc.D.,  director  of  the  .AM.A  l)e]Kirtmctit  of  Foods 


The  majority  of  stable  adult  diabetics  are  overweight. 

The  excessive  body  weight  is  accompanied  by  an  increased,  albeit  delayed, 
release  of  insulin  in  response  to  hyperglycemia. 

Insulin  promotes  lipogenesis  and  suppresses  fat  mobilization, 
thus  favoring  continued  obesity  in  the  presence  of  hyperglycemia 
and  glycosuria  and,  at  the  same  time,  resistance  to  ketoacidosis. 

DBI-TD  lowers  blood  sugar 

without  stimulating  insulin  secretion 

I 

1 

I 

DBI-TD  lowers  blood  sugar  { 

and  may  restore  toward  normal  excessive  I 

insulin  secreted  in  response  to  hyperglycemia  ; 

I 

— 1 

DBI-TD  lowers  blood  sugar 

without  accelerating  lipid  synthesis  and  fat  accumulation 


ami  Xulrition.  Dr.  W'hite  also  is  secretary  to  the 
,\MA  Council  on  Foods  and  Nutrition. 

Food  deficiencies  in  Latin  America  can’t  be  cor- 
rected by  dole-type  surplus  food  programs,  Dr. 
^Vhite  said.  Protein,  vitamin  and  other  nutritional 
deficiencies  may  come  about  through  a complex 
combination  of  factors:  underproduction  of  food, 
maldistribution  of  food,  or  failure  of  parents  to 
understand  or  use  good  nutritional  practices. 

A prominent  feature  of  the  nutrition  congress 
^vill  be  its  interdisciplinary  approach  to  food  prob- 
lems. Correction  of  malnutrition  and  undernutri- 
tion in  a nation,  said  Dr.  White,  must  come  through 
such  measures  as  improving  food  industries,  improv- 
ing agricultural  technology,  upgrading  food  pro- 
cessing and  food  storage  to  cut  losses,  and  educating 
the  popidace  in  health,  nutrition  and  home  eco- 
nomics. 

The  special  issue  of  Today’s  Health  magazine, 
ol  wide  interest  to  the  pidrlic,  and  later,  the  West- 
ern Hemisphere  Nutrition  Congress,  of  interest  to 
many  types  of  scientists,  are  part  of  the  AMA’s 
continuing  efforts  to  promote  good  health.  Copies 
of  Today’s  Health  are  available  now  on  newsstands 
or  by  subscription  ($4  a year,  LT.S.  and  Canada; 
■Sfi  elsewhere)  from  the  American  Medical  Associa- 
tion, 535  N.  Dearborn  St.,  Chicago,  111.  60610. 


Hypnosis 

Hypnosis  is  not  a toy  and  unwise  use  may  seri- 
ously affect  an  individual’s  physical  and  emotional 
health,  says  a pamj^hlet  of  the  American  Medital 
.Association. 

About  one  jJerson  in  four  can  be  deeply  liypno- 
ti/ed  in  a relatively  short  period  of  time  and  most 
people  can  be  hypnotized  to  some  degree.  No  one 
is  sure  why  .some  people  can  be  hypnotized  and 
others  not. 

Hypnosis  can  be  easily  taught  in  half  an  hour 
and  can  be  self-taught  from  a book.  No  equipment 
is  needed  other  than  the  voice  of  the  hypnotist. 

But  hypnosis  is  dangerous  i>i  the  hands  of  an 
amateur  and  should,  he  used  only  by  qualified,  pro-^ 
fessionals. 

d’he  most  common  medical  itse  of  hypnosis  is  as 
an  anesthetic.  Patients  have  been  hypnotized  for 
childbirth,  for  dental  surgery,  during  the  setting 
ol  a fracture  and  for  other  forms  of  surgery.  It  has 
also  been  used  to  ease  anxiety  and  in  the  manage- 
ment of  painful  symptoms  such  as  headache.  Obe.se 
patients  have  lost  weight  as  a result  of  hypnotic 
suggestion  and  smokers  have  been  able  to  (ut  down 
or  (juit  entirely. 


n the  stable  adult  diabetic  who  is  diet-unresponsive  and  overweight 
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Ability  Lost  vs  Ability  Retained 

The  physician  is  frequently  called  upon  to  evalu- 
ate objectively  the  degree  of  physical  impairment 
which  a given  patient  has  sustained  either  from 
naturally  occurring  disease  or  from  accident.  The 
purpose  of  such  an  evaluation  is  to  determine 
whether  the  functional  loss  is  sufficient  to  prevent 
the  individual  from  returning  to  the  work  which  he 
has  done  before.  Obviously  each  discipline  has  its 
own  objective  functional  tests,  the  evaluation  of 
which  can  lead  the  physician  to  estimate  disability. 
Lundgren,  Muller  and  Gaenster  have  just  pub- 
lished very  revealing  information  on  pulmonary 
impairment  and  disability  claims.  One  hundred 
persons  claiming  total  and  permanent  disability 
because  of  pulmonary  disease  or  dyspnoea  were 
compared  with  one  hundred  patients  without  dis- 
ability claims  who  had  similar  age  and  sex  dis- 
tribution and  virtually  identical  lung  function 
profiles. 

The  remarkable  facts  emerged  from  the  compari- 
son of  the  claimants  and  non-claimants  for  perma- 
nent total  disability.  One  was  that  among  the 
claimants  46  per  cent  had  no  discernible  pulmon- 
ary impairment.  Their  main  problems  were  inac- 
tive tuberculosis,  insignificant  heart  disease,  psy- 
chiatric problems,  obesity  and  alcoholism.  Al- 
though initially  Lindgren  thought  that  these  46 
per  cent  might  have  serious  impairment  of  other 
organ  systems,  this  was  found  not  to  be  the  case. 

The  largest  single  number,  18  patients,  had  old 
inactive  tuberculosis.  Several  with  old  minimal  dis- 
ease had  never  worked  after  this  initial  illness  and 
gave  the  history  of  tuberculosis  as  the  sole  reason 
for  disability  or  inability  to  find  employment.  This 
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problem  of  tuberculosis  is  especially  worth  consid- 
ering. There  was  a history  of  this  disease  in  31 
claimants,  yet  18  had  no  measurable  impairment 
and  13  others  had  only  moderate  impairment.  Most 
patients  had  minimal  or  moderately  advanced  dis- 
ease classified  as  “inactive”  for  more  than  three 
years.  Several  had  not  worked  for  many  years  and 
ascribed  this  simply  to  the  fact  that  had  tubercu- 
losis (!)  or  to  their  physician’s  advice  at  one  time, 
against  exertion.  These  individuals  illustrate  the 
detrimental  effects  upon  some  individuals  of  pro- 
longed sanatorium  care  with  the  emphasis  in  the 
past  on  bed  rest  and  inactivity. 

There  were  10  claimants  with  questionable  or 
definite  heart  disease,  but  apparently  not  sufficient 
to  prevent  some  activity.  An  obvious  cause  of  dys- 
pnoea in  the  absence  of  significant  pulmonary  im- 
pairment was  obesity.  Alcohol  was  sometimes  the 
sole  problem  and  contributed  to  unemployment  in 
eight  of  the  18  patients  with  a history  of  tubercu- 
losis. 

By  contrast  88  of  the  control  group  who  were 
fully  active  and  gainfully  employed  did  not  differ 
significantly  from  the  claimants  in  several  of  the 
ventilatory  tests  used  for  each  group,  to  determine 
their  ventilatory  capacity.  It  is  revealing  that  the 
capacity  of  the  control  group  showed  an  average 
reduction  to  about  2/^  normal.  For  a given  relation- 
ship between  ventilatory  demand  and  ventilatory 
capacity,  the  claimants  had  more  subjective  com- 
plaints and  their  judgment  of  dyspnoea  was  not  as 
good  as  it  was  among  the  control  patients.  It  seems 
as  if  the  claimants  for  disability  concentrated  upon 
the  degree  of  ability  they  had  lost,  whereas  the  con- 
trol group  concentrated  upon  the  degree  of  ability 


PRIMITIVE  MEDICINE 

PRIMITIVE  medicine  is  timeless.  It  is  as  old  as  the  cave  dweller,  yet  in  many 
remote  parts  of  the  world  its  practice  is  as  new  as  today.  The  sand-painting 
ceremonies  of  American  Navaho  Indians  are  unusually  beautiful  examples  of 
primitive  medicine,  embodying  all  its  elements— physio— and  psychotlterapy, 
religion,  magic,  singing,  and  drug  lore.  In  a medicine  “hogan,”  family  and 
friends  join  in  the  Mountain  Chant’s  nine-day  ceremonies,  in  which  this  sand 
painting  has  an  important  part.  The  “singer”  (medicine  man)  sings,  prays,  and 
manipulates  magico-religious  artifacts.  Herb  preparations  given  the  patient  are 
shared  by  the  “singer”  and  the  spectators  too  in  this  primitive  rite. 
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they  had  retained.  In  short,  tliere  was  a wide  dis- 
crepancy between  the  claimants  and  the  control 
group  that  can  only  be  explained  by  psychological 
and  socio-economic  lactors. 

•\  complaint  of  shortness  of  breath  is  a good 
example  of  the  psychological  factors  involved  in 
claiming  disability.  To  speak  of  shortness  of  breath, 
it  must  be  recognized  as  being  preceded  by  a series 
of  events.  First,  the  patient  must  Ijecome  aware  that 
his  breathing  requires  a conscious  and  perhaps 
difficult  effort.  Next  he  must  judge  whether  this 
difficulty  is  normal  for  his  age,  training  and  degree 
of  exertion.  Finally,  he  must  communicate  the 
nature  of  the  sensation  to  his  physician.  All  these 
factors  make  for  wide  variation  in  patients’  com- 
plaints who  have  etptal  degrees  of  pulmonary  im- 
pairment. Some  claimants  for  total  disability  com- 
plained of  dyspnoea  even  though  they  had  better 
lung  function  than  those  in  the  control  group  who 
were  gainfully  employed.  Actually  on  closer  ques- 
tioning some  of  the  claimant  group  with  complaint 
of  “shortness  of  breath’’  proved  to  have  an  alto- 
gether different  symptom  such  as  angina  pectoris, 
dizziness  and  ftack  j)ain!  In  short,  these  people  con- 
fused disability  and  medical  impairment. 

These  tw'o  terms  are  often  confused.  Inqtairment 
is  a purely  medical  condition  which  the  physician 
alone  is  competent  to  evaluate.  On  the  other  hand, 
disability  is  a more  complex  condition  and  its  eval- 
uation involves  more  than  just  a medical  judgment. 
For  there  is  involved  an  appraisal  of  the  patient’s 
ability  to  engage  in  gainfid  activity  which  is 
affected  by  many  factors  such  as  the  individual’s 
nature,  intelligence,  education,  economic  and  social 
environment,  the  local  labor  market,  employer’s 
prejudices  as  to  age,  sex,  race.  Then  there  is  the 
insurance  company’s  attitude  towards  coverage  of 
the  handicapped,  laws  concerning  waivers  and 
many  more. 

As  it  turned  out  in  Lindgren’s  study,  these  socio- 
economic factors  may  be  decisive  in  many  situa- 
tions and  medical  impairment  is  just  one  impor- 
tant contributing  factor,  but  not  necessarily  the 
sole  indication  of  the  extent  of  the  patient’s  dis- 
ability. The  truth  is  that  there  is  a difference  be- 
tween the  degree  of  impairment  and  the  degree  of 
residual  function.  If  w'e  think  of  tlisability  in  terms 
of  the  patient’s  lack  of  ability  to  earn  wages,  then 
this  may  not  be  related  at  all  to  degree  of  diminition 
of  maximum  capacity.  A man  may  retain  sufficient 
physiologic  capacity  to  earn  a w^age  and  this 
capacity  may  be  a small  part  of  the  capacity  of  a 
hypothetically  normal  man.  He  may  how'ever  still 
be  unable  to  be  gainfully  employed  for  other 
reasons. 

Many  individuals  with  moderate  impairment  can 
do  any  kind  of  work  except  “heavy  manual  labor.’’ 


Presumably  reference  is  made  to  work  requiring 
perhajjs  a ten-fold  increase  in  energy  expenditure. 
Fhe  review  of  the  occupations  the  claimants  for 
total  disability  who  were  classified  as  laborers  “do- 
ing heavy  w'ork’’  suggests  that  at  least  in  this  area, 
occupations  requiring  such  “heavy  manual  labor” 
have  largely  disappeared.  Cooks,  dishwashers,  cus- 
todians and  elevator  operators  are  never  called 
upon  to  increase  greatly  their  oxygen  consumption. 
Even  construction  laborers,  longshoremen  and  coal 
miners  have  become  part  of  a mechanized  team. 

Actually  in  many  instances  the  greatest  physical 
exertion  of  daily  living  are  those  of  travel  to  and 
from  work  under  adverse  circumstances  and  of 
recreational  activities,  d'his  is  borne  out  in  Lind- 
gren’s study  which  shows  that  over  10  per  cent  of 
the  control  patients  were  gainfully  employed  with 
a maximum  breathing  capacity  of  less  than  40  liters 
per  minute.  Instead  of  thinking  as  one  usually  does 
in  terms  of  loss  of  ability,  it  is  inqtortant  rather  to 
think  in  terms  of  the  amount  of  ability  that  is 
retained.  If  this  point  of  view  is  followed,  it  will  be 
found  that  incajjacity  in  many  instances  is  really 
not  due  to  physical  impairment  alone. 

Because  of  the  complexity  of  the  problem  of 
determining  disability  as  tlistinct  from  physical  im- 
pairment, the  physician  is  understandably  reluc- 
tant to  decide  upon  disability  when  his  chief  task 
has  been  to  determine  degree  of  functional  impair- 
ment. 

L.H.N. 
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Electrocardiographic  Monitoring  Of 
Post-Myocardial  Infarction 

d’he  physician  is  still  in  need  of  a reliable  method 
to  determine  how'  much  activity  he  can  safely  pre- 
•scribe  to  a patient  recovering  from  acute  myocardial 
iid’arttion.  Cain  et  al’  have  recently  proposed  the 
routine  use  of  electrocardiographic  monitoring  of 
activity  in  the  management  of  such  patients.  It  is 
based  iqjon  the  well  recognized  fact  that  the  electro- 
cardiogram in  its  S'F  segment  and  'F  wave  con- 
figuration can  reveal  the  jne.sence  of  myocardial 
iscliemia.  A patient  recovering  from  myocardial  in- 
farction, just  like  one  who  suffers  from  angina 
pectoris,  when  he  exceeds  his  capacity,  will  show 
(lassical  changes  in  the  electrocardiogram  of  the  ST 
and  T wave  as  well  as  ventricular  ectopia.  Such  an 
objective  sign  is  unmistakable  evidence  that  the 
patient  must  do  less  than  will  produce  such  changes, 
d'he  authors  have  specified  ten  successive  daily 
activity  levels  following  which  the  jiatients  were 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'DexamyE  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbitah  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  1V2  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 
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“Live  Exotic  Birds  Displayed  As  Restful  Therapy  for  the  Patients” 
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Registered  Nurses  in  Attendance  24-HOUR  SERVICE 
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Guest  Homes: 
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tested  electrocardiographically.  Activity  level  1-3 
consists  of  mild  exercise  in  or  close  to  the  bed.  Ac- 
tivity levels  4-6  consist  of  increasing  distances  of 
level  walking  and  activity  levels  7-10  consist  of 
inclined  plane  walking,  or  light  handiwork  in  the 
occupational  therapy  clinic  and  finally  climbing 
one  flight  of  stairs. 

Electrocardiograms  were  made  routinely  for  ac- 
tivity levels  1,  4,  7 and  10  and  repeated  at  any 
activity  level  if  physical  or  electrocardiographic 
abnormalities  were  detected.  If  the  electrocardio- 
gram demonstrated  significant  changes  after  ac- 
tivity, the  patient  was  restricted  for  one  week  to  less 
stressing  activity  levels  which  he  has  already  per- 
formed safely,  before  he  was  retested.  A minimum 
of  fifteen  minutes  of  bed  rest  preceded  the  pre- 
activity control  tracing  and  a second  tracing  was 
taken  immediately  after  activity.  Fortunately,  the 
authors  in  treating  335  patients  over  a period  of 
two  years  found  that  a single  standard  precordial 
lead  is  adequate  to  detect  myocardial  ischemia  or 
ventricular  arrhythmia.  This  made  testing  easy  and 
rapid. 

The  authors  were  careful  in  their  interpretation 
of  a positive  test.  An  ST  segment  shift  of  1.0  mm  or 
more  was  considered  to  indicate  the  presence  of 
coronary  insufficiency.  A T wave  lowering  usually 
accompanied  the  ST  segment  shift  and  contributed 
to  the  interpretation  of  greater  pathologic  signifi- 
cance. On  the  other  hand  merely  a junctional  de- 
pression while  it  could  have  pathologic  implications 
was  not  necessarily  synonymous  with  ST  segment 
deviations  and  could  have  been  the  result  of  over- 
activity of  the  sympathetic  nervous  system.  Neither 
did  they  attribute  much  importance  to  T changes 
alone  since  T wave  rise  without  ST  segment  shift 
occurred  frequently  and  inverted  T waves  occas- 
ionally returned  to  a normal  configuration  after 
exercise.  It  is  hoped  that  the  prognostic  significance 
of  this  finding  will  be  explored  by  the  authors  in 
a future  communication. 

Patients  were  not  tested  during  the  first  fifteen 
days  after  acute  myocardial  infarction.  Most  of  the 
patients  started  their  program  between  the  18th 
and  the  30th  day  after  the  acute  episode  and  had 
previously  been  restricted  to  bed,  chair  and  com- 
mode. Although  earliest  post-myocardial  infarction 
performance  with  an  abnormal  electrocardiogram 
was  obtained  on  the  15th  and  19th  day,  in  all  other 
instances  abnormal  electrocardiograms  were  ob- 
tained for  periods  later  than  the  25th  day  after 
infarction.  In  all  the  patients  tested  only  one  had 
angina  and  a remarkable  degree  of  dyspnea  and 
fatigue. 

It  is  clear  that  electrocardiographic  monitoring 
provides  evidence  to  indicate  if  the  tested  levels  of 
stress  are  safely  tolerated  by  the  patient  with  recent 


myocardial  infarction.  This  gives  the  physician  a 
reliable  method  to  determine  how  much  activity  he 
can  safely  prescribe.  The  patient  is  psychologically 
reassured  as  he  is  guided  through  the  program  by 
his  physician.  At  the  same  time  the  patient  is 
trained  to  observe  his  activities  relative  to  his  energy 
cost. 

About  half  of  the  patients  negotiated  their  ten 
activity  levels  of  the  program  without  difficulty. 
Eighty-two  passed  the  total  program  after  periods 
of  delay.  At  the  end  all  demonstrated  ability  to 
climb  stairs  safely.  The  net  effect  of  the  program 
therefore  was  to  permit  the  physician  to  safely 
prescribe  more  demanding  activity  and  at  an  earlier 
period  of  convalescence  than  is  habitual.  What  is 
important  is  that  the  presence  of  severe  coronary 
insufficiency  is  usually  discovered  during  the  first 
three  activity  levels,  that  activity  tolerance  is  likely 
to  keep  improving  gradually  up  to  two  years  after 
infarction  and  that  the  way  patients  respond  to 
activity  levels  offers  information  of  prognostic 
significance  in  terms  of  longevity  and  ultimate 
capacity  for  rehabilitation  of  the  cardiac. 

Every  good  physician  uses  pvdse,  blood  pressure, 
dyspnea,  fatigue  and  pain  to  guide  him  in  rehabili- 
tating the  patient  recovering  from  myocardial  in- 
farction. But  quantitation  and  objective  criteria 
is  the  ultimate  aim  in  evaluation  of  any  therapy. 
This  Cain  et  al  have  further  helped  the  physician 
to  attain  in  rehabilitating  the  patient  recovering 
from  acute  myocardial  infarction. 

L.H.N. 
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Potentiation  Of  Anticoagulants 
By  Other  Administered  Drugs 

The  course  of  maintaining  therapeutic  levels  of 
the  prothrombin  time  during  ^^I'olonged  anti- 
coagulation therapy  does  not  always  run  smoothly. 
Not  infrequently  we  find  a patient  with  a prothrom- 
bin time  of  30  seconds  one  month  and  18  seconds 
the  next  month.  This  exasperating  occurrence 
arouses  our  suspicion  that  one  of  several  causes 
must  be  entertained.  Our  first  thought  is  that  the 
patient  may  not  have  followed  his  instructions  con- 
sistently. This  is  rarely  the  cause.  Another  is  that 
perhaps  the  laboratory  estimation  of  the  prothrom- 
bin time  may  be  at  fault.  In  the  numerous  instances 
that  an  unacceptable  figure  has  been  reported,  a 
repeat  check  by  the  laboratory  has  confirmed  the 
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accuracy  of  the  test.  Many  times  we  have  speculated 
that  perhaps  the  anticoagulant  has  not  been 
absorbed  or  that  certain  products  of  bacterial  meta- 
bolism in  the  bowel  are  absorbed  to  antagonize  the 
systemic  action  of  the  anticoagulant.  Such  specula- 
tions are  not  helpful  in  solving  the  problem. 

Carter^  has  just  brought  to  our  attention  another 
factor:  potentiation  of  the  effect  of  orally  adminis- 
tered anticoagulants  by  other  administered  drugs, 
in  his  case  phenyramidol.  It  has  been  well  known 
that  in  principle  administration  of  one  drug  may 
inhibit  or  potentiate  the  effects  of  another.-  Such 
an  interaction  is  of  particular  clinical  importance 
when  anticoagulants  are  given,  because  its  recogni- 
tion may  prevent  serious  hemorrhagic  complications 
and  may  result  in  a smoother  control  of  the  pro- 
thrombin time. 

Carter’s  report  deals  w’ith  the  effect  of  pheny- 
ramidol hydrochloride  (analexin)  on  the  response 
to  orally  administered  anticoagulants.  This  drug 
is  marketed  for  use  in  acute  and  chronic  conditions 
in  which  muscle  sjDasm  and  pain  are  involved.  It 
is  reported  to  have  an  analgesic  and  some  muscle 
relaxant  activity.^’ ^ When  given  by  itself  for  periods 
up  to  22  weeks,  only  4 percent  showed  gastric  irri- 
tation, drowsiness,  pruritis  and  rash.  Since  the  drug 
is  used  relatively  frequently  it  is  surprising  that  no 
previous  reports  on  its  potentiation  of  anticoagu- 
lant drugs  has  been  reported. 

The  possibility  that  the  drug  would  potentiate 
the  effects  of  anticoagulants  was  first  considered 
when  tw'o  of  Carter’s  patients  on  long  term  anti- 
coagulant therapy  showed  marked  prolongation  of 
the  prothrombin  time  after  they  were  given  pheny- 
ramidol for  back  pain.  In  one  of  the  patients 
generalized  hemorrhagic  manifestations  developed. 
Garter  was  not  satisfied  to  treat  this  observation  in 
passing  but  with  aroused  curiosity  he  wondered 
whether  the  phenyramidol  truly  potentiated  the 
anticoagulant.  Accordingly  he  collected  11  patients 
on  anticoagulants  who  were  also  taking  the  muscle 
relaxant  drug  and  compared  them  with  10  others 
not  on  anticoagulants.  The  patients  taking  both 
anticoagulants  and  phenyramidol  showed  a rapid 
increase  in  their  prothrombin  time,  while  the 
patients  only  on  phenyramidol  retained  a normal 
prothrombin  time. 

It  is  well  to  remember  that  there  are  already 
several  drugs  known  to  influence  the  effect  of  orally 
administered  anticoagulants  on  the  prothrombin 
time.  Those  that  inhibit  it  include  Vitamin  K and 
phenobarbital  (2.6).  On  the  other  hand,  salycilates, 
sulphonamide,  bowel  sterilizing  antibiotics,  phenyl- 
butazone and  now  pryramidol  increase  the  effect  of 
anticoagulants. 

When  considering  what  the  mechanism  might  be 
by  means  of  which  these  potentiating  drugs  act,  one 


is  in  purely  speculative  territory.  Burns-  recently 
called  attention  to  enzyme  induction  as  an  im- 
portant mechanism  in  drug  interaction.  It  appears 
that  many  drugs  stimulate  or  inhibit  enzymes  that 
are  concerned  with  their  own  metabolism  or  with 
the  metabolism  of  other  drugs  thereby  either 
diminishing  or  increasing  the  drug  effect.  Burns 
thinks  that  phenobarbital  reduces  action  of  anti- 
coagulants and  phenylbutazone  increases  their 
action  in  some  such  manner.  It  is  of  course  possible 
that  phenyramidol  also  potentiates  the  effect  of 
anticoagidants  by  some  such  mechanism.  It  can  be 
imagined  that  its  influence  could  be  exerted  by 
preventing  removal  of  the  anticoagulant  at  its 
specific  site  of  action  or  more  remotely  by  inter- 
fering with  the  e.xcretion  of  the  anticoagulant  from 
the  body.  These  sjaeculations  merely  mean  that 
much  more  biochemical  studies  are  required  to 
elucidate  the  mechanism  of  potentiation. 

It  is  likely  that  the  list  of  drugs  that  affect  the 
action  of  anticoagulants  will  continue  to  grow."’® 
This  of  course  will  increase  the  already  difficult  task 
of  controlling  the  prothrombin  time  in  patients  on 
anticoagulant  therapy,  since  we  know  most  patients 
receive  several  medications  at  one  time. 

This  means  that  physicians  who  supervise  long- 
term anticoagulant  therapy  must  be  thoroughly 
familiar  tvith  the  drugs  that  affect  the  action  of 
anticoagulants  and  they  should  operate  always  with 
a high  index  of  suspicion  regarding  other  drugs 
that  might  yet  be  discovered  to  have  such  an  effect. 
Starting  a patient  who  is  already  on  long-term 
anticoagulant  therapy,  on  a new  drug  may  be  par- 
ticularly hazardous  w'hen  the  patient  is  under  the 
care  of  more  than  one  physician,  a situation  fre- 
quently present  in  hospitals,  out-patient  depart- 
ments and  in  group  clinics. 

However,  even  when  such  a jjatient  is  under  the 
care  of  one  physician,  the  recognition  that  some 
drugs  interfere  with  the  action  of  anticoagulants 
like  phenobarbital  while  others  potentiate  such 
action  can  make  understandable  many  perplexing 
problems  we  have  all  faced  in  maintaining  smooth 
control  of  prothrombin  time  by  anticoagulants 
taken  over  long  periods  of  time. 

L.H.N. 
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Taking  an  ECG? 


Complete  the  clinical  picture 
with  a heart  sound  recording 


. . . made  on  your  500  VISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias,  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  an  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG,  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope). 
Model  1506A  is  $450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division. 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe,  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 

*or  almosl  any  other  ECG  with  a 50  mm/sec.  chart  speed. 


□ Send  detailed  specifications  on  Sanborn  1506A  Heart  Sound  Amplifier. 

□ Have  HP/Sanborn  Field  Office  call  me  for  an  appointment.  2R1 


(address) 

(phone) 

(city) 

(State) 

(zip  code) 

HEWLETT  m 
PACKARD  Jli 


SANBORN 

DIVISION 
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Keranil  ointment  for  psoriasis 

substitute  for  chrysarobin* * 

A frequent  question  at  medical  meetings  is,  "What  is  new  for 
psoriasis?”.  This  advertisement  brings  you  a new  product  for  this 
disease.  It  is  Keranil  ointment  and  has  as  its  active  ingredient 
chloranil,  known  also  as  tetrachloro  p-benzoquinone. 

Teichmann  and  Horvath  studying  polyoxyethylene  formulations 
of  chloranil  made  the  following  observations : 


SUMMARY  OF  CLINICAL  RESULTS  WITH  CHLORANIL 


Concentration 

Total 

Number  of 
Cases 

Much 

Improved** 

Improved* 

Unimproved 

Aggravated 

10% 

63 

39 

14 

6 

4 

5% 

30 

16 

10 

4 

0 

*•  Denotes  resolution  of  at  least  50%. 
* Denotes  resolution  up  to  50%. 

DURATION  OF  TREATMENT 

Number  of  Cases 

14 

24  18  14  9 

3 

7 

4 

Duration  (weeks  and  months) 

2 wks. 

1 mo.  2 mos.  3 mos.  4 mos. 

5 mos. 

6 mos. 

8 mos. 

The  types  of  psoriasis  included  (parentheses  indicate  number  of 
cases)  ; Generalized  (31),  Palms  and  soles  (7),  Legs  and  feet  (18), 
Scalp  and  ears  (27),  Groin  (3),  Neck  (5)  and  Vulva  (2). 


Keranil  Ointment  appears  to  be  most  effective 
against  the  typical  psoriatic  plaque  characterized  by 
heavy  scales.  Furthermore,  it  appears  to  benefit  both 
palmar  and  plantar  plaques  as  well  as  intertriginous 
lesions  and  to  be  least  effective  against  the  small 
guttate  lesions. 

Precautions:  Irritations  are  manifest  as  a suppura- 
tive follicular  involvement  accompanied  by  an  erythe- 
ma and  as  a lymph  adenopathy  in  the  drainage  area 
of  the  inflammation.  These  irritations  subside  on 
withdrawal  of  the  drug.  Sensitization  has  been 
encountered.  Keranil  ointment  is  discoloring  to  skin 
and  to  clothing. 


Availability : Keranil  ointment  is  available  in  one 
ounce  jars  as  a 10%  concentration  of  choranil  in  a 
polyoxyethyene  carrier. 
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Literature  and  samples  on  request. 


Salem  Pharmacal 

Naugatuck,  Connecticut 
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Whither  Goest  The  Autopsy 

In  1793  Baillie  wrote  “it  is  very  much  to  be  re- 
gretted that  the  knowledge  ot  morbitl  structure  does 
not  lead  with  certainty  to  the  knowledge  ol  morbid 
actions,  although  the  one  is  the  effect  of  the  other; 
Vet  surely  it  lays  the  most  solid  foundation  for 
prosecuting  such  inquiries  with  success.”  This  is  as 
true  today  as  it  was  then,  except  that  the  prosecu- 
tion of  the  knowledge  of  morbid  actions  and  their 
causes  has  become  increasingly  insistent  as  nerv 
technicjues  for  their  study  have  recently  become 
available. 

.\  glimpse  merely  at  the  problem  of  virus  diseases 
makes  clear  the  great  complexity  of  solving  some 
problems  at  the  autopsy  table.  Isolation  of  viruses 
from  tissues  of  the  heart,  lung,  liver  and  other 
organs,  invaded  by  the  numerous  separate  virirses, 
now  require  maintenance  of  a variety  of  cell  lines 
in  tissue  culture;  a large  groiq)  of  laboratory  ani- 
mals of  differing  susceptibilities.  Then  electron 
microscopy,  histochemistry  and  in  .some  cyto- 
chemistry, physical  and  immunological  methods  at 
limes  need  to  be  extended  to  the  autopsy. 

Such  probing  autopsy  studies  recpiire  collabora- 
tion of  several  departments  and  use  of  specialized 
skills,  expensive  equipment  and  personnel.  It  is 
obvious  why  the  usual  autopsy  performed  at  small 
hospitals  where  such  skills  are  not  available  and 
even  in  large  centers,  is  coming  under  careful 
.scrutiny  as  to  its  potential  for  revealing  new  truths 
that  will  advance  knowdedge  in  the  handling  of 
the  sick  by  the  clinician. i In  spite  of  the  fact  that 
there  has  been  much  lip-service  directed  only  to 
securing  the  required  percentage  of  postmortems 
for  official  approval  of  a hospital,  the  fact  remains 
that  in  a number  of  instances  the  clinician  already 
has  made  a diagnosis  from  the  assistance  he  receives 
from  laboratory  and  other  techniques,  often  expects 
little  more  from  the  necropsy  and  frequently  does 
not  even  feel  the  necessity  to  bring  to  the  path- 
ologist the  clinical  problems  he  encountered  and 
collaborate  with  him  in  seeking  an  answer  at  the 
autopsy  table. 


I'hroughout  the  development  of  medical  science 
the  autopsy  has  afforded  a major  means  for  the 
recognition  of  new  di.sease,  for  the  establishment 
of  pathogenesis  and  for  the  evaluation  of  the  effects 
or  effectivene.ss  of  new  therapy.  It  has  served  as  the 
Izasis  for  developing  accuracy  in  clinical  diagnosis 
and  led  to  the  establishment  of  most  disease  entities 
as  we  know  them.  It  is  not  surprising  therefore 
that  before  the  present  era,  great  clinicians  like 
Osier  and  Blumer  went  to  the  clinic  from  the 
autopsy  table. 

Because  of  the  great  advances  in  clinical  methods 
and  the  use  of  medical  laboratory  information 
accpiired  from  the  living,  the  autopsy  has  to  a 
much  less  degree  provided  any  unique  .service  for 
evaluation  and  has  demanded  less  interest  on  the 
]:>art  of  the  clinicians.  Frequently  the  cause  of  death 
may  appear  ol)vious  and  except  in  unusual  cases  re- 
quires necropsy,  evaluation  mainly  for  medico-legal 
reasons,  and  then  by  a forensic  ]jatliologist.  A lack 
of  interest  in  autopsies  which  have  become  un- 
necessarily repetitious  is  cpiite  understandable. 
Many  diseases  such  as  proved  cancer  with  extensive 
metastases  have  become  regarded  by  both  path- 
ologists and  clinicians  merely  as  an  arduous  exercise 
and  are  of  little  significance  for  clinical  correlation. 
Fhey  present  no  new  scientific  information  and  are 
repetitious,  offering  no  contribution  to  the  clinical 
evaluation  of  symptoms  and  therapy  of  the  disease, 
in  short,  without  educational  \alue  cither  to  the 
pathologist  or  the  clinician. 

It  seems  reasonable  now  that  autopsies  have 
risen  five  times  in  cost,  that  pathologists  should 
devote  less  time  to  performing  autopsies  of  ques- 
tionable clinical,  research  and  educational  value 
and  allow  more  time  for  full  and  efficient  study  in 
those  instances  where  a productive  effect  woidd  be 
achieved.  In  .short,  we  have  reached  a point  where 
performing  an  autopsy  should  not  be  an  automatic 
event  and  we  should  think  more  about  the  matter 
of  selection.  Hazard^  believed  that  we  should  seek 
to  perform  autopsies  in  three  special  areas.  One  is 
in  those  instances  that  benefit  the  care  of  future 
patients  through  scientific  contributions.  A second 
group  are  those  that  provide  information  for 
the  clinician  in  his  evaluation  of  diagnosis  and 
treatment.  A final  group  are  those  cases  that  offer 
an  educational  advantage  for  physicians  in  training. 

If  the  autopsy  is  a research  type,  it  should  be  per- 
formed in  a detail  beyond  the  so-called  classical 
autopsy  technic[ue  mastering  all  applicable  aspects 
of  basic  science  such  as  biochemistry,  microbiology, 
histochemistry,  electron  microscopy,  to  answer 
pertinent  questions  regarding  disorders  that  are 
poorly  understood,  such  as  certain  genetic  diseases, 
hemorrhagic  fever,  human  homografts,  and  others. 
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Obviously  the  teaching  autopsy  lor  the  path- 
ologist in  training  must  follow  meticulous  tech- 
niques. He  needs  to  recognize  the  need  for  a 
comprehensive  scientific  approach  to  the  problem 
presented  and  have  a full  understanding  of  the 
modern  purposes  of  a necropsy.  If  instead  they  are 
exposed  to  repetitious,  post-mortem  examinations 
from  which  they  learn  little  after  the  first  few  cx- 
perietices,  they  will  lose  interest  as  the  student 
already  has  in  many  instances.  Instead  the  path- 
ologist in  training  needs  to  he  challenged  with 
necropsies  ol  unusual  inqxcrtance  and  this  of  coinse 
must  he  under  the  carefid  giudance,  supeitision, 
and  review  of  the  experienced  pathologist. 

Autopsies  performed  on  the  unusual  case  will 
encemrage  collaboration  between  the  clinician  and 
the  pathologist  before  the  atitojjsy  is  performed.  It 
will  help  to  evaluate  the  clinical  data  and  indicate 
the  category  of  autopsy  procedures  to  be  followed. 
■Such  collaboration  will  make  it  possible  to  state 
whethei  the  jxuient  died  of  a probable  known 
disease  with  exjjected  course,  whether  there  were 
clinical  or  other  aspects  reqiuring  an  explanation 
or  whether  the  jxitient  had  a baftling  and  incom- 
pletely understood  disorder  recpiiring  a research 
effort  to  obtain  the  desired  complete  information. 

.\jxn  t from  research  we  must  not  forget  that  the 
autopsy  does  make  possible  answers  to  various 
specific  cjueslions  and  provide  simple  factual  data 
important  for  the  physician,  the  family,  the 
statistician  and  the  law.  For  example,  did  the 
patient  have  jjeritonitis  following  an  ctperation? 
W'as  a sudden  death  clue  to  embolism,  myocardial 
infarction  or  ventricular  fibrillation  following  in- 
haling cd  toxic  substance  oi  electrocution  or  drown- 
ing? ft  is  recognized  that  answers  to  such  cpiestions 
clcj  not  cemstitute  science,  do  not  achance  con- 
ceptual or  getieral  kncrwledge.  but  they  help  the 
overall  care  of  patients. 

However,  the  usefulness  of  some  autopsies  is 
often  minimal  or  nonexistent,  d'he  sjjecific  answers 
which  an  autopsy  can  provide  may  often  be  derived 
from  cjther  sources.  Autopsies  need  not  be  clone 
merely  for  the  sake  of  going  through  certain 
habitual  motions.  ^Ve  all  know  how  the  “un- 
finished” autopsies  pile  tq>  in  the  pathologist’s 
office.  .Some  get  finished  .scz  long  after  prosection 
that  no  one  today  cares  except  the  file  clerk  who 
can  then  make  ati  appropriate  check  mark  on  a 
folder  or  card.  These  facts  expose  the  popular  idea 
that  the  more  autopsies  we  do  the  better  off  we  are, 
as  a pure  myth  or  fetish. 

If  the  auptopsy  seems  to  be  falling  behind  in  its 
appeal  to  physicians  or  students,  it  will  not  meet 
the  competition  of  other  disciplines  by  standing  in 
the  tradition  of  fifty  years  ago.  d’his  jcroblem  was 
stressed  bv  each  participant  in  the  symposium.^'*’ 


We  cannot  give  iqr  the  autopsy.  It  is  absolutely 
necessary  but  it  must  seek  its  place  among  all  the 
various  methods  of  study  of  the  patient,  of  groups 
of  patients,  in  teaching  or  in  medical  research. 

L.H.N. 

References 

1.  Hazanl.  J.  li.:  Tlic  autopsy.  193:  80."),  Sept.  0,  196,''). 

2.  .Augiist,  H.:  What  lemc'tlics  for  the  ailing  autop.sy.  Ihitl. 

p.  806. 

3.  ^^cManus,  J.  F.  A.:  Tlic  autopsy  as  rescarcli.  Ibid.  p.  808. 

4.  Hohrod,  M.  G.:  Uses  of  the  auio|).sy.  Ibid.  p.  810. 

,").  Madden,  S.  C.:  How  many  antojesies.  Ibid.  p.  812. 

6.  Davidson,  G.  S.:  Tlic  autopsy  in  the  age  of  molecular 
biology,  liiid.  [),  813. 

The  Syndrome  Of  Mesenteric 
Arterial  Insufficiency 

'Fhe  kidneys  and  the  gastrointestin;il  tract  receive 
together  over  .oO  per  cent  of  the  total  cardiac  out- 
put, but  they  are  le.ss  vulnerable  to  short  periods 
of  anoxia  than  the  brain  or  heart,  .\ccordingly 
they  play  a major  role  in  stipporting  levels  of 
tirterial  jiressure  whenet  er  hit  tors  arise  that  tend  to 
hnver  it.  blood  diversion  from  the  mesenteric  .sys- 
tem and  the  kidneys  to  the  general  circidation 
has  long  been  recognized  as  a major  factor  in 
maintenance  of  arterial  pressnie.  Accordingly,  the 
more  the  general  ciretdation  is  in  troidtle,  the 
more  angiospasm  one  finds  in  the  mesenteric  vas- 
cular bed.  The  sudden  factors  that  tend  to  reduce 
blood  How  by  producing  a lall  in  arterial  ])re.ssure 
are  hypotension  from  whatever  cause  such  as  hemor- 
rhagic and  etidotoxic  shock,  or  from  acute  myo- 
cardial infarction  atid  certain  cardiac  arrhythnuas. 
There  akso  are  slowly  developing  causes  for  re- 
duction in  blood  Hezw  sucli  as  cardiac  failure  and 
mesenteric  arterial  insufficiency.^  - 

Up  to  the  present  time  information  on  actual 
blood  How  through  the  mesenteric  system  has  been 
limited  because  routine  sampling  of  the  pc^rtal 
blood  stream  has  been  impcjssible.  We  know  that 
the  mesenteric  circulation  is  a system  rich  in  anas- 
tonitic  networks  with  a low  resistance,  high  How, 
and  mctclerate  a-v  oxygen  extraction  at  rest  (4.!) 
nd  oxygen  per  100  M.L.  blood),  these  data  having 
been  obtained  from  animal  studies.^ 

Fhe  clinicians  interest  in  the  mesenteric  circida- 
tiem  in  man  derives  frcjin  two  important  observa- 
tions. In  one  mentioned  in  the  first  paragraph,  that 
necrotic  changes  cjf  the  digestive  tract  have  been 
noted  in  prolonged  serious  reductions  in  blood 
How  to  this  area  from  systendc  causes.  Marston^ 
has  analyzed  and  published  information  on  cases 
of  acute  fulminating  necrotic  bowel  lesions,  e.s- 
pecially  in  middleaged  men  and  which  often  follow 
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an  illness  associated  with  hypotension  and  vaso- 
constriction peripherally.  The  lesions  have  been 
given  a wide  variety  of  pathological  labels  such  as 
necrotic  jejunitis,  acute  enterocolitis,  pseiido- 
inenibranous  enterocolitis,  necrotizing  colitis, 
hemorrhagic  duodenitis.  They  probably  residt  from 
arteriolar  spasm  of  the  bowel  wall  vessels  initiated 
by  any  factor  producing  hypotension.  The  lethal 
factor  in  shock  is  the  occurrence  of  necrosis  of  the 
gastro-intestinal  mucosa  because  of  a strangulation 
of  the  circulation  in  this  area  by  excessive  and 
prolonged  vasoconstriction.- 

The  second  factor  that  has  aroused  the  clinician’s 
interest  in  the  mesenteric  circulation  is  the  finding 
of  a high  incidence  of  atherosclerosis  in  the  vessels 
serving  the  botvel.  Reiner’s’'  '*  injection  studies  of 
post-mortem  specimens  have  outlined  patterns  of 
atherosclerosis  that  most  often  involve  the  celiac, 
splenic,  superior,  and  inferior  mesenteric  vessels,  as 
well  as  narrowing  of  the  sub-liranches  of  these 
\essels.  He  found  lesions  present  in  77  percent  of 
his  unselected  series  of  autopsies.  The  incidence  of 
atherosclerosis  was  as  expected  higher  in  diabetes. 
Furthermore,  the  occurrence  of  atherosclerosis  in 
the  mesenteric  system  seemed  to  be  parallel  with 
the  severity  of  arterial  disease  in  the  aorta  and 
coronary  arteries. 

The  mesenteric  system  seemed  capable  of  de- 
veloping good  collateral  How  because  the  olivious 
degree  of  atherosclerosis  did  not  necessarily  cor- 
relate well  w'ith  the  presence  of  ischemic  lesions  in 
the  bowel  wall.  We  are  well  accpiainted  w'ith  this 
phenomenon  in  the  same  lack  of  correlation  occas- 
ionally occurring  betw'een  cerebral  and  coronary 
atherosclerosis  and  the  presence  of  manifest  symp- 
toms. It  is  also  established  that  the  symptoms  most 
often  due  to  small  bowel  ischemia  occur  when  the 
development  of  collateral  supply  is  unable  to  keep 
pace  with  progressive  narrowing.  It  is  interesting 
that  the  stomach  is  not  as  vulnerable  as  is  the 
bowel  and  infarctions  of  the  stomach  are  rare  in 
man." 

It  is  not  surprising  that  the  pain  of  mesenteric 
vascular  insufficiency  can  be  confused  with  symp- 
toms arising  from  the  more  common  gastric,  pan- 
creatic or  biliary  diseases.  The  diagnostic  difficulty 
is  compounded  because  of  the  frecjuent  concurrent 
but  unrelated  presence  of  lesions  in  these  structures 
in  older  people.  But  we  must  carry  with  us  a high 
index  of  suspicion  when  a patient  suffers  pain 
after  eating  sometimes  developing  immediately  but 
present  at  least  30  minutes  after  eating,  the  hall- 
mark of  the  syndrome  of  mesenteric  vascular  in- 
sufficiency. The  pain  is  generalized  or  periumbilical 
although  occasionally  localized  to  one  of  the  quad- 
rants of  the  abdomen.  If  to  (he  left  cjuadrant,  one 
would  sus|)C{t  insuffir iency  of  the  inferior  mesen- 


teric artery  distributed  to  the  left  colon.®  The  pain 
may  even  radiate  to  the  back  and  most  often  is 
colicky  in  nature. 

The  duration  of  the  pain  may  be  from  one  to 
several  hours,  sometimes  continuing  to  the  time  of 
die  next  meal.  Motility  disturbances  varying  from 
distension  to  nausea,  vomiting,  diarrhea  or  consti- 
patioti,  ofteti  accompatiy  the  period  of  pain,  d’he 
only  cotisistent  relief  is  obtained  by  not  eating 
although  reduction  iti  the  size  of  the  meal  may 
liring  relief  early  iti  the  course  of  the  disease.  Once 
the  food  intake  is  reduced,  weight  loss  sets  in  aiul 
may  lie  pronounced.  This  is  compounded  by  failure 
of  absorption  from  the  part  of  the  liowel  sitfleritig 
from  ischemia.  Drugs  seem  totally  valueless.® 

The  course  is  relentless  with  increasing  pain  and 
eientually  acute  bowel  infarction,  usually  invoh- 
ing  the  small  bowel,  right  colon,  and  a portion  of 
the  transverse  coloti  all  supplictl  by  the  superior 
mesenteric  artery.  We  get  little  help  from  various 
stitdies  except  for  an  occasional  deficiency  pattern 
or  abnormal  motility  pattern.  It’s  clear  enough 
that  the  diagnosis  of  mesenteric  vascular  insuffi- 
ciency depends  upon  clinical  awareness  of  the 
disease  and  urgent  steps  to  properly  perform  angio- 
graphic studies.  This,  should  not  be  too  difficult  if 
the  tip  of  the  aortic  catheter  is  close  to  the  orifice 
of  the  mesenteric  artery  so  that  dye  injection  may 
definitely  establish  the  presetice  or  absence  of 
pateticy.  There  has  also  been  recently  described 
a radioactive  techtiique  for  obtaining  flow  curves 
utilizing  an  intravenous  injection  of  a short-range 
beta  emitter  and  a geiger  coutiter  jHaced  in  the 
bowel  lumen.** 

Once  infarction  has  occurred,  the  mortality  is 
almost  100  percent  although  a few  spectaetdar  suc- 
cesses have  resulted  from  surgical  restoration  of 
blood  How  combined  with  resection  of  the  in- 
farcted  area.i"  *^  Obviously  one  must  try  to  make 
the  diagnosis  in  the  patients  showing  the  chronic  or 
prodromal  symptoms.  For  in  these  cases  endarterec- 
tomy or  bypass  surgery  offers,  the  best  chance  for 
long  term  survival.  There  is  here  a real  opportunity 
for  early  diagnosis  because  50  percent  of  patients 
tvith  acute  bowel  infarction  secondary  to  mesenteric 
thrombosis  experience  pain  weeks  to  months  pre- 
ceding the  acute  episode. 

We  must  bear  in  mind  that  extensise  athero- 
sclerosis may  be  present  without  symptoms  and  we 
need  to  have  a satisfactory  method  to  estal)lish  what 
is  the  blood  flow  and  what  are  the  alterations  in  the 
mucosal  pattern  during  ischemic  stress.  Hopefully 
future  work  will  provide  diagnostic  technicpies  that 
have  the  usefulness  of  the  electrocardiogram  in  the 
diagnosis  of  abnormalities  of  blood  How  in  the 
mesenteric  system. 

L.H.N. 
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Ethical  Problems  In  Human  Experi- 
mentation: 1.  In  Relation  To  Law 

riic  ethical  proltleins  ol  htiinaii  exjterimenlal  ion 
was  admiral)ly  disctis.sed  last  spring  at  Harvard  by 
ihe  dislingttished  jtirisl,  Patti  ,-\.  Fretind,  Carl  \V. 
l.oeb,  University  Professor  at  the  Harvttrd  L;tw 
.School  and  I’resident  of  the  Anieritan  Academy  of 
,\rts  and  Sciences.  He  points  out  that  the  law  of 
medictil  experimentation  has  not  crystali/ed  into 
linn  neat  rules  ;tnd  therefore  the  law  cannot  be 
expected  to  yield  precise  answers  to  the  ethical 
jrroblems  of  medical  experimentation.  He  believes 
there  will  have  to  be  a closer  interchange  between 
medicine  and  law  so  that  each  discipline  will  have 
to  clarify  the  issues  in  the  light  of  its  own  exper- 
iences and  its  own  ways  of  thinking.  In  any  such 
clialcjgue  it  becomes  necessary  for  the  physician 
to  understand  certain  characteristics  of  the  legal 
j)rocess  and  the  legal  mind,  and  it  will  be  necessary 
for  the  legal  profession  to  understand  the  doctors 
problems  in  his  search  for  the  best  ways  of  curing 
his  patient  and  his  aim  to  advance  knowledge  so 
that  other  patients  and  future  generations  will  bene- 
fit from  his  present  experience. 

Profes.sor  Freund  points  out  certain  of  the  sexeral 
characteristics  of  the  legal  process  and  the  legal 
mind.  First  of  all  the  law  is  conservative,  (ustice 
Holmes  long  ago  jiointed  this  out  that  continuity 


with  the  past  is  not  a duty  it  is  a necessity.  This  is 
why  the  law'  is  addicted  to  principle  and  adheres  to 
it  for  it  constantly  fears  a bad  precedent.  The  law 
takes  refuge  in  general  rules  as  metaphysics  resorts 
to  absolutes. 

Not  only  is  the  law  conservative,  but  it  is  deeply 
jirotective  of  human  integrity  and  human  life.  .‘\n 
offensive  touching  or  invasion  of  the  body  if  not 
consented  to  is  a trespass  against  the  person,  a 
battery  that  can  be  redressed  in  an  action  for 
damages.  If  a human  life  is  taken  deliberately  it 
is  no  mitigation  of  the  crime  to  claim  that  the 
victim  was  by  wordly  standards  someone  of  little 
merit  or  .someone  having  little  time  to  live.  In  short, 
the  governing  standard  is  not  the  merit  or  need 
or  value  of  the  victim  but  ecpiality  of  worth  as  a 
human  being.  In  short  the  governing  principle  is 
that  man  shall  not  ]jlay  “(fod”  with  human  life. 
Fven  the  saving  ol  lives  will  not  justify  the  taking 
of  a life  except  in  self  clefen,se  or  in  defense  of  a 
third  person. 

besides  being  conservative  and  sensitively  pro- 
tective of  human  life  the  law  Profe.ssor  Freund 
points  out,  is  also  dialectical  in  method.  'Fhe  ad- 
versary system  that  is  at  the  heart  of  our  law  assigns 
roles  to  the  advocate.s,  to  the  jmlge,  and  it  would 
disrupt  the  system  if  anyone  attempted  to  play  a 
role  other  than  his  own.  For  example,  if  the  atho- 
cates  attempted  to  take  the  place  of  the  judge  and 
himself  he  judici.d,  the  system  would  break  down. 
1 bus  we  come  to  recognize  that  each  advocate  owes 
perfect  loyalty  to  his  client  within  of  course  the 
proprieties  of  honor  and  of  the  system. 

Fins  dialectical  asj)ect  of  the  law  has  led  not 
oidy  to  the  consei  vation  of  the  law’  but  to  its  being 
both  cre;iti\e  and  responsive  to  the  needs  of  society, 
fust  as  the  law  has  raised  up  a right  cd  privacy 
which  is  a creative  innovating  doctrine,  so  it  may 
come  to  recogni/e  a right  ol  experimentation  as 
human  beings.  For  social  interests  ;ind  expectations 
such  as  need  for  obtaining  cures  lor  such  human 
scourges  ;is  cancer  and  heart  disease,  are  certainly 
justified  and  can  eventually  be  reflected  in  a law 
that  tvoulcl  allow  certain  types  of  human  expeii- 
ment;ition  to  the  end  of  protection  of  present  and 
future  human  life.  For  both  the  interest  of  society 
and  a religious  or  semi-religious  \ iew  of  the  dignity 
of  human  life  lead  to  a concern  to  serve  humanity. 

Fhe  law  has  indeed  yielded  in  its  absolutes  where 
some  worthy  risk  has  pressed  lor  ticceptance.  Pro- 
fessor Freund  points  out  that  we  can  calculate  pretty 
well  the  risk  of  mortality  for  1,000  autos  on  the  road 
or  1,000  drivers  under  age  20  and  yet  we  permit 
the  autos  and  young  drivers  on  the  highway.  W'e 
take  the  risk.  W’e  can  calculate  the  loss  of  life  in 
any  large  sc;de  job  of  highway  construction  or  tun- 
neling or  the  building  of  sky.scrapers  and  yet  we 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis, 
and  Peripheral  Vascular  Disorders* 


'"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."'  thrombophlebitis,  varicose  veins,  osteoarthritis,.."* 

now,.. specific  therapy  for  night  leg  cramps 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WALKE 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophy Mine  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  tour  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.; 
Med.  Times,  87:818,  1959. 
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A MEDICAL  LABORATORY  FOR  CYTOLOGY  ONLY 


NEW  JERSEY 
CYTOLOGY  CENTER 

25-15  Fairlawn  Ave. 
Fair  Lawn,  New  Jersey 

Phone  No.:  201-796-4078 

SPECIMENS 
FROM  PHYSICIANS 
OFFICES  ONLY 


MAIL  SERVICE— We  are  as  close 
as  your  mail  box! 


CYTOLOGY  KITS  SUPPLIED 

NAME 

FREE  WITH  SERVICE 

□ Send  sample  kit  □ Recommendations  requested 

AnnRF.q5; 

Bio-Analytical  Laboratories  Registration 
State  of  New  Jersey,  Board  of  Medical  Examiners 
License  #248  — Howard  Miller,  M.D.,  Director 
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If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  mode 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  couf<on  today! 


Underwritten  by: 

CITIZENS  LIFE 
INSURANCE  CO. 

Xe7v  Vork,  A/”.  K. 


IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  0651 1 

I'lrasc  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 

Dr.  

Address  

City  or  town  Zip  Code  
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deliberately  elect  the  known  risk  of  loss  of  life.  At 
times  we  not  only  accept  the  risk  but  honor  and 
encourage  it  in  such  hazardous  undertaking  as 
flying  in  outer  space  or  climbing  to  the  top  of  a 
high  mountain  peak. 

The  crux  of  the  matter  is  to  find  the  inner  checks 
or  other  safeguards  that  will  mitigate  and  justify 
the  risk  be  it  in  industry  or  be  it  in  medicine.  The 
law  on  the  whole  subject  of  experiment  will  be 
worked  out  in  close  reliance  on  the  moral  sensi- 
bilities of  the  community.  As  far  as  medical  experi- 
mentation is  concerned  the  medical  profession  will 
have  to  take  the  public  into  its  confidence  and  to 
educate  the  public,  rather  than  risk  the  shock  and 
explosion  of  pent  up  revulsion  such  as  occurred 
when  the  public  discovered  that  patients  were  being 
innoculated  with  cancer  cells  even  though  it  was 
a harmless  and  benign  procedure. 

Professor  Freund  thinks  the  primary  step  is  to 
recognize  that  different  moral  problems  and  moral 
dilemmas  do  exist  in  which  help  and  guidance  must 
be  sought  from  many  sources  especially  the  medical 
profession.  He  points  out  however  that  there  are 
times  when  even  moral  practices  break  down  as  for 
example  the  Nazi  experience  in  which  well  human 
beings  w’ere  maimed  or  killed  by  “high  standing” 
physicians  whose  hideous  jrathological  attitude  justi- 
fied their  crimes  by  quoting  the  welfare  of  the 
species  as  over-riding  that  of  the  simple  man.  How- 
ever they  chose  for  their  involuntary  victims  well 
persons  that  they  considered  belonging  to  an  “in- 
ferior race.” 

In  ethics  and  biology  we  may  learn  from  path- 
ological specimens.  In  the  end  we  may  have  to 
accept  the  fact  that  some  limits  do  exist  in  the 
search  for  knowledge.  And  we  must  rely  on  the 
wdsdom  and  age  old  tradition  of  the  medical  pro- 
fession in  its  dialogue  with  the  legal  profession  to 
set  rules  and  boundaries  in  human  experimenta- 
tion. 

L.H.N. 

Reference 

1.  Freund,  P.  A.:  Ethical  problems  in  human  experimenta- 
tion. New  Engl.  J.  Med.  273:  687,  1965. 

The  Forgotten  Sick  Mon— 

The  Alcoholic 

Elsewhere  in  this  issue  (see  page  119)  Dr.  Terhune 
points  out  that  the  alcoholic  suffering  like  other 
addicts  from  a malignant  disease  does  not  willingly 
give  up  the  drug  and  that  when  all  other  pro- 
cedures fail,  the  Connecticut  Legislature  has  pro- 
vided a wise  and  humane  measure  to  enable 
families  to  place  such  patients  under  enforced 
medical  treatment  for  long  enough  to  get  results. 


This  subject  is  obviously  of  such  importance  that 
it  gave  rise  to  a three-day  national  conference  in 
June,  sponsored  by  the  Boston  University  Law- 
Medicine  Institute  to  examine  the  legal  issues  in 
alcoholism  and  alcohol  usage.  Present  were  leaders 
of  the  judiciary,  the  law  schools,  the  medical  pro- 
fession, the  forensic  sciences,  law  enforcement  and 
correction,  as  well  as  representatives  of  alcohol 
treatment  programs.  This  conference  is  excellently 
reported  by  N.  L.  Chayet.^  He  summarizes  the 
important  themes  considered  at  the  Conference. 
One  was  a discussion  of  when  the  law  should 
exercise  its  coercive  power  to  institutionalize  the 
alcoholic  patient  against  his  will. 

This  theme  was  very  well  analyzed  by  Professor 
William  J.  Curran  in  a paper  entitled  Civil  Com- 
mitment of  Alcoholics.  His  legal  survey  pointed  to 
the  lack  of  uniformity  throughout  the  United  States 
on  the  legal  basis  of  commitment.  Apparently  the 
definition  of  the  committable  patient  varies  signi- 
ficantly from  state  to  state.  In  most  states  the 
alcoholic  to  be  committed  must  have  “lost  his  self- 
control.”  However,  there  appears  no  uniformity  in 
the  qualities  that  are  listed  along  with  self-control. 
In  some  it  is  “addiction”  to  alcohol  for  a s]3ecific 
period  usually  one  year.  Then  there  may  be  in- 
ability to  handle  one’s  property,  or  danger  to  the 
community,  danger  to  one’s  self,  and  a certain  num- 
ber of  arrests  for  drunkenness.  In  California  the 
law  incorporates  practically  all  of  these  elements; 
In  Minnesota  the  sole  criterion  for  commitment  is 
“inability  to  manage  one’s  affairs.” 

Professor  Curran  believes  that  involuntary  com- 
mitment is  over  used  for  too  wide  a class  of  alco- 
holics. Sweeping  alcoholism  into  these  institutions 
“creates  an  illusion  of  coping  with  a great  public 
health  menace.”  Accordingly  one  of  the  conference 
recommendations  was  “That  the  machinery  of 
civil  commitment  be  brought  to  bear  only  when 
an  individual  constitutes  a danger  to  the  public  at 
large.” 

A cpiestion  was  raised  at  the  conference  as  to 
whether  all  persons  committed  to  institutions 
through  regular  channels  actually  belong  in  mental 
institutions.  There  was  quoted  evidence  that  as 
many  as  a third  of  all  aclmissions  to  mental  hos- 
pitals are  for  alcoholism  (31.4  percent  in  Mary- 
land during  1964)  . A question  was  raised  as  to 
whether  the  physician  who  is  asked  to  certify  an 
alcoholic  patient  for  the  purpose  of  involuntary 
commitment  has  any  alternative  to  such  action  or  is 
he  forced  by  a rigid  statutory  scheme  to  take  such 
action  because  there  is  no  provision  for  alternative 
methods  of  handling  the  problem. 

Judge  W.  H.  Burnett  of  Denver  described  the 
successes  of  a method  of  handling  drunken  offend- 
ers in  the  Denver  Court.  The  method  “seeks  to 
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halanci"  threats  and  penalties  with  a helping  hand.” 
The  program  employs  the  unique  policy  ol  re- 
leasing a delcndent  before  his  court  appearance 
whenever  jjossiltle  and  makes  provision  for  a volun- 
tary court  honor  class  which  is  a blend  of  dis- 
cussion and  lecture  series  for  the  offender  designed 
at  motivating  him  to  cease  his  drinking  pattern 
tlmnigh  use  of  tactics  similar  to  those  employed  by 
.\lcoholics  Anon  vinou  s. 

.V  good  deal  of  discussion  and  interest  focused 
on  the  cases  presentlv  in  which  attempts  to  examine 
whether  the  victim  has  committed  a crime  or  suffers 
from  a disease.  Arguments  were  presented  that 
such  a person  shoidd  not  lie  found  guilty  of 
drunkenness  liecause  lie  is  not  responsible  owing  to 
his  illness  and  that  he  cannot  form  a “guilty 
mind”  retpiired  for  a crime.  On  the  other  hand 
Dr.  Nils  C:iiristie  of  Norway  thinks  their  method  of 
many  fines  for  drunken  driving  has  generated  a 
respect  for  drinking  driving  legislation  which  ap- 
parently is  nonexistent  in  this  country. 

Perhaps  the  most  important  recommendations 
emanating  from  the  conference  were  tlio.se  aimed  at 
awaking  the  professions  of  law  and  medicine  to  the 
problem  of  alcoholism  and  alcohol  usage  and  to 
take  active  steps  to  do  something  about  this  prob- 
lem. W'e  need  to  have  more  knowledge  on  alcohol- 
ism and  alcohol  usage,  the  relation  of  drinking  and 
driving,  family  break-tqj  and  similar  areas  of  wide- 
spread legal  and  social  significance.  Accordingly, 
the  conference  recommended  that  the  American  Bar 
.\ssociation  and  the  American  Medical  Association 
establish  a joint  committee  to  studv  these  problems 
and  that  stich  committees  include  representatives 
of  all  grotips  in  medicine  and  law  that  have  an 
interest  in  this  area. 

One  thing  did  become  clear  at  the  coiderence: 
the  fact  that  doctors  and  lawyers  alike  need  to 
know  more  about  alcoholism  as  a disease  and  about 
how  to  deal  with  those  who  are  its  victims.  There 
is  need  for  speedy  action  and  intensive  research. 
Dr.  Terhnne’s  article  in  this  issue  opens  the  door. 

L.H.N. 
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Phenylalanine  And 
Chloramphenicol 

Chloramphenicol  is  an  excellent  antibiotic  es- 
pecially in  hemophilus  influenza,  salmonella  and 
E.  coli  infections.  At  the  same  time  it  has  been  u,sed 


with  catition  and  trepidation  because  of  its  well 
known  effects  upoti  the  hematopoietic  system  lead- 
ing to  aplastic  anemia  iti  some  patients.  How  to  be 
able  to  use  it  and  at  the  same  time  avoid  its  com- 
plications has  been  the  l)ig  problem  in  therapeutics. 

Our  present  practice  when  administering  chlor- 
amphenicol is  to  take  frequent  blood  counts  and  on 
the  first  appearance  of  anemia  to  discontinue  tlie 
drug.  This  practice  is  clearly  unsatisfactory,  but 
is  the  only  one  generally  available  to  use.  It  is  un- 
satisfactory just  because  what  is  happening  in  the 
bone  marrow  precedes  by  days  the  evidence  of 
tlamage  in  the  jteripheral  blood.  In  fact.  Ingall, 
et  al.i  de,scribe  a case  in  which  the  first  sign  in  the 
peripheral  l)lood  was  a hemoclastic  crisis  requiring 
immediate  transfusion  with  packed  red  cells.  Thus 
only  following  the  picture  in  peripheral  blood 
can  lead  to  disastrous  consecpiences.  It  is  also  un- 
satisfactory because  once  evidence  of  damage  to  tlie 
erythroid  elements  appears,  the  antibiotic  must 
perforce  Ite  discontinued  even  though  its  thera- 
peutic benefits  may  not  have  been  achieved.  Cdearly 
we  need  to  know  more  about  the  way  in  which 
chloramphenicol  catises  damage  to  the  erythroid 
elements  and  how  to  prevent  them. 

Ingall,  et  al.  studied  the  bone  marrow  of  8 infants 
and  children  who  were  receiving  chloramphenicol 
for  E.  coli.  Salmonella  and  hemophilus  influenza 
infections.  They  noted  as  did  cithers  Itefore  them,- 
that  early  in  the  development  of  chloramphenicol 
toxicity  vacuoles  appear  in  the  erythroid  and 
myeloid  jirecursors  in  the  bone  marrow.  Similar 
cytoplasmic  vactioles  in  the  erythrogones  have  been 
reported  in  other  conditions  such  as  erythremic 
myelosis,  acute  alcoholism  and  especially  in  infants 
sidfering  from  phenylketonuria  receiving  a phenyl- 
alanine tleficient  diet.  It  is  relevant  to  this  di.scus- 
cicssion  that  the  vacuolization  of  the  erythroid 
elements  in  such  infants  disappeared  when  phenyl- 
alanine was  added  to  these  infant’s  diet. 

Back  in  1950  W’oolley^  had  noted  that,  in-vitro, 
phenv  lalanine  inhibited  the  antibacterial  effect  of 
chloramphenicol  tqton  E.  coli.  Could  phenylalanine 
also  inhibit  the  toxic  cflects  of  chloramphenicol 
u])on  the  bone  marrow  in-vivo  without  affecting  its 
antibacterial  activity?  This  thought  together  with 
the  observation  that  phenylalanine  prevents 
vacuolization  of  the  erythroid  elements  in  phenyl- 
ketonuria, led  Ingall,  et  al.^  to  study  the  bone 
marrow  of  8 infants  who  were  treated  with 
chloramphenicol  fcjr  serious  infection.  The  most 
striking  findings  were  the  presence  of  vacuolization 
in  the  erythroid  elements  in  three  of  the  patients. 
They  were  most  numerous  in  the  erythrogones  and 
A normoblasts.  The  vacuoles  were  cytoplasmic, 
round  and  of  variable  size.  In  these  three,  who  were 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICUUT1S 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by  direct  musculo  tropic  action  with 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate thiphenamil  hci 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 


. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 

. . . non-mydriatic  — may  he  used  in  glaucoma 


Trocinate  (Thiphenamil  HCI)  has  been  found  in  three  chmca  studies  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J-  Urol.,  73.487-93) 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usa^e  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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DENTOCAIN  LOTION  MILD 


If 
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Benzocaine  • 10% 

Chloroform,  4 mins,  per  fluidounce. 


KDBHTOCAIN  LOTION  MILD  makes  it  easier  lo  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
<4^ntle  massage,  brings  quick,  soothing  relief  to  irritated  and 
ll^ltt)n|ed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 


Sadies  <Ut  Mte  MoiUe^  . 


' Hjf  pi»viding  more  comfort  and  extra  sleep  lor  the  baby,  DENTO- 
' ^ ' 4SIUK,  LOTION  MILD  grants  the  mother  greater  peace  of 
adiul  and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
'''i  for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Gonn.,U.S.A. 


Professional  samples 
and  descriptive 
literature  sent  on 
request. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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also  the  sickest,  the  chloramphenicol  was  con- 
tinued, but  with  the  administration  of  phenyl- 
alanine for  2-4  days  the  bone  marrow  returned  to 
normal. 

There  was  no  correlation  between  the  average 
or  individual  concentrations  of  chloramphenicol 
and  the  morphologic  appearance  of  the  bone  mar- 
row. The  doses  of  phenylalanine  administered  were 
small  and  the  duration  of  administration  short. 
Nonetheless  the  effects  were  dramatic  in  the  three 
patients  treated  with  phenylalanine  and  they  re- 
covered from  the  infection  as  well  as  the  vacuoliza- 
tion of  the  erythroid  elements  in  the  bone  marrow. 

Further  study  is  needed  to  determine  the  efficacy 
in  patients  with  more  advanced  bone  marrow  dis- 
turbances produced  by  chloramphenicol.  In  the 
meanwhile  it  seems  reasonable  that  a trial  of 
phenylalanine  administration  should  be  attempted 
in  patients  at  various  stages  in  the  development  of 
bone  marrow  hypoplasia  from  chloramphenicol  and 
even  after  hypoplasia  has  been  fully  established, 
since  it  is  clear  from  Ingall,  et  al.  studies  the  phenyl- 
alanine can  reverse  the  toxic  effect  of  chloramphe- 
nicol upon  the  erythroid  elements. 

There  is  one  point  that  needs  further  clarifica- 
tion. That  is  whether  the  antagonism  of  phenyl- 
alanine to  the  toxic  effects  of  chloramphenicol  on 
the  bone  marrow  is  not  accompanied  by  an  equal 
antagonistic  effect  to  the  antibacterial  activity  of 
chloramphenicol.  In  Ingall’s  study  the  three 
patients  with  bone  marrow  changes  did  recover 
from  the  infection  even  though  phenylalanine  was 
administered.  However  the  amino  acid  was  given 
only  after  the  sixth  clay  of  chloramphenicol  ad- 
ministration and  the  infection  may  already  have 
been  conquered  even  though  the  bone  marrow 
showed  toxic  effects.  What  would  happen  to  the  in- 
fection if  phenylalanine  were  to  be  used  from 
the  start  of  chloramphenicol  administration  is  of 
course  unknown  and  requires  urgent  clarification. 

What  we  do  know  is  that  if  evidence  of  bone  mar- 
row toxicity  appears  in  the  course  of  chloramphen- 
icol therapy,  it  can  be  controlled  and  toxic  effects 
reversed  by  the  use  of  phenylalanine. 

L.H.N. 
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An  Up  To  Date  View  Of 
Thrombo-Embolism 

Autopsy  studies  at  the  Peter  Bent  Brigham  Hos- 
pital in  Boston  revealed  pulmonary  embolism  to  be 
the  most  single  common  cause  of  death. ^ It  is  not 
surprising  therefore  that  in  the  last  5 years,  the 
field  of  venous  thrombo-embolism  has  seen  more 
progress  than  at  any  time  since  the  introduction  of 
anticoagnlants  20  years  before.  Much  of  this  has 
come  from  useful  diagnostic  procedures  introduced, 
such  as  measurements  of  enzymes  of  the  blood,  pid- 
monary  angiography,  pulmonary  scanning  after  in- 
jection of  radioactive  albumin  and  clot  detection 
after  tagging  with  radioactive  fibrin  or  plas- 
minogen. 

New  treatments  have  appeared  in  the  form  of 
thrombolytic  agents  to  dissolve  clots  and  surgical 
operations  for  their  removal  from  the  leg  veins 
(thrombectomy)  . There  have  been  new  under- 
standings in  terms  of  anticoagulation  dosage,  vena 
cava  ligation  or  plication,  and  more  recently  with 
the  development  of  open  heart  surgery  attempts  at 
pulmonary  embolectomy.  Although  significant  ad- 
vances have  been  made  in  the  areas  of  pathogenesis 
and  diagnosis,  the  treatments  offered  for  thrombo- 
embolic disease  remains  controversial.  Therapeutic 
evidence  has  been  offered,  as  Thomas-  points  out. 
Some  of  it  has  been  with  an  experimental  basis. 
Some  has  been  lacking  in  clinical  sense  and  the  bulk 
has  been  woefully  deficient  in  both. 

In  venous  thrombosis,  the  thrombus  is  more  akin 
to  a blood  clot  and  is  red,  while  in  arterial  throm- 
bosis, the  fundamental  event  appears  to  be  an  in- 
itiating platelet  nidus.  To  avoid  the  red  thrombus, 
therapeutic  attempts  revolve  first  around  reducing 
venous  stasis  in  the  legs.  Second  is  the  need  to 
counter  an  assumed  systemic  hypercoagulability.  It 
is  now  known  from  experimental  observations  on 
animals  that  venous  thrombi  neither  form  nor 
propagate  if  the  animals  are  given  sufficient  intra- 
venous heparin  to  prolong  the  glass  clotting  time  to 
greater  than  twice  normal.  In  addition  heparin  may 
also  have  an  important  function  in  the  treatment 
of  pnlmonary  emboli  by  preventing  the  airway 
constriction  which  in  the  absence  of  heparin,  occurs 
because  of  release  of  serotonin  locally.  Thomas-  in 
his  excellent  review  of  this  subject  points  out  from 
clinical  reports  that  fatal  pulmonary  embolism  is 
very  uncommon  once  a large  dose  of  heparin  (40,- 
000  units  per  day)  has  been  administered  intra- 
venously. 

Certain  patients  are  notoriously  liable  to  have 
pulmonary  emboli,  the  so-called  high  risk  group, 
such  as  elderly  patients  with  fractures  at  the  neck  of 
the  femur,  those  forced  to  be  in  casts  for  over  three 
days  or  those  with  congestive  heart  failure.  Pru- 
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deuce  would  demand  that  such  patients  should  be 
treated  prophylactically,  although  there  is  always 
the  need  to  strike  a balance  between  indiscriminate 
administration  of  anticoagulants  to  every  patient 
admitted  to  a hospital  and  its  too  narrow  restric- 
tion. Much  information  has  accumulated  that  anti- 
coagulant therapy  in  such  high  risk  cases  greatly 
reduces  the  inciilence  of  pulmonary  embolism.  At 
the  same  time  one  must  bear  in  mind  that  the 
hemorrhagic  complications  of  anticoagulation  treat- 
ment are  real  and  many  endanger  life  owing  to 
difficulty  in  supervising  variations  in  patients  sen- 
sitivity, mistaken  dosage,  and  laboratory  errors. 
Ibis  is  more  true  for  ambulatory  patients  than 
those  in  a hospital. 

When  it  comes  to  treatment  of  overt  pulmonary 
embolism,  Thomas  points  out  that  1)\  using  intra- 
venous heparin,  the  mortality  rate  can  be  greatly 
reduced  quoting  Barrett  and  Jordan  who  reported 
an  important  reduction  in  death  from  pulmonary 
embolism  from  26  to  2.2  percent  by  using  intra- 
venous heparin.  One  point  not  settled  is  whether 
sitbcutaneoits  or  intramuscular  heparin  can  be  as 
effective  as  the  intravenous  route.  One  thing  how- 
ever is  certain,  that  prompt  treatment  can  prevent 
the  recurrent  shotvers  of  small  emboli  found  es- 
pecially in  jKjst-partum  w'omen,  which  can  lead  to 
pulmonary  hypertension  and  right  heart  failure  if 
anticoagulation  therapy  is  not  given  promjjtlv. 

Over  the  years  the  development  of  surgery  for 
throutbo-embolic  disease  has  ranged  from  super- 
ficial femoral  ligation  to  common  femoral  lega- 
tion, to  vena  cava  ligation  or  plication  and  finally 
to  jtulmonary  embolectomy.  I’homas  clearly  points 
out  the  advantage  of  vena  cava  ligation  as  oppo,sed 
to  more  distal  venous  ligation  and  the  small  ad- 
vantage if  any  of  vena  cava  plication  over  ligation, 
riiere  is  also  a widening  recognition  of  accasional 
later  embolism  via  the  huge  collaterals  that  occur 
after  inferior  vena  cava  ligation.  A study  of  the 
pathophysiology  of  pulmonary  embolic  disease 
forces  upon  us  the  cpiestion  as  to  the  long  term 
effectiveness  of  venous  ligation  which  may  prevent 
massive  emboli  but  not  multiple  small  emboli  mjr 
diffuse  microemboli  which  gradually  occlude  the 
pulmonary  vascular  bed.  Obviously  to  prevent  these 
complications  jtatients  will  have  to  remain  on 
chronic  anticoagulation  for  prolonged  periods  even 
after  surgery. 

Open  heart  surgery  has  made  possible  pulmonary 
endaolectomy.  Numerous  case  reports  of  successful 
embolectomies  have  ajjpeared  in  recent  literature. 
Thomas  intimates  that  even  in  massive  emboli, 
immediate  heparin  therapy  may  be  life-saving.  His 
argument  is  that  although  some  patients  may  be 
saved  by  embolectomy  since  one-fifth  of  such 


patients  live  long  enough  to  permit  the  operation, 
the  crux  of  the  issue  is  however  the  decision  when 
to  operate.  If  the  patient  fails  to  respond  to  con- 
servative measures  such  as  oxygen,  morphine, 
heparin,  within  minutes  then  recovery  is  unlikely. 
The  great  challenge  is  the  decision  to  proceed  with 
operative  intervention  in  critically  ill  patients 
.some  of  whom  will  recover  spontaneously.  This 
challenge  is  esjjecially  great,  since  there  is  evidence 
(hat  intravenous  heparin  repre.sents  a highly  effec- 
tive mode  of  treatment  in  the  patietits  who  do  not 
die  immediately  from  massive  pulmonary  embolism, 
d’his  view  is  not  specifically  documented  and  of 
course  is  not  widely  accepted  by  the  cardiac  sur- 
geons who  believe  there  are  some  patients  in  w’hom 
pulmonary  embolectomy  is  the  only  life  saving 
measure  available.  The  trick  of  course  is  to  decide 
which  are  these  cases.  .\t  this  stage  in  our  knowledge 
Thomas’s  word  of  caution  about  the  dangers  of  the 
indiscriminate  application  of  pulmonary  embolec- 
toniy  is  indeed  needed. 

The  major  hazard  to  patients  with  peripheral 
venous  thrombosis  is  of  course  pulmonary  em- 
bolism. A patient  with  overt  thromhojihlebitis  is 
clearly  in  a high  risk  category  in  relation  to  the 
possibility  of  embolism.  Any  overt  evidence  of 
thrombosis  means  the  patient  may  be  in  a throm- 
botic state  with  a propensity  of  forming  thrombi  at 
other  sites.  In  fact  such  a patient  may  also  have  a 
concomitant  silent  deej)  venous  thrombosis.  It 
would  seem  therefore  logical  to  regard  the  presence 
of  thrombosis  in  an  acute  form  at  any  site  as  an 
indication  of  the  existence  of  a thrombotic  state 
which  should  ipso  facto  be  treated  with  prophylac- 
tic anticoagulant  therapy.  .Such  treatment  will 
prevent  propagation  of  a thrombus,  but  more  im- 
portant is  the  fact  that  it  is  also  prophylactic  treat- 
ment for  pidmonary  embolism.  I’homas  does  not 
consider  the  important  therapy  (thrombectomy)  of 
venous  thrombosis  in  the  leg  that  concerns  the  pre- 
vention of  post-phlebitic  leg  edema.  Nor  does  he 
consider  thrombosis  in  a varicose  vein  among  the 
20  j^ercent  of  cases  of  superficial  phlebitis  in  which 
there  is  a concurrent  concomitant  deep  phlebitis. 
Shall  these  be  excised  or  treated  by  anticoagulant 
therapy? 

L.H.N. 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


EUTONYL' 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 
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NewEUTRON 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 
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Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most  I 

other  antihypertensive  therapy. 
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Prescribing 
information  for 

EUTROIM 


INDICATIONS;  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  synipathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS;  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 

012314 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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Mutual  Medical-Dental  Problems: 
The  Prevention  Of  Dental 
Disease  By  Diet 

Two  disease  lead  to  wholesale  loss  of  teeth,  den- 
tal caries  and  periodontal  disease.  The  former  is 
widespread  in  this  country  and  in  Britain. ^ The 
latter  is  extensive  in  many  underdeveloped  coun- 
tries and  also  in  this  country.- 

The  development  of  sound  caries  resistant  teeth 
is  dependent  upon  an  adequate  diet  during  fetal 
and  early  life.  Because  our  diets  are  generally 
plentiful  and  nutritious,  malnutrition  is  uncom- 
mon as  are  mineral  and  vitamin  deficiencies.  Flu- 
orides do  prevent  much  of  dental  caries  and  any 
deficiency  of  fluoride  intake  can  be  and  is  being 
corrected  in  many  parts  of  this  country  by  fluorida- 
tion of  water  sujrply.  But  even  with  fluoridation 
there  will  remain  a goodly  number  of  children  who 
will  develop  caries.  It  is  therefore  important  to  con- 
sider other  causes  of  caries  besides  mineral  de- 
ficiency. 

There  is  growing  evidence  which  implicates  pro- 
duction of  acid  in  the  mouth  as  a major  factor.'' 
There  is  also  strong  evidence  that  carbohydrate 
provides  the  substrate  from  which  the  acid  is  pro- 
duced by  oral  microorganisms.  For  caries  to  de- 
velop as  a result  of  acid  in  the  mouth  two  things 
are  necessary— acid  in  adequate  concentration,  and 
time  for  the  acid  to  act  on  the  tooth  enamel. 
Only  disaccharides  and  monosaccharides  are  broken 
down  rapidly  enough  in  the  mouth  to  catise  dam- 
age. Th  polysaccharides  are  swallowed  before  they 
are  degraded,  but  the  simpler  sugars  usually  con 
Slimed  in  the  form  of  cakes  or  confectionaries  which 
stick  around  and  between  the  teeth  for  up  to  an 
hour  are  broken  down  to  acid  within  a minute  or 
two.  This  acid  tends  to  be  buffered  by  the  saliva 
and  would  not  harm  the  teeth  were  it  not  for  den- 
tal plaque.  Plaque  forms  like  a scum  on  the  surfaces 
of  teeth,  especially  in  areas  such  as  the  fissures  and 
between  the  teeth  where  cleaning  and  friction  of 
mastication  have  little  effect. 

Studies  with  niicroelectrodes^  have  shown  that 
after  consumption  of  a fermentable  carbohydrate  a 
pH  gradient  develops  in  the  plaque.  The  outer 
layers  are  affected  by  the  saliva  and  remain  at  or 
about  pH7.  In  the  “inner  layers”  however  where 
the  plaque  is  against  the  enamel,  the  pH  falls  to  5 
or  below  and  remains  so  for  half  an  hour.  At  these 
low  pH  levels,  enamel  is  attacked  and  caries  de- 
velop even  though  the  plaque  may  contain  fluoride. 

The  practical  implications  of  these  basic  studies 
were  investigated  in  the  now  classical  Viperholm 
Study  in  Sweden.  One  group  of  subjects  were  given 
a nutritionally  adequate  diet  low  in  sugar  while 


other  groups  were  given  the  same  diet  with  various 
supplements  of  carbohydrate  and  sugar.  They 
found  that  the  total  quantity  of  sugar  consumed 
seemed  not  to  have  a great  effect  on  the  incidence 
of  dental  caries.  What  was  important  was  the 
frequency  of  consumption. 

Subjects  who  consumed  sugar  between  meals 
especially  in  the  form  of  sticky  toffies  had  vastly 
more  caries  than  did  those  who  consumed  an 
equivalent  amount  of  sugar  at  meal  time.  Further 
work  has  shown  that  children  who  are  not  given 
snacks  between  meals  have  far  less  caries  than 
similar  children  who  eat  between  meals.  Snacks 
are  usually  of  carbohydrate  with  low  nutritional 
value  and  tend  to  spoil  the  appetite  for  the  more 
nutritious  foods  consumed  at  meal  time.  Thus  from 
every  point  of  view  eating  between  meals  is  cer- 
tainly to  be  condemned. 

Periodontal  disease  which  is  so  widespread  in 
many  underdeveloped  countries  develops  in  part 
because  the  plaque  which  tends  to  form  on  teeth  is 
not  removed  frequently  enough.  There  develops 
toxins  from  the  bacteria  in  the  plaque  which  seep 
down  into  the  crevices  betwen  the  gum  and  the 
tooth  and  thence  through  the  epithelium  to  the 
underlying  connective  tissue.  It  seems  not  feasible 
to  remove  the  plaque  often  enough  to  prevent  the 
toxins  from  forming.  Though  of  low  grade  these 
bacterial  products  lead  to  the  progressive  destruc- 
tion of  the  collagen  fibers  and  alveolar  bone  sup- 
porting the  teeth.  The  crevice  between  the  gum 
and  tooth  becomes  deepened  to  form  a pocket  in 
which  more  bacteria  can  proliferate  to  accelerate 
the  process. 

The  British  Medical  Journal  editorial  points  out 
that  periodontal  disease  is  closely  related  to  diet 
and  its  refinement  even  if  it  is  not  due  to  acid 
formation.  However  the  consistency  of  the  diet,  its 
tendency  to  stick  around  the  teeth  is  important. 
Our  modern  diet  tends  to  be  overcooked,  soft, 
sticky  and  designed  as  a cynic  has  said  for  “a 
nation  with  ill  fitting  dentures.”  To  prevent  that 
aspect  of  periodontal  disease  caused  by  diet,  it  will 
be  necessary  to  prevail  upon  our  patients  to  eat 
foods  which  need  chewing.  These  of  course  are 
largely  fresh  fruits,  vegetables  and  certain  protein 
foods. 

It  is  clear  that  a part  of  dental  caries  and  perio- 
dontal disease  is  caused  by  the  wrong  diets.  This 
part  can  be  prevented  by  a diet  which  needs  chew- 
ing and  is  eaten  only  at  meal  times,  eschewing 
sticky  sweets  taken  also  in  between  meals. 

L.H.N. 
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Medical  Complications  Following 
Cardiac  Operations 

7'here  has  been  a steadily  increasing  number  of 
patients  undergoing  corrective  cardiac  operations. 
This  is  due  to  great  improvements  in  the  tech- 
niques employed  by  the  cardiac  surgeon.  The  dra- 
matic improvements  publicized  in  the  lay  press  in 
some  patients  w'ho  have  successfully  emerged  from 
the  cardiac  operation  has  produced  a sympathetic 
public.  The  physician  who  refers  a cardiac  patient 
for  surgical  evaluation  of  the  possible  benefits  and 
hazards  of  a cardiac  operation  however  hears  some 
responsibility,  however  slight,  for  the  outcome  if 
an  operation  is  performed  and  he  should  become 
aware  of  the  incidence  of  operative  and  post-opera- 
tive complications  that  may  be  expected.  In  prac- 
tice it  turns  out  that  there  are  numerous  complica- 
tions of  a medical  nature  following  operations  on 
the  heart  and  great  vessels,  hut  because  they  are 
managed  by  the  expert  team  of  cardiac  surgeon  and 
medical  associates,  the  referral  physician  remains 
somewhat  uninformed  about  the  incidence  and 
management  of  “medical”  complications  his  pa- 
tient may  have  undergone  following  a heart 
operation. 

W'illiams,  Morrow  and  Braunwakh  have  just 
published  an  informative  paper  on  an  analysis  of 
the  incidence  and  management  of  “medical”  com- 
plications following  cardiac  operation.  It  turns  out 
that  although  there  have  been  improvement  in 
direct  mortality  associated  with  operations  on  the 
heart  and  great  vessels,  that  com])lications  second- 
ary to  the  operation  usually  occurring  in  the  early 
post  operative  period  may  still  represent  serious 
threats  to  the  patient’s  survival.  These  complica- 
tions involve  disturbances  in  cardiac  rhythm  and 
contractile  state,  electrolyte  balance  as  well  as  in 
the  function  of  renal,  gastro-intestinal,  jndmonary, 
hepatic,  hematopoietic  and  the  central  nervous 
system. 

Because  of  the  nature  of  these  complications,  they 
are  managed  most  effectively  by  the  combined 
efforts  of  internist,  cardiologist,  and  surgeon  and 
are  termed  “medical  complications”  of  cardiac 
operations.  Some  are  seen  only  in  the  immediate 
post-operative  period  and  the  manifestations  and 
management  may  be  quite  different  than  when  they 
are  found  in  patients  not  yet  operated  upon. 
Williams’  paper  presents  the  analysis  of  150  adults 
who  were  operated  upon  for  a variety  of  lesions  at 
the  National  Heart  Institute,  survived  the  opera- 


tion and  returned  to  the  intensive  care  unit.  The 
complications  that  occurred  before  the  patient’s 
discharge  from  the  hospital  were  analyzed. 

total  of  187  complications  occurred  in  107 
patients  and  were  directly  responsible  for  the  death 
of  15.  No  such  conqjlications  occurred  in  43  others. 
Serious  arrythmias  are  a frequent  occurrence  after 
cardiac  operations.  Ventricular  extra-systoles  were 
so  common  in  the  early  post-operative  period  espe- 
cially following  valve  replacement  that  they  were 
not  even  included  in  this  complication.  But  as  we 
all  know,  they  can  be  the  harbinger  of  ventricular 
tachycardia  or  ventricidar  fibrillation.  The  causes 
generally  were  digitalis  toxicity,  electrolyte  disturb- 
ances, hypoxia,  acidosis,  all  of  which  can  generally 
be  corrected  with  appropriate  drug  therapy  and 
removal  of  the  exciting  cause. 

I he  detection  and  correction  of  such  arrhythmias 
was  essential  since  some  patients  are  vulnerable  to 
tliem.  Some  j)atients  were  found  quite  vulnerable 
to  the  development  of  severe  and  possibly  irreversi- 
ble hypotension,  and  even  ventricular  fibrillation 
retpiiring  immediate  external  electrical  counter- 
shock. It  appears  also  that  increased  .sensitivity  to 
digitalis  after  operation  contributed  to  serious 
arrhythmias  in  some  patients. 

Five  patients  developed  congestive  heart  failure 
or  it  got  worse  in  tho.se  who  sidfered  from  this  state 
before  ojjeration.  Fhey  developed  hypotension, 
with  cyanosis,  progressive  metabolic  acidosis  and 
four  of  these  patients  died.  I'he  experienced  cardi- 
ologist of  course  seeks  some  explanation,  in  cardiac 
tamponade,  hypovolemia,  metabolic  acidosis  and  in- 
adecpiate  surgical  correction,  since  these  complica- 
tions must  always  be  kept  in  mind. 

'Fhey  found  many  patients  with  electrolyte  dis- 
turbances such  as  hypo-  and  hyperkalemia  and  hy- 
ponatremia that  needed  correction.  Interestingly 
enough  the  authors  found  the  electrocardiogram  of 
limited  value  in  the  diagnosis  of  altered  electrolyte 
states.  They  found  that  findings  suggestive  of  elec- 
trolyte abnormalities  frequently  occur  after  cardiac 
operations  in  patients  with  normal  serum  jjotas- 
sium  levels.  Obviously  serum  determination  of 
electrolytes  alone  cannot  be  relied  iq)on  to  detect 
abnormalities  requiring  correction. 

Renal  conqjlications  occurred  in  seven  patients 
jneceded  by  hypotension  in  three.  The  manage- 
ment was  to  support  the  blood  pressure,  appropri- 
ate fluid  intake  and  restricting  of  drugs  that  the 
kidney  must  excrete  such  as  digoxin  and  strepto- 
mycin. 

There  were  five  patients  with  cerebral  emboli,  a 
complication  that  generally  followed  valve  replace- 
ment. Three  of  the  patients  developed  the  “mad- 
ness”- syndrome  between  the  fourth  and  sixth  day 
but  recovered. 
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The  most  serious  complication,  more  so  than 
shock,  was  acquired  infection.  This  occurred  in 
four  patients  and  all  died. 

There  were  less  serious  complications  such  as 
pulmonary  complications  requiring  tacheostomy. 
Sixteen  patients  developed  the  post-pericardiotomy 
syndrome,  3 hemolysis,  some  hemolytic  diathesis, 
3 gastro-intestinal  bleeding  and  3 temporary  hyper- 
tension. 

From  Williams’  analysis  of  150  patients  under- 
going cardiac  operations  it  is  clear  that  medical 
complications  constitute  an  important,  if  not  the 
most  important,  cause  of  death  in  patients  under- 
going heart  surgery.  Even  when  non-fatal,  these 
complications  add  to  morbidity  and  to  the  length 
of  stay  in  the  hospital.  They  may  result  in  long- 
term damage  to  the  organ  system  involved.  The 
“medical”  complications  occur  more  frecjuently  and 
are  more  hazardous  in  the  patients  who  have  had 
a valve  replacement  since  of  the  59  patients  in 
whom  a prosthetic  valve  was  inserted,  70  per  cent 
of  the  complications  occurred  and  73  per  cent  of 
the  deaths.  It  is  clear  that  an  awareness  of  the 
hazards  and  clinical  manifestations  of  the  compli- 
cations and  close  cooperation  between  surgeon,  in- 
ternist, and  cardiologist  are  mandatory  if  these 


patients  are  to  enjoy  the  ultimate  benefits  of  cor- 
rective operative  procedures. 

The  immediate  post-operative  “medical”  compli- 
cations are  important  for  the  refen  ing  physician  to 
understand  when  he  refers  a cardiac  patient  to  a 
cardiac  surgical  team,  but  he  knows  this  is  not  the 
whole  story.  He  knows  complications  are  by  no 
means  limited  to  this  period.  Indeed,  most  of  the 
difficulties  experienced  by  these  patients  following 
their  discharge  from  the  hospital  are  more  of  a 
“medical”  than  surgical  nature.  There  are  the  em- 
bolizations, hemolytic  anemia  and  hemorrhage 
resulting  from  anticoagulants  used  in  patients  with 
prosthetic  valves,  the  development  of  serum  hepa- 
titis, the  persistence  of  myocardial  failure,  pul- 
monary hypertension  and  tricuspid  regurgitation. 
All  these  are  problems  that  are  most  frequently  en- 
countered and  dealt  with  in  the  late  post-operative 
period. 

L.H.N. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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The  Brain-Damaged  Child:  A Misconception? 


■ Many  children  present  a syndrome  that  falls 
somewhere  in  the  gray  area  on  the  diagnostic  spec- 
trum between  gross  neuromotor  disorder  and  psy- 
chiatric disorder.  The  manifestations  of  this  syn- 
drome may  appear  on  neurologic  examination,  and 
in  developmental  histories,  electroencephalogra- 
phic  studies,  psychological  tests  or  psychiatric  inter- 
views. The  child  who  presents  this  syndrome  is 
often  labelled  a “brain-damaged”  or  “brain- 
injured”  child. 

The  purpose  of  this  paper  is  to  dehne  and 
describe  this  clinical  entity,  discuss  its  etiology,  out- 
line diagnostic  procedure,  suggest  a program  for 
treatment  of  the  syndrome,  and  hnally  to  discuss 
some  of  the  misconceptions  that  interfere  with 
successful  management. 

The  brain-damaged  child  is  usually  defined  as  a 
child  who  presents  certain  emotional,  behavioral 
or  perceptual  disturbances  with  or  without  positive 
findings  on  the  neurological  examination.  It  is  as- 
sumed that  the  symptoms  result  primarily  from 
congenital,  traumatic  or  infectious  damage  to  the 
brain  and  secondarily,  from  the  interaction  of  the 
organically-induced  dysfunctions  and  the  environ- 
ment during  the  child’s  psychological  development 
subsequent  to  the  injury. 

The  term  “brain-damaged  child”  applies  to  a be- 
havioral pattern  rather  than  to  an  etiologic  or 
microscopic-pathologic  pattern.  Among  others, 
Birch^  believes  that  “brain-damage”  is  an  “unfortu- 
nate diagnostic  label”  both  because  it  implies  a 
verified  etiology  where  none  exists  and  also  because 
it  leads  to  an  overly  rigid  stereotype  of  the  symp- 
tomatic results  of  cerebral  injury.  However,  since 
it  is  clear  that  many  children  fall  into  this  clinical 
and  behavioral  grouping,  “the  baby,”  Birch  cau- 
tions, “should  not  be  thrown  out  with  the  bath 
water”  on  the  basis  of  semantic  difficulties.  Admit- 
tedly the  term  lacks  diagnostic  clarity,  but  other 
labels— the  “Strauss  syndrome,”  emotional  and  psy- 
chomotor disinhibition,  hyperkinesis,  perceptual 
handicap— have  also  failed  to  describe  the  condition 
adequately. 

The  problem  of  the  so-called  brain-damaged 
child  has  been  of  interest  to  educators,  school  psy- 
chologists, clinical  psychologists,  j^sychiatrists,  pedi- 
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atricians  and  neurologists  for  many  years,  especially 
lollowing  the  early  work  of  Strauss  and  Lehtinen.- 

Clinical  Features 

Most  workers  in  this  field  agree  that  at  least 
three  cardinal  symptoms  appear  in  the  brain- 
damaged child:  impulsiveness,  distractibility  and 
restlessness.  To  these,  Laufer  and  Denhoff'^  add 
irritability,  inability  to  delay  gratification,  and 
other  symptoms  that  interfere  with  school  work. 
According  to  Birch, ^ a child  of  school  age  diag- 
nosed as  having  brain-damage  syndrome  may  have 
been  referred  for  several  reasons: 

1.  Overactive  and  hyperkinetic  behavior  that  is 
unpredictable. 

2.  A short  attention  span  and  shifts  in  the  child’s 
ability  to  perceive  the  external  environment. 

3.  Extreme  emotional  lability. 

4.  Social  incompetence  revealed  in  function  be- 
low the  level  appropriate  for  the  child’s  age. 

5.  'Vacillating  work  habits  in  school. 

6.  Impulsiveness  and  meddlesomeness. 

7.  Specific  learning  defects. 

The  “brain-damaged  child”  can  be  a happy, 
friendly,  out-going  and  smiling  child  who  has  win- 
ning ways  much  of  the  time;  yet  because  of  his 
symptoms,  he  is  viewed  as  strange  and  “different” 
by  his  peers,  his  teachers  and  his  family.  The  addi- 
tion of  this  likeableness  to  the  child’s  variability, 
unpredictability  and  impulsiveness  seems  to  in- 
crease the  frustration  of  those  who  participate  in 
his  development  and  education. 

Etiology 

It  is  postulated  that  the  brain  damaged  child’s 
characteristic  distractibility  has  its  source  in  his 
distorted  perception  of  the  world.  Some  authors 
feel  this  distractibility  has  two  aspects;  the  child  is 
inordinately  attracted  toward  irrelevant  details  so 
that  he  loses  sight  of  the  whole  environment;  sec- 
ondly, he  exjaeriences  what  has  been  described  as  a 
fluctuation  in  his  hgure-ground  perception.  The 
child’s  ability  to  discriminate  between  an  object  in 
the  foreground  and  an  object  in  the  background  is 
affected  because  his  perception  is  poor  and  shifting. 
It  is  assumed  that  the  child’s  perceptual  problems 
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are  the  consequence  of  some  structural  or  neuro- 
physiological defect  in  the  brain.  Strauss  and 
Lehtinen-  believe  that  the  altered  physiology  of  the 
brain  is  basically  a “disinhibition”  of  the  lower 
brain  centers  and  that  injury  to  new  brain  regions 
releases  the  more  primitive  functions  of  the  old 
brain,  particularly  in  the  hypothalamic  and  limbic 
regions.  The  damage  to  the  brain  may  have  been 
incurred  as  a result  of  prenatal,  natal  or  postnatal 
injury,  infection  or  inflammation;  or  the  malfunc- 
tion may  have  been  inherited.  So  far  it  has  not 
been  possible  to  correlate  the  clinical  symptomatol- 
ogy and  the  structural  damage  to  the  brain  in  a 
scientifically  valid  way. 

Diagnosis 

The  diagnosis  of  brain-damage  syndrome  re- 
quires complete  study  of  the  child  by  a team  of 
experts  representing  several  disciplines.  This  team 
should  include  a pediatrician,  neurologist,  child 
psychiatrist,  psychologist,  teacher,  and  other  spe- 
cialists as  indicated.  The  psychiatrist  plays  an  im- 
portant role  on  the  diagnostic  team.  He  can  create 
awareness  of  the  need  to  view  brain  damage  as 
only  a single  factor  that  has  to  be  taken  into  consid- 
eration along  with  the  emotional,  developmental, 
social,  biological,  environmental  and  endocrino- 
logical factors  of  the  child’s  life. 

It  should  be  emphasized  that  no  one  physician  or 
other  specialist  is  qualihed  to  make  a diagnosis  of 
brain  damage,  because  no  one  expert  is  competent 
to  examine  all  aspects  of  the  picture  without  the 
help  of  other  experts. 

Diagnostic  procedure  should  include: 

1.  A thorough  medical  history  and  a review  of 
old  records.  These  may  indicate  whether  an  insvdt 
to  the  brain  occurred  in  early  life.  Wdien  such 
insult  occurred  prior  to  the  fourth  or  fifth  year  of 
life,  the  patient  presents  the  picture  considered 
typical  of  the  brain-damaged  child.  \Vhen  the 
injury  occurred  in  later  life,  he  presents  a picture 
that  more  nearly  resembles  the  descrijjtion  of  brain 
injured  soldiers  studied  after  World  War  I by 
Goldstein.^ 

2.  A careful  neurological  examination.  Minor 
signs  may  point  to  some  neurological  deviation 
that  might  not  be  evident  on  routine  examination. 
Findings,  for  instance,  may  reveal  poor  muscle 
tone,  poor  coordination  of  large  and  small  muscles, 
slight  deformation  of  the  hard  palate,  strabismus, 
hearing  defects,  speech  defects,  increased  depend- 
ent reflexes,  agnosia,  alexia  or  apraxia.  Electro- 
encephalographic  studies  frequently  show  abnor- 
malities which  may  be  considered  deviations  rather 
than  indicators  of  specific  illnesses. 

3.  A psychiatric  examination  to  rule  out  posi- 
tive evidence  of  psychosis  or  of  neurotic  symptom- 


atology. Frequently  it  may  be  found  that  the 
patient  has  a poor  self-concept  and  a great  fear  of 
failure,  and  that  he  uses  compensatory  maneuvers 
to  cover  his  non-adaptive  behavior. 

4.  Psychological  tests  for  organic  disorders,  e.g., 
the  Bender-Gestalt  test,  the  'W’echsler  Intelligence 
Scale  for  Children,  Form  Board  tests. 

5.  A thorough  review  and  complete  assessment 
of  the  child’s  academic  standing  (tests  in  reading, 
arithmetic,  abstract  reasoning). 

Treatment  Program 

If  an  adequate  treatment  program  is  instituted, 
the  prognosis  can  be  fairly  good:  treatment  has 
proved  effective,  for  example,  in  overcoming  visual- 
motor  handicaps  and  in  reducing  emotional 
lability. 

The  following  suggestions  are  offered  for  an 
itleal  treatment  program: 

1.  Provide  total  management  of  the  medical  and 
neurological  condition.  General  behavioral  symp- 
toms may  require  administration  of  diphenylhy- 
dantoin  sodium,  thioridazine  or  other  phenothia- 
zines,  diphenhydramine  hydrochloride,  dextro- 
amphetamine sulfate,  or  chlortliazepoxide  hydro- 
chloride. 

2.  Make  provision  for  a special  classroom  and 
teaching  situation.  New  academic  techniques  are 
now  being  developed  that  give  promise  that  they 
can  help  the  child  overcome  perceptual  handicaps. 

3.  Offer  counseling  by  the  physician  or  social 
case  worker  to  help  parents  deal  with  distortions 
and  misunderstandings  concerning  the  disorder. 
Counseling  also  helps  parents  handle  the  family 
problems  that  inevitably  ari.se  with  these  children. 

4.  Provide  jisychotherapy  for  the  child,  if 
needed.  At  times  there  are  primary  emotional 
symptoms  which  need  treatment,  but  more  often 
secondary  emotional  reactions  are  present  and 
require  attention. 

Discussion 

The  label  “brain-damaged  child’’  confuses  the 
issue  because  it  oversimplifies  a complex  picture. 
Thus,  from  a clinical  standpoint,  it  may  be  more 
accurate  to  diagnose  “an  organic  factor”  or  a “com- 
ponent of  brain-damage”  as  but  one  part  of  a total 
clinical  picture. 

The  organic  factor,  in  one  degree  or  another,  is 
not  as  infrequent  as  one  might  suppose.  In  a recent 
study  of  a series  of  cases  at  the  Children’s  Clinic, 
Institute  of  Living,  for  example,  an  organic  factor 
was  part  of  the  diagnosis  in  about  30  per  cent  of 
112  consecutive  admissions  for  psychiatric  evalua- 
tion. 

Of  great  concern  to  child  psychiatrists  and  other 
professional  persons  who  deal  with  brain-damaged 
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children  and  their  families  is  the  tendency  for  fads 
to  develop  based  on  unscientific  notions  about  the 
disorder.  This  tendency  may  extend  beyond  the 
general  public  into  professional  ranks. 

Misconceptions  about  brain  injury  are  particu- 
larly troublesome  in  the  school  system  and  cause 
a number  of  problems.  Teachers,  for  example,  as- 
suming that  brain  injury  implies  a definite  organic 
lesion,  may  believe  that  the  child  so  labelled  has 
suffered  a permanent  and  irreparable  injury.  Their 
anxieties  are  aroused,  much  as  they  were  by  a diag- 
nosis of  epilepsy  before  that  disorder  was  properly 
understood.  Thus  teachers  may  approach  the  child 
with  anxiety  and  sometimes  with  hostility,  because 
the  situation  contains  unknown,  frustrating  and 
threatening  elements.  If,  through  proper  under- 
standing of  the  disorder,  educators  can  be  helped 
to  overcome  their  initial  reaction  to  the  condition, 
their  anxieties  may  possibly  be  transformed  into 
constructive  action. 

Another  problem  in  the  school  system  lies  at  a 
deeper  level,  tied  to  unconscious  attitudes  toward  a 
“damaged”  person.  These  attitudes  stem  from  asso- 
ciation of  “brain  damage”  with  death  and  destruc- 
tion and  are,  therefore,  accompanied  by  hopeless- 
ness and  animosity.  A teacher,  reacting  with  irra- 
tional and  inappropriate  frustration  and  rage,  may 
suppress  his  strong  feelings  or,  even  more  unfortu- 
nate, he  may  act  them  out  in  his  relationship  to  the 
pupil.  In  any  event,  there  is  little  hope  that  such 
a teacher  can  be  effective  in  helping  the  child  to 
learn. 

A third  problem  in  school  systems  relates  to  the 
professional  persons  who  advise  educators  on  these 
matters;  this  problem  can  be  more  serious  than  the 
first  two.  Psychiatrists,  psychologists,  and  experts  in 
hearing,  speech,  and  visual  or  perceptual  handi- 
caps may  themselves  use  the  term  “brain-damaged 
child”  uncritically,  influenced  perhaps  by  current 
fadclism.  These  professionals  may  unwittingly  en- 
courage educators  to  apply  the  term  indiscrimi- 
nately. 

Parents  also  harbor  misunderstanding  about  the 
term  brain-damage.  Some  who  do  not  have  a brain- 
damaged child  may  fear  that  they  do.  This  fear 
may  foster  thinking  that  is  almost  delusional  in 
nature,  even  when  clinical  investigation  excludes 
the  diagnosis.  In  other  cases,  on  the  other  hand, 
when  such  a diagnosis  is  clinically  confirmed  some 
parents  may  become  obsessed  with  the  diagnosis 
itself  and  lose  sight  of  the  child’s  total  problem. 
Unconsciously  they  assess  the  child’s  situation  on 
much  the  same  basis  as  the  teachers  and  educators 
just  described,  associating  the  difficulty  with  death, 
destruction  and  irreparable  defect.*’ 

The  parents  of  a brain-damaged  child  are  likely 
to  react  in  the  same  way  as  do  parents  of  children 


with  other  serious  or  chronic  illnesses  such  as  men- 
tal retardation,  nephrosis  or  leukemia.  Initially 
they  may  deny  the  fact  or  refuse  to  face  it,  or  they 
may  become  hostile  toward  the  person  who  presents 
the  diagnosis.  Later  the  parents  begin  to  feel  guilt 
about  the  possibility  that  they  had  a role  in  causing 
the  cfisorder.  With  help,  many  parents  are  able  to 
work  through  their  feelings  of  guilt,  accept  the 
child’s  handicap  realistically,  and  cooperate  fully 
with  a treatment  program.  If  they  do  not  work 
through  these  guilt  feelings  satisfactorily,  however, 
they  may  go  from  specialist  to  specialist,  from 
clinic  to  clinic,  from  hospital  to  hospital,  seeking 
further  tests  and  refinements,  new  diagnoses  or 
more  expert  opinions.  No  matter  how  clear  the 
diagnosis  or  how  well  it  is  explained  to  them,  and 
no  matter  how  efficient  and  effective  the  suggested 
therapeutic  program,  guilt  feelings  nonetheless 
drive  these  parents  to  continue  their  quest.  The 
tragedy  in  these  maneuvers,  of  course,  is  the  waste 
of  precious  years  which  might  better  be  spent  in 
establishing  and  adhering  to  a teaching,  rehabili- 
tation and  psychotherapeutic  program  for  the 
child. 

Parents  need  help  with  these  problems.  Physi- 
cians or  other  professionals,  serving  as  interpreters, 
can  explain  the  child’s  behavior,  making  the 
parents  aware  that  his  fluctuations  in  perception 
are  beyond  his  control.  This  understanding  may 
help  them  accept  the  child’s  limitations.  Sometimes, 
when  the  situation  is  aggravated  because  of  certain 
elements  in  the  personality  structure  of  one  or  the 
other  parent,  social  casework  or  psychotherapy  may 
help  revise  that  parent’s  attitudes  towards  the 
child. 

Summary 

1.  The  diagnosis  of  the  “brain-damaged  child” 
is  a behavioral  diagnosis  and  is  not  made  on  an 
etiologic  or  pathologic-microscopic  basis.  The  name 
has  been  given  to  an  important  clinical  entity.  Its 
cardinal  symptoms  are  impulsiveness,  distractibility 
and  restlessness,  but  its  manifestations  may  be  more 
varied. 

2.  The  diagnosis,  which  should  be  made  by  a 
team  of  experts,  requires:  detailed  personal  and 
family  history,  especially  to  uncover  any  history  of 
insult  to  the  brain;  neurologic  examination  includ- 
ing electroencephalographic  study;  psychiatric 
screening;  psychologic  tests  specifically  to  deter- 
mine the  possible  presence  of  perceptual  disorder 
and  organic  signs;  and  profile  of  academic  achieve- 
ment. 

3.  The  ideal  treatment  program  covers:  manage- 
ment of  the  medical  or  neurological  condition  in- 
cluding medication  for  behavioral  symptoms;  a 


Volume  30,  No.  2 


117 


complete  educational  program  using  specialized 
techniques  for  retraining  and  teaching;  counseling 
of  the  parents  to  help  them  accept  and  understand 
the  diagnosis;  and,  if  necessary,  psychotherapy  for 
the  individual  child  who  has  primary  or  secondary 
emotional  disorders. 

4.  There  is  a tendency  for  teachers,  other  pro- 
fessionals and  parents,  to  misconstrue  and  react 
negatively  to  a diagnosis  of  “brain-damaged  child.’' 
The  teacher  may  tend  to  view  the  child’s  capacities 
without  hope,  and  his  ability  to  help  the  child  may 
thus  be  impaired.  Parents  may  also  react  irration- 
ally to  the  diagnosis,  and  unless  they  can  be  helped 
to  deal  with  their  own  guilt  feelings  they  may 
hamper  the  treatment  program. 

5.  It  is  suggested  that  in  describing  this  syn- 
drome the  j)hysician  use  “organic  factor’’  or  “com- 


ponent of  brain  damage”  as  a designation  more 
appropriate  than  the  label  “brain  damaged  child.  ’ 
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THE  GOOD  OLD  DAYS 

David  Littmann,  M.D. 
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It  came  to  me,  in  times  gone  by, 

I'hat  nature  often  helped  the  cure. 

That  doctors  tried  but  not  to  httrt 
And  drugs  were  merciftilly  weak. 

It’s  little  help,  these  modern  days. 

To  urge  restraint,  to  watch  and  wait. 

I'o  stay  tlie  hot  and  eager  hand 
With  sharpened  blade  and  two-edged  drug. 
The  patient’s  come  with  a disease, 

He  must  be  healed  tomorrow. 

.\n  intravenous  driji  kept  running— 

One  never  knows  when  it’s  recjuired; 

A nasogastric  tube  with  suction 
And  oxygen,  by  tent  or  mask; 

A monitor  displays  the  rhythm 

And  calls  each  beat  with  raucous  chant; 

Blood  pressures  taken  on  the  hour 

Ensure  an  interrupted  sleep 

While  digitalis  glycosides 

Are  pushed  beyond  toxicity. 


And  now'  to  thwart  what  might  occur— 
I’hrombosis  is  an  ugly  thought; 
Dicumarol  and  heparin. 

Statistics  show,  prevent  most  ills 
Like  thrombus  of  the  coronary. 

Infarction  of  the  heart  and  baldness. 
Angina  pectoris  and  heartburn. 
Flatulence  and  morning  nausea. 

And  tests  are  made  so  many  times 
That  arms  turn  blue  and  blood  runs  thin. 

When  my  time  comes,  no  matter  how, 

I plan  to  hide,  deny  and  lie. 

I’ll  not  complain,  divulge  a symptom. 
Betray  a sign,  confess  a hurt. 

I’ll  not  accept  my  brother’s  kidney. 

Or  wear  a heart  of  chimpanzee; 

I’ll  not  be  joined  to  wires  and  tubing. 

I’ll  not  be  tracheostomizecl. 

If  this  seems  strange  from  a physician. 

It  must  be  I’m  not  ready  yet. 


Reprinted  from  The  New  England  Journal  of  Medicine,  November  25,  1965,  with  permission  of  the  author  and  the  editor 
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Commitment  Of  Alcoholics 

An  Approach  To  Treatment 


■ There  is  a little  known  provision  for  the  hospital 
commitment  of  alcoholics  for  a period  of  up  to  a 
year,  or  long  enough  to  accomplish  lasting  results. 
It  is  a simple  Probate  Court  procedure,  designed 
for  chronically  intemperate  patients  who  cannot 
be  persuaded  to  undertake  treatment  of  their  own 
accord,  or  who  are  unwilling  to  continue  treatment 
long  enough  to  be  of  real  help  in  bringing  the  ill- 
ness under  control.  Alcoholics  who  are  sent  to 
mental  hospitals  on  short-term  commitments  al- 
most always  leave  as  soon  as  they  feel  better,  long 
before  any  lasting,  constructive  results  have  been 
effected.  It  is  impossible  to  detain  them  unless  this 
legal  tool  is  employed.  The  availability  of  General 
Statute,  State  of  Connecticut,  Chapter  304b,  Sec- 
tion 17-155-G,  corrects  this  situation  and,  when  in- 
dicated, the  physician  should  advise  the  use  of  this 
law  and  help  the  patient  and  family  to  arrive  at 
this  decision.  If  it  happens  they  are  not  amenable, 
he  can  take  matters  into  his  own  hands,  abiding 
by  the  terms  of  the  law  as  written.  (Copy  ap- 
pended.) 

For  patients  who  undergo  treatment  involun- 
tarily, six  months  is  the  shortest  period  in  which 
satisfactory  results  may  be  expected;  in  many  in- 
stances a year  is  essential.  If  an  alcoholic  will  un- 
dertake treatment  voluntarily,  it  is  most  desirable. 
If  not,  and  his  illness  is  a threat  to  himself  or 
others,  society  has  provided  an  opportunity  for  the 
doctor  to  assume  the  initial  authority  to  set  the 
wheels  in  motion  to  see  that  the  patient  does  get 
the  medical  care  he  needs.  When  a patient  imbibes 
pathologically  over  a period  of  time  and  refuses 
treatment,  forcible  commitment  gives  him  a chance 
for  recovery.  It  is  humane,  therefore,  for  the  doctor 
and  the  family  to  make  this  decision  for  him.  An 
alcoholic  who  renounces  drinking  and  voluntarily 
accepts  treatment  in  a competent  psychiatric  facil- 
ity also  needs  months  of  intensive  care  and,  most 
important,  both  need  post-hospital  follow-up  for 
years. 

Fifteen  per  cent  of  the  population  of  the  United 
States  are  either  alcohol-dependent  or  are  true  al- 
coholics. This  is  a serious,  malignant  disease  which, 
if  allowed  to  continue,  will  become  increasingly 
destructive  to  the  individual’s  health,  work,  inter- 
personal relations  and,  more  especially,  to  his 
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spirit.  Without  spirit  man  is  truly  an  empty  shell. 
The  patient  should  be  told  that  he  can  no  more 
cure  himself  than  he  could  treat  a cancerous 
growth. 

A firm,  unequivocal  diagnosis  must  be  made;  this 
should  not  be  difficult  for  the  manifestations  of  the 
true  alcoholic  are  clearcut.  The  nature  of  the  ill- 
ness should  be  explained,  emphasizing  that  it  is  an 
addictive  compulsion  with  which  the  patient  can- 
not deal  himself.  There  is  no  soft  approach  in  this 
unpleasant  medical  duty.  The  doctor  must  not  pull 
any  punches.  Alcoholics  are  usually  bullies,  liars, 
wheedlers  and  nuisances;  many  physicians  tend  to 
avoid  these  patients  and  sidestep  responsibility  for 
dealing  with  them  adequately.  He  may  resent  the 
diagnosis,  and  the  family  may  resent  it,  but  the 
direct,  courageous  physician  can  here  play  a role 
of  the  utmost  importance. 

Many  people  mistakenly  believe  that  alcoholism 
is  a matter  of  morals  or  character.  All  people  are 
vulnerable— if  one  drinks  enough  liquor  for  a long 
enough  time,  one  becomes  addicted.  Most  of  us  can 
quote  the  aphorism,  “THERE  BUT  EOR  THE 
GRACE  OE  GOD  GO  1.”  Being  a true  addiction, 
both  the  reactions  and  attitudes  of  the  patient  are 
the  conditioned  result  of  the  chemical  effect  of  this 
drug  (later  complicated  by  psychological  and  socio- 
logical factors).  These  are  initiated  by  and  are 
characteristic  of  it.  The  addictive  use  of  alcohol 
produces  progressive  deterioration  physically,  psy- 
chologically, socially,  and  spiritually,  regardless  of 
the  basic  character  and  morals  of  the  individual. 
The  majority  of  alcoholics  are  fine  people  when 
not  handicapped  by  the  symptoms  and  results  of 
the  disease.  These  people  are  caught  in  the  alcohol 
trap,  unable  to  help  themselves,  but  find  it  difficult 
to  admit  this  illness.  Afraid  to  voluntarily  get  along 
without  alcohol,  they  are  eventually  grateful  when 
the  doctor  places  them  under  treatment  and  gives 
them  a chance  to  recover. 

The  pharmaceutical  effects  of  alcohol  cause 
otherwise  fine  people  to  lie,  cheat,  steal,  deceive— 
anything  to  gratify  their  compulsion.  Alcohol 
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anesthetizes  judgment,  intereferes  with  thinking 
and  temporarily  inactivates  memory  to  the  extent 
that  the  patient  is  not  fully  aw'are  of  what  he  does, 
thinks  or  says.  In  many  instances  alcohol  produces 
temporary  mental  aberration,  not  due  to  psycho- 
dynamics, but  to  the  chemical  action  of  the  drug. 
Alcoholics  suffer  from  amnesia,  compulsions,  delu- 
sions, confabulations  and  projections— the  latter 
paranoid  in  nature.  From  the  doctor’s  standpoint, 
the  true  alcoholic  is  not  sane.  To  paraphrase  a 
term,  he  merely  wears  the  “Mask  of  Sanity.”  Such 
a patient  is  not  w'ell,  even  when  not  actively  under 
the  inlfuence  of  alcohol.  Thinking  jnocesses  are  dis- 
torted, he  lives  in  a maze  of  distorted  compensa- 
tions and  sublimations,  burdened  with  improbable 
excuses  and  armed  with  stupid,  threatening  devices. 
He  lives  in  a never-never  world  of  his  own. 

Within  a few'  days  after  he  stops  drinking,  the 
alcoholic  mistakenly  thinks  he  is  w'ell.  He  must  be 
free  of  alcohol  for  at  least  six  weeks  after  drinking 
before  he  can  become  normal  physiologically,  and 
it  takes  months  of  intensive  treatment,  without  al- 
cohol, for  him  to  recover  psychologically.  Then  he 
must  learn  to  live  wisely  and  carry  on  prophylactic 
measures,  under  medical  supervision,  for  years. 

Alcoholism  is  not,  as  commonly  thought,  the  re- 
sult of  tension,  escape  mechanism,  homosexuality 
or  other  psychological  factors.  It  is  a true  drug 
addiction  like  other  narcotics.  Some  jieople  are 
more  vulnerable  to  drug  addiction  than  others.  To 
repeat:  any  human  being,  given  enough  alcohol 
over  a sufficient  period  of  time,  will  become  alco- 
holic. The  illness  often  results  from  increasingly 
careless  social  drinking,  carried  to  the  point  w'here 
addictive  demands  of  the  body  are  a natural  con- 
sequence and  compulsive  drinking,  complicated  by 
anti-social  acts  and  attitudes  follow.  Wdren  this 
happens,  it  may  be  explained  aw'ay  by  the  j)atienl, 
family,  and  often  the  doctor  on  the  basis  of  any  one 
or  more  of  the  usual  psychological  strains  common 
to  every-day  life.  Every  human  being  suffers  from 
these  strains,  frustrations  and  conflicts,  and  yet  the 
majoiity  do  not  resort  to  drugs.  The  alcoholic 
usually  attrilmtes  his  drinking  to  psychological  Itur- 
dens  that  the  majority  of  the  world  accept  as  in- 
evitable. Most  people,  unhandicapped  by  alcohol, 
have  a better  chance  of  successfully  working 
through  these  frustrations  and  problems.  The  alco- 
holic, unable  to  think  logically,  finds  his  life  com- 
plicated and  confused  by  the  same  problems.  Some 
patients,  and  even  doctors,  think  that  if  the  emo- 
tional stresses  can  be  solved,  the  alcoholic  w'ill  be 
well.  Experience  proves  this  is  not  true. 

Alcoholism  is  a danger  not  only  to  the  patient, 
but  to  others.  In  addition  to  the  many  accidents 
caused  by  intemperate  drinkers,  a very  large  num- 
ber commit  suicide.  This  fact  is  usually  hushed  up 


by  the  family  and  doctors.  Thus,  even  though  it 
takes  quite  a while  for  most  people  to  die  as  a 
direct  result  of  alcoholism,  a considerable  number 
come  to  their  deaths  sooner  than  expected!  Nearly 
all  could  be  saved  by  proper  treatment. 

Great  care  should  be  taken  in  choosing  the  psy- 
chiatric facility  suitable  to  treat  an  alcoholic.  These 
jreople  deserve  and  shoidd  have  much  better  treat- 
ment than  available  at  present.  Just  locking  them 
up  in  a hospital,  talking  to  them  a few  times,  allow- 
ing them  to  “pour  out  their  troubles”  on  the  basis 
that  ventilation  will  make  them  w'ell  will  effect 
neither  temporary  recovery  nor  produce  lasting 
results.  The  successful  treatment  of  the  alcoholic 
requires  excellent  facilities;  dedicated,  competent 
and  persistent  physicians.  Under  such  conditions, 
many  are  permanently  cured.  A few  people,  realiz- 
ing how  few  such  places  exist,  are  trying  to  better 
the  situation,  but  the  alcoholic  is  truly  the  “For- 
gotten Sick  Man”  in  American  medicine.  Alcohol- 
ism is  purely  a medical  problem,  and  in  a medical 
unit  he  shoidd  be  treated. 

Our  society  and  culture  encourages  alcoholism. 
W’hen  doctors  once  tackle  this  medical  problem 
seriously  in  a determined  manner,  the  picture  will 
quickly  inqnove.  It  would  be  of  inestimable  help 
if  every  physician,  w'hen  he  does  a jjhysical  checkuj) 
on  his  patients,  would  find  out  w'hat  their  drinking 
habits  are  and  to  what  extent  their  drinking  is 
increasing.  If  the  physician  discovers  a patient  is  in 
danger  of  becoming  alcohol-dependent,  he  shoultl 
assist  him  along  lines  of  prevention. 

To  sum  up:  The  alcoholic,  suffering  like  other 
adilicts  from  a malignant  disease,  does  not  willingly 
give  iqj  the  drug  unless  convinced  by  necessity  or 
strong  motivation.  This  may  be  the  threat  of  losing 
his  job,  spouse,  children,  or  commitment  for  treat- 
ment. Short  term  treatment  does  not  w'ork  on  the 
addicted  alcoholic.  The  purpose  of  this  memoran- 
dum is  to  call  to  the  attention  of  physicians  the 
fact  that  when  all  other  procedures  fail,  the  Con- 
necticut Legislature  has  jrrovided  a wise  and 
humane  measure  to  enable  families  to  place  such 
jratients  under  enforced  medical  treatment  for  long 
enough  to  get  results.  Special  care  should  be  used 
in  the  choice  of  a psychiatric  facility  which  is  ex- 
perienced in  the  intensive  care  necesary  in  these 
cases.  Every  patieitt  should  be  follow'ed  up  periodi- 
cally for  years. 

The  procedure  for  connrritment  is  simple.  A 
member  of  the  family  appears  before  a Judge  of 
Probate,  requesting  conmritment  of  the  patient  to 
a psychiatric  facility.  The  patient  is  notified  prior 
to  the  Hearing.  It  is  desirable  that  both  family  and 
patient  be  represented  by  counsel  at  the  Probate 
Court  Hearing.  The  Judge  appoints  tw'o  jrhysicians 
familiar  with  the  patient’s  illness  to  testify  that 
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they  have  examined  him  within  the  last  few  days; 
that  to  their  knowledge  the  patient  has  been  con- 
sistently under  the  influence  of  alcohol  over  a pro- 
tracted period;  that  in  their  opinions  the  patient  is 
now  unable  to  help  himself;  that  they  therefore 
recommend  hospitalization  for  a sufficient  length 
of  time  to  produce  an  expectation  of  lasting  results. 
It  is  wise  for  the  testifying  physicians  to  write  their 
reports,  setting  forth  their  observations  and  facts 
in  support  of  the  testimony.  The  Probate  Court 
takes  responsibility  for  such  commitments,  there- 
fore the  physicians  are  not  liable  for  retaliatory 
suits.  The  doctors  merely  state  the  facts,  submit  a 
medical  diagnosis  and  recommendations. 

General  Statutes  of  Connecticut,  Chapter  304b 

COMMITMENT  OF  ALCOHOLICS 

Section  17-155g.  Commitment  procedure.  When 
any  person  has  become  so  addicted  to  the  intemper- 
ate use  of  alcohol  as  to  have  lost  the  power  of  self- 
control,  the  court  of  probate  for  the  district  in 
which  such  person  resides  or,  when  his  place  of  resi- 
dence is  out  of  the  state  or  unknown,  the  court  of 
probate  for  the  district  in  which  he  is  at  the  time 
of  filing  the  complaint,  except  in  cases  where  it  is 


otherwise  expressly  provided  by  law,  shall,  on  appli- 
cation of  the  selectmen  of  the  town  where  he  re- 
sides or,  when  his  place  of  residence  is  out  of  state 
or  unknown,  the  selectmen  of  the  town  in  which 
he  is  at  the  time  of  filing  the  complaint,  or  of  any 
of  his  relatives,  and  after  such  reasonable  notice  to 
him  as  the  court  prescribes,  make  inquiry  and  if  it 
finds  him  to  be  so  addicted  to  the  intemperate  use 
of  alcohol  as  to  have  lost  the  power  of  self-control, 
may  order  him  to  be  taken  to  any  private  mental 
hospital  or  general  hospital  with  psychiatric  facil- 
ities in  this  state  for  treatment,  care  and  custody 
for  not  more  than  twelve  ynonths  if  such  hospital  is 
able  to  accept  such  person  and  if  he,  or  any  person 
or  persons  liable  for  his  support,  will  pay  the 
charges  for  his  treatment  and  cure  therein.  The 
probate  court  shall  not  make  such  order  without 
the  certificate,  under  oath,  of  at  least  two  practicing 
physicians,  given  after  a personal  examination, 
made  within  one  week  before  the  time  of  such 
application  or  commitment,  that,  in  their  opinion, 
such  person  has  become  so  addicted  to  intemperate 
use  of  alcohol  as  to  have  lost  the  power  of  self- 
control  and  ought  to  be  placed  in  a hospital  author- 
ized to  accept  and  treat  such  persons. 
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Wounds  Of  The  Upper  Extremity:  Use  Of 
Grafts  And  Flaps 


Marvin  S.  Arons,  M.D.,  D.M.D. 

Introduction 

■ riie  surgical  treatment  of  upper  limb  wounds 
should  be  correlated  with  the  type  and  extent  of 
injury,  the  character  of  the  wound,  the  injury- 
treatment  interval,  the  age  and  sex  of  the  patient, 
and  the  dominant  hand.  Discussion  tvill  be  limited 
to  injury  of  the  hand  and  forearm  in  which  there 
is  an  acttial  loss  of  or  irreparable  damage  to  the 
skin  and  subcutaneous  tissue  due  to  trauma  other 
than  liurns.  Because  of  tlie  many  variables  involved, 
digital  injuries  also  Iiave  been  omitted.  In  the 
experience  of  many,  most  upper  extremity  skin-loss 
wounds  with  the  excej)tion  of  burns,  have  been  due 
to  vehicidar  accidents  and  gunsliots.i 

The  Acute  Injury 

When  the  wotmd  is  a simple  avtilsion  of  skin 
without  exposure  of  underlying  tendons,  bone,  or 
nerves,  the  management  at  two  days  post-injury 
might  be  the  same  as  it  woidd  have  been  at  two 
hours:  cleansing  and  debridement  followed  by 
split-thickness  skin  graft  coverage.  Cajiiversely,  the 
crushing  wound  shoidd  not  be  considered  a fresh 
injury  even  at  twelve  hours.-  Therefore,  time  limits 
are  not  absolute. 

.Although  small  wounds  without  evidence  of 
damage  to  underlying  structures  on  physical  exam- 
ination and  X-ray  can  be  repaired  under  local  anes- 
thesia, regional  block  or  general  anesthesia  is 
usually  preferred.  A pnetunatic  totirnitpiet  shottld 
be  jilaced  on  the  arm  in  readiness  so  that  it  may  be 
used  as  nece,ssary  to  achieve  a dry  field  during 
irrigation,  exploration,  and  debridement  of  the 
wound.  Avulsed,  conttised,  and  deeply  abraded 
skin  must  be  evaluated  closely  for  viability  in  a 
non-bloodle,ss  field.  As  a general  rule  w'hen  skin  and 
soft  tissues  ol  the  tipjier  extremity  have  question- 
able viability,  they  shotdd  be  excised  and  discarded 
(Fig.  1).  I'his  would  include  areas  of  dusky  skin, 
avulsed  flaps  with  narrow  distally  based  pedicles, 
flaps  with  diminished  reactive  hyperemia,  and 
edges  of  wounds  that  do  not  freely  bleed.  Of  cotirse, 
gentle  meticulous  stirgery  combined  with  sharp 
dissection  and  hemostasis  is  essential.  Normal  skin 
is  even  discarded  when  necessary  so  that  the  borders 
of  the  wound  will  fall  in  the  proper  lities  of  tension 
and  not  produce  a post-opera  tive  scar  con  tract  tire. 
One  cardinal  rule  in  hand  surgery  is  to  obtain  a 
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Giinsliot  uoimd  of  volar  surface  of  forearm.  Note  frag 
ineiitcd  tissues  reejuiring  dehridemciil. 

closed  wound  as  soon  as  possible  to  prevent  infec- 
tion, fibrosis,  and  secondary  deformity. 

Wound  Closure 

.Small  avulsion  wotmds  can  be  closed  by  simple 
primary  stittire.  However,  otie  should  not  close 
wounds  of  this  type  tinder  tension  and  the  trse  of 
local  flaps  for  dostire  (as  in  wounds  of  the  lower 
extremity)  has  been  limited  to  a few  very  well 
selected  cases. ^ The  tipper  extremity  has  little  skin 
and  .solt  tissue  to  spare  for  such  jilastic  surgery 
maneuvers  although  finger  injuries  constitute  an 
exception  to  this  rule  and  cross-finger  flaps  can  be 
utili/ed.  A\'hen  primary  closure  is  not  possible  with- 
out tension  and  when  deej)  structures  are  not  ex- 
posed, the  best  techniepte  is  to  ajqily  a split-thick 
ness  skin  graft  to  the  wound  (Fig.  2).  Depending 
uj)on  the  sex  and  occupation  of  the  patient,  the 
skin  graft  cati  be  taken  frosn  the  ipsilateral  or  con- 
tralateral arm  or  foreartn  or  from  the  bathing  suit 
(or  bikini)  area.  Use  of  the  thigh  as  a donor  site 
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should  be  avoided  since  it  can  interfere  with  am- 
bulation. The  use  of  such  a free  split-thickness  skin 
graft  will  produce  more  optimal  results  than  by 
using  excised  avulsed  flaps  as  free  full-thickness 
skin  grafts. ^ Grafts  to  such  wounds  of  the  upper 
extremity  are  usually  not  left  exposed  but  are 
sutured  on  with  a stent  dressing  and  then  a bulky 
occlusive-compressive  dressing  is  applied  with  an 
adhesive  tape  sling  rvhich  can  suspend  the  limb 
during  the  post-operative  period.  If  primary  closure 
by  suture  or  by  graft  is  inadvisable  initially,  then 
just  a compression  dressing  should  be  applied.  Such 
circumstances  could  arise  when:  1)  complete  hemo- 
stasis was  not  obtainable,  2)  a wound  overly  im- 
pregnated with  foreign  bodies  could  be  debrided 
only  with  extreme  difficulty  and  3)  a patient  is  in 
critical  condition  from  other  associated  injuries.  In 
these  cases,  the  wound  can  then  be  closed  second- 
arily with  sutures  or  skin  grafts  (Fig.  2)  two  to 
four  days  later  (or  even  a pedicle  flap  if  indi- 
cated). 

Pedicle  Flaps 

In  avulsion  wounds  with  exposed  bone,  open 
joints,  divided  nerves,  or  divided  and/or  denuded 
tendons,  the  growth  of  free  grafts  will  not  be  sup- 
ported and  will  necessitate  the  use  of  a direct 
distant  pedicle  flap  to  preserve  these  structures. 
The  introduction  of  flap  tissue  offers  skin  coverage 
that  is  able  to  survive  independently  of  the  bed  or 
structures  it  protects.  In  addition,  flaps  improve  the 
circulation  of  the  part  and  provide  a surface  under 
which  subsequent  reconstruction  may  be  under- 
taken. Furthermore,  this  method  of  skin  replace- 
ment restores  many  of  the  protective  qualities  of 
normal  skin  which  are  essential  to  reconstruction. 
Flaps  will  give  a result  unattainable  by  free  grafts 
in  such  conditions  and  will  preserve  the  function 
of  the  underlying  anatomic  structures.^' ' 

Flap  grafts  from  the  trunk  to  the  upper  extremity 
usually  originate  between  the  nipple  line  and  the 
pubis  and  the  mid-lateral  or  mid-axillary  lines. 
The  selection  of  the  pedicle  site  should  depend 
upon  the  location,  size,  and  nature  of  the  recipient 
defect,  ease  of  application,  patient  comfort,  avail- 
ability of  skin,  and  cosmesis.®  All  pedicles  to  the 
upper  extremity  should  be  closed  either  by  tubing 
(Fig.  3)  or  by  split-thickness  skin  grafting  to  avoid 
the  undesirable  effect  of  an  open  wound  contribut- 
ing to  local  induration  and  fibrosis.  If  cross-chest 
pedicles  are  not  preferred,  then  lower  abdominal 
flaps  are  indicated.  In  most  instances,  pedicle  flaps 
of  a length-width  ratio  less  than  2 : 1 can  be  raised 
and  transferred  without  previous  delay  (Fig.  4). 
Beyond  this  ratio,  the  flaps  should  be  delayed  and 
the  wound  of  the  upper  extremity  surgically 
dressed  in  one  way  or  the  other  in  the  meantime 


Figure  II 

Blast  injury  of  the  hand  with  loss  of  thenar  space  and  soft 
tissues  on  dorsum  of  long  and  ring  fingers.  Split-thickness 
skin  grafts  applied  three  days  post-debridement. 

(Fig.  5)  The  long  axis  of  the  flap  should  never 
cross  the  mid-line  of  the  trunk  and  it  also  would  be 
inadvisable  to  base  a flap  at  or  near  the  mid-line. 
The  first  step  in  determining  the  site  to  be  used 
for  flap  coverage  is  to  use  a pattern  on  the  trunk 


Figure  III 

Thenar  space  undergoing  reconstruction  with  inguinallv 
ba.sed  abdominal  tube  pedicle  (see  Fig.  II). 
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Direct  infcriotiy  l)ascd  abdominal  flap  applied  to  wound 
after  thorough  debridement.  Note  the  wire-bolster  sutures 
(see  Fig.  I). 


with  the  involved  or  uninvolved  extremity.  Joint 
position,  projection  of  post-operative  patient  com- 
fort, and  determination  of  relaxation  of  the  pros- 
pective llap  when  attached  are  factors  that  must  be 
considered.  Semi-circular  flaps  should  be  avoided 
because  of  the  tendency  to  develop  a “biscuit  de- 
formity” when  the  scar  contracts.  This  is  the  reason 
that  the  design  of  the  flap  should  always  be  rec- 
tangular (Fig.  5).  In  order  to  avoid  trauma  to  the 
edges  of  the  llap,  it  is  sutured  into  its  recipient  area 
with  3/4  vertical  mattress  sutures  of  No.  36  stain- 
less steel  wire  tied  over  a moist  cotton  bolster  on 
the  non-flap  side  of  the  suture  line  (Fig.  4).^  1 his 
suture  technitpie  causes  minimal  disturbance  of  the 
external  skin  surface  and  edge  of  the  flap. 

Elastoplast,  supplemented  by  adhesive  tape  and 
padding,  is  used  for  immobilization  (Fig.  5).  Plas- 
ter fixation  has  been  found  cumbersome  for  the 
patient,  laborious  for  the  surgeon,  and  unnecessary 
in  most  cases.  'Fhe  llap  itself  shoidd  always  be  left 
completely  exposed  to  allow  direct  observation. 
Ambulation  may  be  permitted  several  days  post- 
operatively.  I'he  majority  of  these  flaps  can  be 
severed  and  inset  about  three  to  four  weeks  post- 
operatively.  More  often  than  not  however,  a delay 
incision  is  made  in  the  pedicle,  that  is,  the  base  of 
the  flap  is  only  partially  detached  from  the  trunk. 
Approximately  one  week  later,  the  flap  is  com- 
pletely detached  and  sutured  into  place. 

Summary 

1.  Split-thickness  Skin  Grafts:  Split-skin  grafting 
is  one  of  the  most  frequently  used  methods  of  ob- 
taining primary  closure  of  the  wound  and  healing 
when  there  is  loss  of  surface  tissue.  A split  graft 
can  take  over  any  viable  tissue  except  open  joints, 


Figure  V 

Due  to  length-width  ratio,  delay  incisions  were  required 
for  this  abdominal  flap.  Note  its  rectangular  design. 


bone  denuded  of  periosteum  and  tendon  denuded 
of  paratenon.  It  may  serve  as  permanent  cover  or 
preserve  hand  tissues  for  later  reconstruction.  Also, 
skin  grafting  is  less  demanding  of  surgical  tech- 
nique. 

2.  Full-thickness  Skin  Grafts:  In  elective  hand 
surgery  these  grafts  have  application  but  have 
little  place  in  the  management  of  the  acute  hand 
injury.’’  ^ These  grafts  retpiire  an  ideal  recipient 
bed  for  survival.  4Vhen  combined  with  Z-plasties, 
they  are  useful  to  relieve  palmar  contractures  of 
the  digits.’® 

3.  Fillet  Skin  Grafts:  ^Vhen  skin  is  available  on 
the  digits  or  other  surfaces  on  which  the  functional 
architecture  is  irreparably  damaged,  this  skin  may 
be  used  to  resitrface  defects  in  wliich  it  is  desirable 
to  maintain  the  special  (ptalities  that  the  hand 
skin  possesses.  This  implies  salvaging  skin  with  its 
nerve  and  blood  supply  intact  and  finds  its  greatest 
application  in  secondary  or  elective  reconstruction 
of  the  hand  and  would  include  the  neurovascular 
island  flap.®’  ® 

4.  Cross- finger  Flaps:  These  flaps  provide  a use- 
ful solution  for  cutaneous  defects  of  the  digits  on 
which  local  skin  and  subcittaneons  tissue  is  desira- 
ble (as  with  exposed  flexor  tendons). 

5.  Pedicle  Flaps:  These  furnish  good  soft  tissue 
coverage  with  a protective  dermal  ])ad  and  relax  all 
tissues  within  the  hand  or  forearm  thus  improving 
nutrition  and  bringing  in  new  circulation.  VV’hen 
not  applied  directly  to  avulsed  or  denuded  areas 
they  may  be  delayed  and  later  set-in  to  cover  any 
wound  from  days  to  rveeks  after  the  injury  jn'ovided 
that  the  w'ound  is  clean.  As  soon  as  their  nerve 
supply  returns,  these  flaps  will  stand  the  wear  and 
tear  of  rough  use  and  furnish  a bed  under  w’hich 
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Figure  VI 


Complete  range  of  flexion  and  extension  of  fingers  seen  on 
double-exposure  taken  four  months  after  division  and  set-in 
of  flap  seen  in  Fig.  IV. 

tendons  can  glide  (Fig.  6).  Flaps  do  not  shrink  but 
they  can  grow  and  gain  weight  with  the  individual. 
Skin  which  has  been  properly  transplanted  by  use 
of  the  2^edicle  should  lie  flat  without  excessive  sub- 
cutaneous tissue  and  with  borders  that  are  incon- 
sjjicuous  and  which  do  not  interfere  with  flexion 
creases  (Fig.  7).  Although  ojrerations  on  deeper 


Same  patient  in  Fig.  V after  resurfacing  150°  of  forearm 
with  abdominal  flap.  Dynamic  splint  being  utilized  prior  to 
nerve  and  tendon  surgery. 


Figure  VII 

Reconstruction  of  contracted  thenar  space  completed.  Note 
restoration  of  power  grip  (see  Figs.  II  and  III). 


structures  of  the  extremity  may  be  done  simul- 
taneously with  a jredicle  graft  and  time  is  saved  in 
this  manner,  elaborate  reconstructions  should  not 
be  attempted®  (Fig.  8). 

(All  cases  from  the  Plastic  Surgery  Division, 
University  of  Texas  Medical  Branch,  Galveston.) 
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The  Contributions  Of  The  Horse  To  Knowledge  Of  The 
Heart  And  Circulation 

IV.  James  Hope  And  The  Heart  Sounds 

J.  D.  McCrady,  D.V.M.,  H.  E.  Hoff,  M.D.,  and  L.  A.  Geddes,  Ph.D. 


Introduction 

■ One  of  the  high  points  in  French  clinical  medi- 
cine was  the  discovery  of  mediate  aiiscidtation  by 
Laennec,  whose  classical  report  first  appeared  in 
1819;  an  English  edition  soon  followed  in  18219 
The  importance  of  the  new  method,  auscultation, 
and  of  the  new  tool,  the  stethoscope,  which  Laen- 
nec invented  and  which  made  routine  auscultation 
possible,  was  (juickly  apjjreciated.  In  a few  years  a 
whole  army  of  young  physicians,  trained  under 
Laennec,  began  to  return  to  hospitals  throughout 
the  world,  bringing  their  expertise  in  the  new  tech- 
nique with  which  to  challenge  the  older  methods  of 
their  seniors.  I hey  were  sure  of  themselves,  eager 
to  show  their  prowess,  and  they  were  often  disturb- 
ingly right  in  the  insights  the  new  method  pro- 
vided. Like  other  bearers  of  new  ideas,  they  were 
not  always  welcomed  with  any  eagerness,  but  in  the 
long  run  they  established  auscultation  as  one  of  the 
major  techniques  in  medicine. 

One  of  these  young  men  was  James  Hope.  After 
taking  his  medical  degree  at  Edinburgli  in  1825  he 
migrated  to  St.  Bartholomew’s  Hospital  in  London 
where  he  became  a Diplomate  of  the  Royal  College 
of  Surgeons  in  1826,  and  set  off  for  the  Continent 
for  two  years.  His  experiences  in  Laennec’s  clinic  at 
the  Charite  were  decisive;  he  became  an  expert  in 
aiiscidtation,  and  returning  to  London  in  1828,  he 
made  it  the  cornerstone  of  his  success  as  a physi- 
cian. If  he  was  a young  man  in  a hurry  there  was 
reason  for  it;  he  was  afflicted  with  pulmonary 
tuberculosis  brought  on  by  overwork  in  the  wards 
and  clinics  of  St.  Georges  Hospital,  and  by  the 
fatigues  of  a practice  that  continued  to  grow  even 
when  he  was  partially  invalided.  The  whole  span 
of  his  productive  life  was  from  1828  to  1841,  when 
he  succumbed  to  the  disease.-  During  this  brief 
time  he  published,  in  1832,  1835  and  1839,  three 
editions  of  his  great  Treatise  on  the  Diseases  of  the 
Heart  and  the  Great  Vessels. 

Supported  by  Grant  UTS  5125,  National  Heart  Institute, 
National  Institutes  of  Health,  Washington,  I).  C.  From  the 
Department  of  Physiology,  Baylor  Uiiiversity  College  of 
Medicine,  Texas  Medical  Center,  Houston,  Texas. 


The  Nature  Of  The  Heart  Sounds 

One  of  Laennec’s  legacies  concerned  the  nature 
of  the  heart  sounds.  Not  at  his  best  wlien  he  wrote 
on  the  subject,  Laennec  considered  the  first  sound, 
dull  though  distinct,  to  be  a reflection  of  ventricu- 
lar systole,  but  he  attributed  the  second  sound,  “a 
noise  resembling  a valve,  or  a whip,  or  the  lapping 
of  a dog”  to  the  contraction  of  the  auricles,  forget- 
ting or  neglecting  Harvey’s  careful  analysis  of  the 
rapid  secpience  of  contraction  of  auricles  and  ven- 
tricles preceding  the  longer  diastolic  pause. 

Harvey  had  himself  written  about  the  heart 
sounds  in  de  Motu  Cordis,  when  he  compared  the 
sequence  of  cardiac  contractions  to  the  process  of 
swallowing,  concluding  that  “It  is  easy  to  see  when 
a horse  drinks  that  water  is  drawn  in  and  pas.sed  to 
the  stomach  with  each  gulp,  the  movement  making 
a sound,  and  the  pulsation  may  be  heard  and  felt. 
So  it  is  with  each  movement  of  the  heart  when  a 
portion  of  the  blood  is  transferred  from  the  veins 
to  the  arteries,  that  a pulse  is  made  which  may  be 
heard  in  the  chest.”-'*  'Whether  he  ever  distinguished 
the  two  heart  sounds  is  purely  a matter  of  conjec- 
ture, but  we  know  that  in  notes  for  his  lectures  in 
1615  he  wrote  in  Latin,  “W.  H.  demonstrates  by 
the  structure  of  the  heart  that  blood  is  continually 
being  transferred  through  the  lungs  into  the  aorta,” 
concluding  in  English,  “as  by  the  clacks  of  a water 
bellows  used  to  rayse  water.”'*  Figure  I illustrates 
the  ancient  method  of  using  bellows  to  raise  water 
with  which  Harvey  was  familiar.  Is  it  too  much  to 
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“As  bv  the  clacks  of  a water  bellows  used  to  rayse  water.” 
The  word  “clacks”  has  both  the  meaning  of  “valves”  and 
“sounds,”  the  first  deriving  from  the  second.  It  is  possible 
that  Harvey  shifted  from  Latin  to  English  at  this  point 
just  so  that  he  could  use  this  word,  with  its  double  meaning 
and  its  implication  of  a sound  and  its  valvular  origin.  It  is 
not  unlikely  that  Harvey's  acquaintance  with  pumps  of  this 
kind  was  part  of  the  background  out  of  which  he  developed 
the  idea  of  the  circulation,  for  the  notion  of  the  heart  as  a 
pump  is  one  of  its  central  concepts. 

The  contrivance  pictured  here  is  from  the  Jacobus 
Marianus  manuscript  (Munich)  and  dates  from  1430.  The 
arrangement  of  two  bellows  makes  it  possible  to  maintain  a 
constant  outflow  without  an  air  chamber.  Each  bellows 
tvould  require  both  inflow  and  outflow  valves,  and  would 
give  a dotible  sound  with  each  stroke.  The  yoke  supported 
at  its  center  takes  care  of  filling;  as  one  bellows  is  pushed 
down,  the  other  bellows  is  pulled  up  by  the  royre  attached 
to  the  end  of  the  yoke. 

suggest  that  he  had  heard  the  two  separate  sounds 
and  located  their  origin  in  the  sequential  closure 
of  A-V  and  aortic  valves? 

Here  was  a subject  for  experimental  analysis,  and 
in  1830  Hope  began  a systematic  study  of  the  prob- 
lemS'S  asking  himself  the  following  questions: 

1.  Do  the  auricles  contract  immediately  before 
the  ventricles? 

2.  Does  an  interval  occur  between  the  two  con- 
tractions, or  is  the  succession  so  rapid  as  to 
amount  to  continuity  of  action? 

3.  Does  the  ventricular  contraction  cause  the  im- 
pulse, pulse  and  first  sound? 

4.  Do  the  ventricles  contract  completely,  and  do 
they  remain  closed  and  empty,  during  the 
interval  of  repose?  Or— 

5.  Do  the  ventricles  dilate  again  immediately 
after  their  systole:  and  is  this  dilatation  at- 
tended with  an  influx  of  blood  from  the  auri- 
cles? 


6.  Is  the  influx  of  blood  into  the  ventricles  dur- 
ing their  diastole  the  cause  of  the  second 
sound?  If  not— 

7.  What  is  the  cause  of  the  second  sound? 

His  first  experiment  was  performed  at  the  estab- 
lishment in  Oxford  Street,  of  Mr.  John  Fields,  a 
veterinary  surgeon,  and  was  described  as  follows: 

“Experiment  1.— An  ass,  of  which  the  pulse  and 
impulse  were  forty-eight  per  minute,  was  instan- 
taneously deprived  of  sensation  and  motion  by  a 
smart  blow  on  the  head.  The  trachea  was  opened, 
a large  bellows-pipe  introduced,  and  artificial 
respiration  maintained;  while,  at  the  same  time, 
the  left  ribs  were  sawn  through  near  the  sternum, 
and  forcibly  bent  back  and  broken,  so  as  widely 
and  completely  to  expose  the  heart  immediately  be- 
hind the  left  shoulder:  the  whole  was  accomplished 
in  less  than  five  minutes. 

“The  pericardium  was  next  opened,  and  the 
auricles  and  ventricles  fully  displayed.  The  action 
of  the  heart  was  at  hrst  quick,  tumultuous,  quiver- 
ing, and  irregular;  but  after  the  lapse  of  about 
three  or  four  minutes,  it  became  regular  and 
slower.  The  auricle  was  now  seen  to  contract  first, 
and  the  ventricle  instantly  afterwards;  or,  in  more 
descriptive  language,  a slight  contractile  motion, 
accompanied  with  very  inconsiderable  diminution 
of  volume,  was  observed  to  commence  in  the  auri- 
cle, and  to  be  propagated  rapidly  to  the  ventricle. 
It  was  not,  however,  so  quick  that  it  could  not 
easily  be  followed  by  the  eye;  yet  it  seemed  to  be 
rather  a continuity  of  action,  than  to  consist  of 
two  consecutive  parts. 

“The  ventricular  contraction  appeared,  and  was 
felt  by  the  hand  to  consist  of  a sudden  energetic 
jerk,  accompanied  with  a depression  of  the  centre 
or  body  of  the  ventricle.  This  contraction  was 
heard  (through  the  stethoscope,  applied  immedi- 
ately to  the  organ)  to  be  accompanied  by  the  ven- 
tricular sound.  A note  was  accordingly  dictated, 
that,  1.  The  ventricular  sound  was  heard  whilst 
the  ventricle  was  seen  to  coiitract.  At  an  interval 
of  time  equal  to  that  which  intervenes  between  the 
hrst  and  second  sounds  of  the  heart,  the  contrac- 
tion was  followed  by  a sudden,  jerking  re-expansion 
or  diastole,  which  appeared  to  elevate  the  body  of 
the  ventricle  more  than  the  previous  contraction. 
Hence  one  of  the  party  (Mr.  Lane)  expressed  his 
opinion  that  it  was  the  diastole,  and  not  the  systole, 
that  occasioned  the  impulse.  This  opinion  rendered 
it  necessary  instantly  to  repeat  all  our  observations. 
The  stethoscope  was  accordingly  resumed,  and  sev- 
eral times  applied  by  Mr.  Field  and  the  writer 
alternately,  each  counted  1,  2,  synchronously  with 
the  sounds  which  he  heard,  and  the  impidse  com- 
municated to  his  ear;  while  others  applied  their 
hands  to  the  ventricle,  and  at  the  same  time  in- 
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spected  its  motion.  It  was  now  pro\ed,  to  the  per- 
fect satisfaction  of  Mr.  Lane  and  all  present,  that 
the  sound  1,  and  the  impulse  felt  by  the  ausctda- 
tor,  coincided  with  the  visible  depression  (i.e.  con- 
traction) of  the  ventricle,  and  the  impulse  felt  by 
the  hand.  It  was  therefore  dictated  that,  2.  W'hen 
the  action  of  the  heart  was  become  slower,  {sup- 
posed to  be  about  forty  per  minute) , and  was  be- 
coming feeble^  the  ventricular  systolic  sound  and 
the  impulse  were  heard,  seen,  and  felt,  both  by  the 
ear  and  hand,  to  be  simultaneous. 

“At  an  early  part  of  the  experiment  it  had  been 
unanimously  agreed  that  the  ventricle  never  con- 
tracted fully,  though  it  was  then  acting  with  great 
power.  It  was,  therefore,  dictated,  that,  3.  The  ven- 
tricular never  contracted  fully. 

4.  It  remained  apparently  full  during  the  inter- 
vals of  repose  (i.e.  from  the  conclusion  of  the  di- 
astole to  the  commencement  of  the  next  ventricular 
contraction). 

“On  interp(«ing  the  hand  between  the  apex  of 
the  heart  and  the  rib,  which  had  been  left  above 
that  part,  the  fingers  were  struck  vigorously  by  the 
apex  of  the  ventricle  during  its  systole,  at  the  mo- 
ment that  its  body  was  in  tlie  act  of  retraction. 

“.Vs  the  action  of  the  heart,  after  ceasing  to  be 
tumultuous,  became  somewhat  feeble,  the  second 
sound  was  never  very  audible.  It  was  distinctly 
heard,  however,  by  Mr.  Field  and  the  writer;  but 
as  the  others  could  not  satisfactorily  recognize  it, 
a general  note  was  deemed  inadmissible,  and  a 
by-note  only  was  dictateil,  the  jioint  being  reservetl 
for  further  investigation  at  the  next  experiment.” 

File  conclusions  drawn  Ironi  this  and  a second 
similar  experiment  were,  that 

“1.  The  auricles  contract  so  immediately  before 
the  ventricles,  that  the  one  motion  is  propa- 
gatetl  into  the  other,  almost  as  if  by  continu- 
ity of  actioti;  yet  the  motion  is  not  so  quick 
that  it  cannot  readily  be  traced  with  the  eye. 

“2.  The  extent  of  the  auricular  contraction  is 
very  inconsiderable,  jirobably  not  amounting 
to  one-third  of  its  volume.  Hence  the  quality 
of  blood  expelled  by  it  into  the  ventricle,  is 
much  less  than  its  capacity  would  indicate. 

“3.  The  ventricular  contraction  is  the  cause  of 
the  impulse  against  the  side;  first,  because  the 
auricular  contraction  is  too  inconsiderable  to 
be  capable  of  producing  it;  second,  because 
the  impulse  occurs  after  the  auricular  con- 
traction, and  simultaneously  w'ith  the  ventri- 
cular, as  ascertained  by  the  sight  and  touch; 
third,  because  the  impulse  coincides  so  accu- 
rately with  the  pulse  in  arteries  near  the 
heart,  as  not  to  admit  of  being  ascribed  to 
any  but  the  same  cause. 


“4.  It  is  the  apex  of  the  heart  which  strikes  the 
ribs. 

“d.  The  ventricular  contraction  commences  sud- 
denly, but  it  is  prolonged  until  an  instant 
before  the  second  sound. 

“().  The  ventricles  do  not  appear  e\er  to  empty 
themselves  completely. 

“7.  The  systole  is  followed  by  a diastole,  which  is 
an  instantaneous  motion,  accompanied  with 
an  influx  of  blood  from  the  auricles,  by  which 
the  ventricles  re-expand,  but  tlte  apex  col- 
lapses and  retires  from  the  side. 

“8.  .After  the  diastole,  the  ventricles  remain 
quiescent,  and  in  a state  of  apparently  natural 
fullness  without  distention,  until  again  stimu- 
lated by  the  succeeding  auricular  contraction. 

“9.  I he  first  sound  is  caused  by  the  systole  of  the 
ventricles. 

“10.  The  .second  sointd  is  occasioned  bv  the  dia- 
stole of  the  ventricles.” 

.\  second  .series  of  experiments  begun  on  Aug. 
10,  1831  at  which  three  more  asses  were  studied  in 
the  same  way,  and  was  concerned  especiallv  ^vith 
the  .second  sound,  as  follows: 

“3)  with  what  motion  of  what  part  does  the  sec- 
ond sound  coincide,  and  what  is  its  cause?  Is  it  the 
ventricular  diastole? 

■\.  The  second  sound  coincides  with  a motion, 
sensible  to  the  touch  and  sight,  by  which  the 
ventricle  returned  from  its  systole  to  the  same 
state,  with  resjject  to  size,  form,  and  position, 
as  before  the  systole.  This  motion  \\as  relax- 
ation or  diastole.” 

“The  second  sound  or  that  of  the  ventricular 
diastole,  is  generated  l>y  a more  simple  mechanism, 
and  is,  consequently,  more  uniform  in  its  character. 
When  the  tliastole  takes  phice,  the  blood,  put  in 
motion  by  a number  of  concurrent  circumstances 
already  particidarized,  starts  with  instantaneous 
velocity  from  the  autides  into  the  ventricles,  and 
the  reaction  of  the  ventricuLir  walls  on  its  parieties, 
when  their  course  is  abruptly  arrested  by  the  com- 
pletion of  the  diastole,  is,  1 conceive,  the  cause  of 
the  loud,  brief,  and  clear  .sound.” 

Ibis  concept  of  the  second  sound  did  not  meet 
general  apjjroval,  and  in  I’aris,  Rouanet,  writing 
his  medical  thesis,^  returned  to  the  valvular  theory 
that  Harvey  himself  may  have  had  in  mind.  Con- 
necting an  excised  aorta  with  its  valves  to  a long 
glass  tube  filled  with  water,  he  alternately  com- 
])iessetl  and  relaxed  a bladder  partially  fdled  with 
water,  attached  below  the  valves,  and  produced  a 
sound  each  time  the  valves  came  together  as  he  re- 
laxed his  compression  of  the  bladder.  Thus  chal- 
lenged, Hope  performed  a final  series  of  experi- 
ments, again  on  the  ass,  aimed  at  working  out  the 
following  Propositions: 
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“1.  Is  the  second  sound  loudest  over  the  signioids, 
and  is  it  so  near  to  seem  produced  immediate- 
ly under  the  stethoscope? 

“2.  Is  the  first  sound  loudest  over  the  two  auricu- 
lar valves  respectively;  and  is  it  so  near  as  to 
seem  produced  immediately  under  the  stetho- 
scope? 

“3.  Place  the  origins  ol  the  aorta  and  pulmonary 
artery  between  the  finger  and  thumb;  apply 
the  stethoscope  on  the  heart  near  the  sig- 
moids;  instantly  after  the  ventricular  systole, 
close  the  arteries,  so  as  to  prevent  the  reflux 
of  the  blood  and  consequent  expansion  of  the 
\alves,  and  see  whether  this  annihilates  the 
second  sound. 

“4.  Relax  the  fingers  during  the  interval  of  re- 
pose, and  see  whether  this  reproduces  the 
second  sound  at  its  wrong  interval. 

“5.  Push  the  knuckle,  or  the  auricle,  into  each 
auricido-ventricular  orifice,  so  as  to  prevent 
the  expansion  of  the  auricular  valves,  and  see 
whether  this  annihilates  the  first  sound. 

“6.  Introduce  a bent  needle  into  the  aorta,  and 
hold  open  one  or  more  of  the  semilunar 
valves,  so  as  to  permit  free  regurgitation.  No- 
tice whether  this  occasions  a murmur  with 
the  second  sound.  The  pressure  of  the  aortic 
system  being  thus  thrown  on  the  ventricle, 
will  it  close  the  mitial  valves?  See  whether 
this  annihilates  the  first  sound  on  that  side.” 

The  experiments  themselves,  carried  out  again 

at  Mr.  Field’s  veterinary  establishment,  proved 

without  any  further  doubt  the  valvular  nature  of 

the  second  sound; 

“Obs.  10.  Before  the  pericardium  was  opened,  both 
sounds  were  very  distinctly  heard. 

“11.  Both  were  also  distinctly  heard  through  the 
lung  interj)osed  between  the  heart  and  the 
end  of  the  stethoscope. 

“12.  About  two  or  three  inches  up  the  aorta  from 
its  origin,  the  second  sound  was  heard  (but 
not  the  first) , alternating  with  the  impulse  as 
felt  by  myself  (not  by  Mr.  Keate) , in  conse- 
cpience  of  my  having  previously  noticed  the 
same  in  the  living  subject,  as  stated  at  p.  27)  . 

“13.  The  second  sound  was  decidedly  more  dis- 
tinct over  the  origins  of  the  aorta  and  ptd- 
monary  artery  than  on  the  body  of  the  ven- 
tricles; and,  in  that  situation  it  was  louder 
than  the  first  sound  at  the  same  point.  It  had 
exactly  its  natural  short,  clear,  flaj^ping 
character. 

“14.  The  aorta  and  pulmonary  artery  being  com- 
pressed between  the  fingers,  the  first  sound 
was  accompanied  with  a loud  murmur,  and 
(he  second  was  stoiq)ed. 


“15.  A common  dissecting  hook  was  passed  into 
the  pulmonary  artery,  so  as  to  prevent  the 
closure  of  the  semilunar  valves;  the  second 
sound  was  impaired,  and  a hissing  murmur 
accompanied  it.  A hook  was  passed  into  the 
aorta,  so  as  to  act  in  the  same  way  on  the 
aortic  valves;  the  second  sound  entirely 
ceased,  and  tvas  replaced  by  a prolonged  hiss- 
ing. (Heard  by  several.) 

“It).  When  the  hooks  were  withdrawn,  the  second 
sound  returned  and  the  hissing  ceased.” 

It  would  be  pleasant  to  relate  the  unalloyed 
satisfaction  that  publication  of  these  data,  so  funda- 
mental to  the  whole  practice  of  auscultation,  should 
have  brought  the  author.  This  was  not  to  be.  C.  J. 
B.  Williams,  who  had  completed  his  medical  train- 
ing in  Edinburgh  a year  before  Hope  and  had  also 
attended  Ixiennec’s  clinic  at  the  Charite,  had  him- 
self published  a volume  on  auscultation  that  went 
through  many  editions, published  the  results 
of  the  1834  experiments,  which  can  be  seen,  were 
crucial  to  the  understanding  of  the  second  sound. 
In  the  third  edition  of  his  book,  which  also  ap- 
peared in  1835,  he  claimed  the  results  for  his  own. 
There  is  no  doubt  that  Williams  did  participate  in 
the  experiments  of  1834,  and  did  retain  a copy  of 
the  Propositions  and  the  results  of  the  experiments. 
They  were  clearly  couched  in  the  same  orderly 
fashion  that  Hope  had  established  in  1830  and  em- 
ployed subsequently;  they  were  unmistakably 
Hope’s.  Williams  however  claimed  that  he  had  in- 
vited Hope  to  participate  in  the  final  series  of  ex- 
j)eriments  anti  had  been  responsible  for  the  experi- 
mental protocol,  which  Hope  then  authored.  The 
controversy  was  never  settled;  it  seems  obviously  to 
have  been  mismanaged  by  Sir  Benjamin  Brodie, 
who  was  asked  to  arbitrate  it,  and  Hope’s  early 
death  made  it  impossible  to  compose  the  differences 
between  the  two  antagonists. It  will  probably 
never  be  possible  to  settle  the  matter  definitively, 
though  the  entire  sequence  of  events,  starting  with 
the  experiments  of  1830  and  1831,  on  the  ass,  at  A4r. 
Field’s  establishment  and  culminating  in  1834,  sug- 
gests that  the  same  person  was  author  of  the  tvhole. 
d’his  coidd  only  have  been  Hope. 

Repetition  Of  Hope's  Experiment 

1 he  experiments  carried  out  by  the  authors  were 
performed  on  a ten-year  old  jackass  weighing  175 
kg.  It  was  pre-metlicated  with  morphine  sulphate 
(10  nig.  i^er  kg.)  and  anesthetized  with  a jjiopri- 
etory  veterinary  atiesthetic*  consisting  of  a mixture 
of  chloral  hydrate,  pentobarbital  and  magnesium 
sulfate,  given  as  required  to  maintain  surgical 
anesthesia. 


* K([uilhcsin,  Jciiseii-Salsbcig,  Kansas  Cily,  Missomi. 
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Figurk  II 

1 liis  illiisli alf.s  tlic  picseiue  of  heait  sotmds  ulu'ii  ictordcd 
across  tlic  diesl  wall  la),  across  llie  lungs  alter  ihc  ihesl  wall 
has  hftn  rciiioccd  (h),  and  hetween  llic  licait  and  the  peri 
cardinm  (t),  ri’icrodnc ing  Hope's  ecideiue  that  Ihe  lieail 
sonnds  ate  intiinsie,  and  not  caused  by  impact  of  the 
contracting  or  dilating  heart  against  the  chest  w:dl. 


Figure  lla  sliows  in  llie  top  channel  a lypical 
etjtiine  eleclroctirdiogram  as  recorded  Iroin  lead  II, 
with  its  inverted  I*  wave  and  large  T,  while  below 
are  recorded  the  heart  sottnds  as  picked  ttp  hy  ;i 
contitet  microphone  placed  on  the  left  chest  over 
the  third  interspace  near  the  anterior  costochondral 
jtinction,  where  the  inaximnm  .sottnds  were  heard. 
The  first  soitntl,  which  begins  somewhat  alter  the 
onset  of  the  R wave,  is  typically  longer  in  chtration 
th;in  the  second  sound  which  is  correlated  with  the 
end  of  the  T wave.  F'ignre  III)  w;ts  recorded  after 
removal  of  6 inch  .segments  of  the  left  thiicl  and 
fourth  ribs  beginning  at  the  anterior  costochonch al 
innetion,  to  expose  the  heart.  I he  lungs  were  in- 
flated hy  artificial  respiration  and  the  microphone 
was  pertnitted  to  float  u|)on  the  inflated  lung.  In 
He:  the  microj)hone  was  inserted  between  the  peri- 
cardium and  the  heart.  Despite  the  absence  of  the 
anterior  chest  wall  the  soutids  appear  normally, 
disposing  of  suggestions  that  they  were  related  to 
the  apex  beat  or  other  mechanical  collision  be- 
tween the  heart  and  the  chest  wall. 

■ V specially  designed  sjrreader  was  then  intro- 
duced into  the  aorta  and  its  tip  direc  ted  downward 
between  the  cus[)s  of  the  aortic  valves,  d he  handle 
was  then  rotated,  spreading  the  leaves  of  the  instru- 
ment and  preventing  the  closure  c)f  the  ttortic 
valves.  As  this  took  place  the  second  he;irt  sound. 


which  had  been  present  (II la) , disappeared  (I lib), 
only  to  reappear  as  the  instrument  was  closed  and 
the  valves  were  permitted  to  open  and  close  nor- 
mally (IIIc)  . Figure  Illb  does  indeed  show  a small 
vibration  and  it  is  likely  that  this  represents  the 
contribution  made  by  the  closure  of  the  valves  of 
the  pulmonary  artery,  the  ojreration  of  which  was 
not  altered  by  this  procedure. 

Conclusion 

We  need  to  remind  ourselves  th;it  the  exj)eri- 
ments  of  Hope  were  performed  before  Ludwig  had 
introduced  graphic  recording  in  Physiology,  before 
Chameau  and  Marey  had  applied  it  to  the  analysis 
of  the  events  of  the  cardiac  cycle,  aticl  lotig  before 
heart  .sounds  were  ever  recorded  by  the  graphic 
method.  Hope  had  only  his  stethoscope,  and  relied 
on  the  testitnony  of  a number  ol  witnesses  to  con- 
fiiin  the  residts  of  his  experiments,  d'he  use  ol  a 
large  animal  was  probably  the  critical  factor  in 
Ho{)e’s  success,  for  with  smaller  animals  the  se- 
cpience  of  beats  is  so  rapid  that  it  becomes  virtual- 
ly impossible  to  identify  the  sounds  arising  from 
each  cycle,  and  to  correctly  place  them  in  the  car- 
diac cycle.  Figure  \’l,  made  from  an  anestheti/ed 
dog  illustrates  three  of  the  four  heart  sounds  and 
places  them  in  their  })osilion  in  the  cardiac  cycle. 
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Figure  111 

This  illustiatcs  Hope's  classical  expeiiincnt  of  picvenimg 
Ihe  closure  of  the  aortic  valves  to  su])press  the  second  heart 
sound,  and  thus  to  deiiionstrate  its  causation  hv  Ihe  closure 
of  these  valves  in  early  diastole.  In  a.  Ihe  spreader  is  in 
])lacc  hut  unopened.  In  h,  the  valves  are  held  oiien  and  the 
second  sound  disappears.  In  c,  the  spreader  is  again  closed 
and  Ihe  valves  close  noiinally  and  the  second  sound  reappears. 
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Figure  IV 

This  figure  illustrates  the  difficulty  that  everyone  must 
have  encountered  in  analyzing  the  heart  sounds  in  the  rapid 
heart  of  small  mammals  before  graphic  recording.  At  the 
left  the  EGG,  blood  pressure  and  heart  sounds  are  seen  at 
the  usual  rapid  rate  of  an  anesthetized  dog,  and  it  is 
easy  to  understand  how  the  various  sounds  might  be  con- 
fused if  they  were  only  heard  and  not  recorded  with  the 
other  events.  AVlien  the  heart  is  slowed  by  vagal  stimulation, 
a technicpie  unknown  to  Hope  and  his  contemporaries,  the 
two  sounds  stand  out  clearly  and  are  easily  identified,  d he 
occurrence  of  partial  block,  with  two  isolated  atrial  systoles 
reveals  the  atrial  or  fourth  sound  that  ordinarily  comliincs 
with  and  is  obscured  by  the  first  sound. 


Although  the  two  major  heart  sounds  are  today 
universally  described  as  lubb-dup,  the  date  of  the 
origin  of  this  term  is  by  no  means  certain,  although 
the  following  appears  to  clearly  identify  the  author 
of  the  term. 

In  “A  Rational  Exposition  of  the  Physical  Signs 
of  Diseases  of  the  Lungs  and  Pleura”!*'  (1828) , 
Whlliams  described  the  first  and  second  heart 
sounds  as  “Dull,  slow  noise,  immediately  followed 
by  a short  quick  one  to  which  succeeds  a short  in- 
terval of  silence.”  In  Williams’  subsequent  text, 
“The  Pathology  and  Diagnosis  of  the  Chest” 
(1835) , there  is  no  evidence  of  the  term  “lubb- 
clup.”  However,  in  Williams’  fourth  edition  of 
“The  Pathology  and  Diagnosis  of  Diseases  of  the 
Chest”!*!  (1840)  he  wrote  “If  we  listen  either  with 
the  stethoscope  or  the  ear  alone  applied  to  the  re- 
gion of  the  heart,  we  hear  at  each  pulse  two  sounds 
following  each  other  in  c^uick  succession,  and  suc- 
ceeded by  an  interval  of  silence  until  the  next 
pulsation.  The  first  is  a long  rather  dull  sound,  the 
second  is  a short  abrupt  flap.  Some  French  writers 
have  used  a very  wrong-sounding  word  for  this 
double  sound,  by  calling  it  “tic-tac.”  If  it  is  to  be 
given  at  all  by  the  symbols  of  articulate  sounds, 
the  word  “lubb-dup”  will  best  express  it.”  By  1874 
Dunglison,!'!  in  his  dictionary  of  that  year  wrote, 
“Dr.  C.  J.  B.  Williams  suggests  the  word  lubb-dup 


as  conveying  the  notion  of  the  two  sounds.”  Thus 
there  can  be  little  doubt  concerning  the  origin 
and  the  author  of  the  term  lubb-dup. 

Even  with  all  the  assistance  that  the  techniques 
of  experimental  medicine  afford  today  in  the  way 
of  anesthesia,  artificial  respiration,  adequate  surgi- 
cal instruments,  and  a panoply  of  recording  devices, 
the  experiment  is  not  easily  performed  on  such  a 
large  animal.  To  have  conceived  it  and  carried  it 
out  with  success  a hundred  and  thirty  years  ago 
was  no  small  achievement,  and  it  is  not  difficult  to 
understand  why  Hope’s  name  has  come  down  to  us 
as  one  of  the  great  names  in  cardiology. 
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GUEST  EDITORIAL 

Because  ot  the  interest  in  the  work  oL  the  Cionnecticut  Society  lor  Medical 
Research,  Incorjtorated,  its  Secretary,  Doctor  Midiael  Hume  has  kindly  accepted 
my  invitation  to  wi  ite  the  lollowing  article  lor  this  issue  ol  the  President’s  Page. 

James  R.  (a  iEi  N,  m.d. 

Is  Government  Regulation  Of  Medical  Research  Necessary? 

A\'e  continue  to  see  literature  received  in  the  mail  and  sometimes  editorials, 
such  as  the  one  in  the  AVte  York  Times  on  November  2H,  19h5,  chaigitig  that 
government  regnhition  ot  medical  leseaich  is  necessary  to  ])revent  cruelty  to 
animals.  Doubtless,  erne’s  best  instincts  always  will  react  violently  to  a charge  ot 
cruelty;  but  in  fact,  what  is  the  situation  Icrclay  in  tneclical  leseaich  and  how  is 
the  physician  personally  involved? 

Our  protessional  work  has  its  scientific  basis  in  medical  research,  and  the 
unsolved  jnoblems  that  we  lace  chiily  in  patient  cate  can  be  expected  to  yield 
in  the  luture  to  new  solutions  as  the  scope  ol  medical  research  bioadens  rajriclly. 
Philcxscjphically,  we  are  involved  too,  because  we  place  the  highest  value  cjn 
human  welfare  and  accordingly  hold  that  such  research  is  proper,  including  the 
use  of  animtils  where  necessary. 

Our  committnent  should  go  a bit  farther  than  this  1 believe.  In  Comiecticut, 
we  are  lort unate  to  have  excellent  laboratory  animal  care  legislation,  which  was 
etiacted  in  IPb.H  with  the  help  ol  enlightened  ]niblic  opinion.  The  system  of 
laboratory  itispection  now  operating  under  this  act  belies  the  charges  of  cruelty 
and  is  a model  lor  other  states  and  the  federal  government.  (Several  bills  now 
before  Congress,  such  as  HR  10019,  purport  to  prevent  cruelty.  They  are  based 
on  the  erroneous  assumption  (I)  that  a significant  numbei  of  biologiciil  scien- 
tists are  now  treating  laboratory  animals  iti  inhumatie  ways,  aticl  (2)  that 
licensing  and  ins]iection  by  the  lecleral  govermnetU  would  bring  about  a deciease 
in  inhumane  treatment.)  We  have  an  excellent  organi/ation,  the  Cioimecticitt 
Society  for  Medical  Research,  which  opeiates  an  educational  program  to  increase 
public  understanditig  of  the  aims,  methods  and  .achievements  of  medical  research. 
We  should  support  this  work,  panic  tilarly  by  out  membership  as  individuals. 
Details  can  be  fenmd  in  the  correspondence  scation  of  this  issue  on  page  111. 
bettei  public  utiderstanding  is  a must  the.se  days  to  promote  the  best  po.ssible 
clitnate  for  medical  research  hcie  and  throughout  the  nation. 

MtCai.VlI.  lllMK,  .M.D. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


DON’T  I 
TURN  YOUR  1 
BACK  ON  J 
OLD 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  Of  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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A SPECIAL  MESSAGE  FROM 

THE  CONNECTICUT  MEDICAL  POLITICAL  ACTION  COMMITTEE  (COMPAC) 


To  All  Connecticut  Physicians 

About  four  years  ago  the  C^onnecticut  State 
Medical  Society  House  of  Delegates  authorized 
the  organization  of  a political  action  arm.  At 
that  time,  the  conce|)t  of  physicians’  participti- 
tion  in  the  j>olitical  ;uen;i  teas  a new  one  and,  in 
fact,  it  is  still  new  today. 

Unfortunately,  .some  of  our  colleagues  felt  that 
COMPAC  and  AMPAC  (The  American  Medical 
Political  -\ction  Committee)  tvere  organized  loi 
the  sole  purpose  of  defeating  \fedicare  legisla- 
tion. \o  political  action  committee  can  be  oigaii- 
izecl  as  a hie  brigade  which  is  called  out  alter 
;i  disaster  has  occuned.  Rather,  our  goal  was  to 
develop  a strong  political  voice  in  this  countiy  to 
protect  and  extend  the  ])ii\ate  practice  of  medi- 
ci?ie  as  we  know  it.  Thiity  yeais  of  elloit  by 
organized  labor  h:is  shown  us  that  political 
success  does  not  happen  ovei  night.  It  must  Ice 
worked  ;it  and  nurtured. 

lo  point  up  the  importance  ol  these  \ ital  en- 
deavors, and  to  enlist  the  broadest  possible  snp- 
poi  t for  them  from  the  prolession,  COMIWC 
and  ,\.MPAC  clues  are,  for  the  first  time,  being 
included  on  the  IPhh  membership  clues  state- 
ments of  the  Connecticut  .State  Medical  .Society 
and  its  component  County  .Medical  .Associations. 
This  procedure  was  ttpprovecl  by  the  Society’s 
House  of  Delegates  on  December  9,  191).'),  ;incl 
follows  the  pattern  already  set  by  a majority  ol 
the  other  forty-nine  constituent  state  societies  ol 
the  .American  Medical  Association. 

The  purpose  of  this  reiJort  is  to  give  you  some 
idea  of  future  political  roadblocks  which  medi- 
cine still  must  face. 

Here  Are  Labor's  Political  Goals! 

In  the  .April  19()5  issue  ol  .ACKNDA,  which  is 
published  by  the  Industrial  Union  De])artment 
of  the  -AFU-CIO,  .several  key  points  in  union’s 
plans  to  meet  the  health  c;ire  needs  ol  the  people 
are  listed.  This  partial  forecast  of  labor’s  poli- 
tical goals  points  up  heavy  parlicipatioti  ;incl 
control  by  both  governmetit  and  labor  of  the 
practice  of  medicine.  Here  are  some  examples: 

1.  Standardize  medical  and  dental  lees  and 
eliminate  the  fee  for  service  system  ol  paying 
for  medical  care. 

2.  Extend  health  insurance  to  cover  the  entire 
pojndation  including  oflice,  home  and  hos- 
pital care.  (.Although  a sop  is  thrown  to  the 
j)iivate  insurance  companies,  the  intent  of 
the  article  clearly  indicates  that  this  could 
best  be  accomplished  through  a compulsory, 


publicly-operated  government  program,  i.e.. 
Medicare). 

Promote  group  medical  practice  in  health 
centers  as  the  prevailing  pattern  for  provision 
of  medical  care  in  town  and  country. 

1.  Rationalize  the  production  and  distribution 
of  drugs  according  to  .scientific-  pi  inciples  and 
reduce  the  vast  extra\agance  of  drug  adver- 
tising except  as  necessary  to  iidorm  the  physi- 
cian. 

Political  Action  Affects  Both  State 
And  National  Legislation 

dho.se  individuals  who  are  knowledgable 
about  matteis  jjoliiical  are  convinced— and  they 
lia\e  coiuinced  us— that  it  is  impossible  to  cairy 
on  any  continuous  dialogue  with  political  and 
legislative  leaders  without  an  elfective  political 
action  at  in. 

Here,  in  ( -onnec  tic  u t,  we  saw  numerous  cases 
in  ])oint  during  the  last  two  .sessions  of  the 
(ieneral  .\ssembly.  .Strong  behind-the-scenes  poli- 
tical action  in  support  of  the  State  Medical  .So- 
ciety s 19(),')  l.egislati\e  Program  insured  the  pas- 
sage ol  the  Fhioriclation  Rill,  for  which  (X)M- 
P.AU  received  a Good  Gitizenshij)  citation  from 
the  Public  Health  Gouncil,  and  defeated  two 
]Jotentially  dangerous  chiropractor  bills.  In 
(,()MP.\(,  played  ;i  key  role  in  the  j);issage  of 
the  .Animal  Research,  Ciood  .Samaritan  and 
Pri\ilegecl  Gomimmicat ions  bills. 

I he  chirojjractor  proposals  would  ha\e  al- 
lowed chiropractors  to  Hood  into  Gonnecticut 
without  taking  an  appropriate  state  examination 
.and  .also  would  have  lorcecl  smaller  communities 
in  many  ca.ses  to  apjioint  chiropractors  as  school 
physic  i.ins,  medic  al  e.xaminer.s,  health  officers  etc. 
.Since  cine  of  these  bills  had  alretuly  jiassed  the 
State  Senate,  only  a concerted  state-wide  tele- 
phone campaign  by  PAG  members  to  their  poli- 
tical contacts  instired  defeat  of  the.se  proposals 
in  the  House. 

There  Is  A Long  War  Left  To  Fight! 

1-or  those  who  are  discouraged  because  Mecli- 
caie  is  notv  the  haw  ol  the  land,  we  point  out 
that  although  the  opening  battle  may  be  over, 
labor’s  ])olitical  goals  clearly  indicate  there  is  a 
long  struggle  lelt  . . . on  both  the  national  and 
the  state  level  ...  to  defend  freedom  in  medi- 
cine. 

I '1 8/61') 

Respecthilly  submitted, 

rilK  COMPAC  no.ARD  OF  DIRFCIORS 
Franc:is  Ci.vi.i.c),  .m.d.^  Chairman 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 


James  G.  Burch 
Director  of  Public  Relations 


William  R.  Richards^  m.d.^  General  Manager 
160  St.  Ronan  Street,  New  Haven,  Conn. 
Telephone  865  0587 


Josephine  P.  Lindquist 
Assistant  to  General  Manager 


CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1966  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Statler-Hilton  Hotel, 
Hartford,  commencing  at  10:00  o'clock  in  the  morning  of  Tuesday,  April  26. 

Following  luncheon,  the  House  will  reconvene  for  the  completion  of  business. 

James  R.  Cullen,  President 

Kenneth  F.  Brandon,  Speaker  of  the  House 

Waldo  E.  Martin,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 

.Article  V,  Section  12,  Far.  3 of  the  Bylaws  of  the  Society  Provides  thal: 

All  resolutions  to  be  considered  as  regular  business  at  any  regular  meeting  of  the  House  of  Delegates  must  be  in  the 
hands  of  the  Speaker  not  later  than  seventy-two  hours  before  the  opening  of  that  meeting.  All  resolutions  and  recommen- 
dations published  in  the  official  agenda  distributed  to  the  members  of  the  House  prior  to  the  meeting  at  which  action 
is  to  be  taken  shall  be  considered  as  regular  business.  Resolutions  presented  later  than  seventy-two  hours  before  the  open- 
ing of  a meeting  will  be  referred  for  consideration  as  regular  business  by  the  House  only  xuhen  they  are  presented  by 
the  Council  or  accepted  for  consideration  by  majority  vote  of  the  delegates  present.  Any  resolution  which  does  not 
qualify  in  accordance  with  the  aforesaid  provisions  for  consideration  as  regular  business  may  be  accepted  for  action  by 
a majority  vote  of  the  delegates  present  and,  if  so  accepted,  shall  be  referred  at  once  by  the  Speaker  to  a reference  com- 
mittee. Any  such  reference  committee  shall  consider  resolutions  referred  to  it  and  shall  rejwrt,  with  recommendations  to 
the  House  before  adjournment  of  the  meeting. 


Delegates  To  Annual  Meeting 

The  Bylaws  of  the  Society  j^rovide  that  each 
county  association  is  entitled  to  one  delegate  in  the 
House  of  Delegates  for  each  thirty-five  Active  or 
Life  Members  in  the  association  or  fraction  thereof 
based  on  the  membership  as  of  December  31st  of 
the  immediately  preceding  year.  According  to  this, 
the  cpiota  of  delegates  from  each  county  association 
who  should  attend  the  Annual  Meeting  of  the 
House  of  Delegates  which  will  be  held  in  Hartford, 


April  26,  1966, 

and  the  Semi-Annual 

Meeting  in 

December,  1966, 

is  as  follows: 

Membership 

Official 

County 

Dec.  31, 1965 

Delegates 

Fairfield 

944 

21 

Hartford 

1115 

32 

Litchfield 

140 

4 

Middlesex 

118 

4 

New  Haven 

992 

29 

New  London 

198 

6 

Tolland 

26 

1 

Windham 

73 

3 

Election  Of  Councilors  And  Associate 
Councilors 

Councilors  and  Associate  Councilors,  who  shall 
serve  for  two  years,  shall  be  elected  this  year  at  the 


annual  meeting  of  each  of  the  county  associations 
in  FAirficld,  New  Haven,  Litchfield  and  Tolland 
counties.  In  accordance  with  the  Bylaws,  each  com- 
ponent association  having  over  750  members  may 
elect  one  additional  Associate  Councilor.  Therefore 
the  Fairfield  and  New  Haven  County  Medical 
Associations  should  elect  a Councilor  and  tw^o  As- 
sociate Councilors  each  for  a two  year  term. 

No  Councilor  or  Associate  Councilor  elected  by  a 
component  association  shall  serve  more  than  three 
successive  terms  of  two  years  each  in  his  respective 
office,  but  after  a lapse  of  one  term  of  two  years, 
such  Councilor  or  Associate  , Councilor  shall  be 
eligible  for  reelection. 

Newly  elected  Councilors  and  Associate  Coun- 
cilors shall  not  assume  office  until  after  the  Annual 
Meeting  of  the  House  of  Delegates. 

At  the  Semi-Annual  Meeting  of  the  House  of 
Delegates  on  December  4,  1962,  Article  VII,  Sec- 
tion 2 of  the  Bylaws  of  the  Society  was  amended 
by  the  addition  of  the  following  sentence  after  the 
term  Councilor-at-Large: 

“In  the  event  that  both  the  Councilor  and  the 
Associate  Councilor  (s)  from  a county  association 
cannot  be  present,  the  President  of  the  county 
association  may  appoint  a substitute  councilor.” 
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PLACEMENT  WANTED 

DERMA  I OLOGIS  r — Broad  background,  with 
extensive  training.  Seeks  group  association,  position 
or  desiral)le  |)ractice  location  upon  completion  ol 
residency  in  June,  l%(i.  Board  eligible. 

(lEXER.U,  SURCIEOX  - Board  certified,  sub- 
specitilty  training  in  Head  ;ind  Xeck  Surgery. 
Especially  interested  in  l)erby-.\nsonia  or  Danbury 
area. 

IX  I'ERXIS'I  — .S.5  years  of  age,  Board  eligible, 
Connecticut  license.  Sub-specialty  training  in 
Gastroenterology,  Endoscopy,  Small  Intestinal 
Biopsy.  Wishes  to  associate  with  an  established 
|)hysician  or  group. 

IXEERXISE— Board  certified,  ‘El  years  ol  age, 
military  obligations  completed.  Woidd  like  to  prac- 
tice in  a medium  to  large  community  with  associate 
or  group,  but  tvill  consider  solo  prtictice  as  well. 
.\vailable  as  ol  January  1. 

OBS.-CA'X.— Board  eligible  Obs.-Gyn.  with  Gon- 
necticut  license  wishes  to  locate  in  practice  in 
Gonnecticut  with  either  a jxirtner  or  group.  Will 
consider  solo  practice  also.  .Available  immediately. 

BA'I  HOI .OGIS'E  — Board  certified  in  (ilinical 
Pathology  and  eligible  in  Anatomic  Pathology  and 
Internal  Medicine,  Gonnecticut  license,  with  degree 
in  Public  Health,  wishes  to  locate  in  Gonnecticut  in 
a situation  that  will  allow  lull  use  of  diversified 
training. 

PLACEMENT  OPPORTUNITIES 

.AXE.S  rHE.SIOI.OGES  r — Board  certified  or 
Board  eligible  .Anesthesiologist  to  serve  in  ().’)  bed, 
fullv  accredited  rural  hospital  which  takes  care  ol 
two  communities  ol  about  40,000  tot;d  pojnihition. 

W.AX  I ED— -A  young  general  ])iac  titioner  traiiucl 
in  Pediatrics  to  share  in  litlly  established  jnactice. 
Ewo  fully  accredited  hospitals  totaling  over  700 
beds  serve  this  area.  Address  inejuiries  to:  P.O.  Box 
469,  Wcjodbury,  Gonnecticut. 

IXDUSl’RIAE  PHV.SICIAXS  - I'wo  physicians 
(jualified  in  Intermil  Medicine  with  some  knowl- 
edge of  Surgery  for  two  large,  respected  national 
firms  to  serve  on  corporate  sttilf.  \ he  firms  are 
located  in  Hartford,  Gonnecticut  area.  Regular 
hours,  38  hour  week,  salary  range  .'>16-.‘i>  18,000  plus 
full  benefit  program. 

G.P.’s  needed  for  the  Mericlen-W'allingford  area 
lor  private  practice  in  this  rapidly  growing,  indus- 
trial area  of  Gonnecticut.  Eor  further  informa- 
tion, contact  M.  J.  Esjtosito,  M.D.,  335  Gook 
.Avenue,  Meriden,  Connecticut. 


MEDKEAL  GROIIP  has  jjosition  lor  a general 
practitioner  and  internist.  Gall  or  write  Chapel 
.\fedical  Group,  1308  Chapel  Street,  Xew  Haven, 
Connecticut  06511. 

P.A  EHOLOGISl'  — Eull  or  half-time  to  direct 
clinical  laboratory  in  a 2300-bed  mental  hospital. 
Ample  op|Jortunity  lor  teaching  and  research  avail- 
able. W’ell  ecjuip])ecl  and  staffed  laboramry. 
Emphasis  on  neuropathology.  Board  certified  oi 
eligible  patholcjgist  preferred.  Salary  range;  $14,740- 
.$19,100.  Fringe  benefits:  3 weeks’  paid  vacation,  3 
weeks’  sick  leave  paid,  I I paid  holidays,  free  Blue 
Cross,  C.MS  and  Major  .Medical  insurance.  Contact 
John  E.  l.owney,  Jr.,  M.D.,  Superintendent,  Con- 
necticut V'alley  Hospital,  Middletown,  Connecticut. 

CEIXICAI.  DIREC:i()R-for  .Medical-Surgical 
Service  in  a decentrali/ed  2300-bed  mental  hospital. 

■ \ctive  teaching  jirogram  in  psychiatry.  .Affiliated 
with  5'ale  Cniversity.  Fully  stalled  medical  service. 
Boaicl  certified  or  eligible  internist  preferred. 
Salary  range:  .S15,4(‘)0-.$20,000.  Fringe  benefits:  3 
weeks’  jiaicl  \acation,  3 weeks’  paid  sick  leave,  11 
paid  holidays,  free  Blue  Cross,  CMS  and  Majoi 
.Medical  Insurance.  Contact  John  E.  Lowney,  Jr., 
M.D..  Supei  intenclent,  Connec  ticut  A’alley  Hos- 
pit:il,  Middletown,  Connecticut. 

IX  EERXIS  I — Boaicl  eligible  or  certified  In- 
ternist with  sub-specialty  training  in  Ciastroenter- 
ology  wanted  to  join  a multi-specialty  group  in 
.Xew  Britain.  Connecticni  license  eligibility  or 
license  rec|uirecl. 

W'.AX  I ED  — House  IMiysician— diversified  duties 
ill  accredited,  voluntary  hospital.  Connecticut 
license  recjuired— no  weekends.  .$15,000  yearly. 
Please  reply  to:  P.  ().  Box  638,  Briclge|iori  Connecti- 
cut 06601. 

A.XAOXE  IX  FERES  I ED  IX  FHE  ABOV  E IS 
VSKED  K)  COX  I AC  I I HE  (.ENERAI.  MAX- 
Vf.ER’S  OFFICE,  160  SI.  ROXAX  .SI  REEF, 
XEW  HAV'EX,  COXXEC  FICU  F 06511. 


1966  MEETINGS 

Mareli  2-T  — 182nd  .Annual  .Meeting  of  the  Xew 
Haven  (iounty  .Medical  .Association  to  be  held 
at  the  Waverly  Inn,  Cheshire,  Connecticut. 
Business  Meeting  tentatively  set  for  3:30  P.M. 

.April  26-28— 174th  .Annual  Meeting  of  The 
Connecticut  State  Medical  .Society  to  be  held 
at  the  Statler-Hilton  Hotel,  Hartford,  (ion- 
necticut. 

September  28 — list  (ilinical  Ciongress  to  be  held 
at  the  A'ale-Xew  Haven  .Medical  Center. 


136 


CoNNi;t:TicLiT  Mi  i)ic:ink^  Fkhrlarv,  1966 


ARTISTS,  ATTENTION 


The  Connecticut  Physicians  Art  Association  is  planning  the  1966  Art  exhibit 
in  conjunction  with  the  Annual  Meeting  of  the  Connecticut  State  Medical 
Society.  This  will  be  held  at  the  Statler  Hilton,  Hartford,  Connecticut,  on 
April  26,  27,  28,  1966. 

All  previous  exhibitors  are  invited  to  show  their  works  at  this  meeting  and 
new  exhibitors  among  physicians  and  their  families  are  cordially  invited  to 
join  the  group  of  art  hobbyists.  Works  eligible  will  include  oil,  water  color, 
tempora,  black  and  white,  etchings,  photography,  pastels,  sculpture  and  ceramics. 
Eligible  exhibitors  are  members  of  the  Connecticut  State  Medical  Society,  their 
wives,  and  children.  Art  works  will  be  judged  in  four  categories:  1.  children 
through  16  years  (over  16  will  be  judged  with  adults);  2.  Beginners  to  three 
years;  3.  Over  three  years;  4.  Professional. 

A hanging  fee  of  one  dollar  (fl.OO)  will  be  charged  for  each  entry  and 
hfty  cents  ($.50)  for  children  under  16  with  three  pictures  allowed  per  artist. 
Pictures  should  be  framed  and  wired  for  hanging.  The  exhibition  will  be 
judged  by  professional  artists. 

Entry  blanks  will  be  mailed  to  former  exhibitors  and  may  be  obtained  by 
writing  to  the  below  address.  A special  effort  will  be  made  to  recognize  merit 
in  each  group  so  it  is  important  to  fill  in  the  entry  blank  completely  stating 
the  number  of  years  that  you  have  been  enjoying  this  hobby.  Professional 
artists  are  welcome  and  will  be  judged  in  the  professional  class. 

Art  works  must  be  submitted  to  a representative  of  the  Art  Association 
in  the  lobby  of  the  Statler  Hilton  on  Sunday,  April  24th  (hours  will  be 
announced  later)  . Please  forward  entry  blanks  and  checks  to  the  address  below 
prior  to  April  15th  (make  checks  payable  to  the  “Connecticut  Physicians  Art 
Association”)  . 

After  several  years  lapse,  we  are  all  quite  hopeful  of  having  a most  suc- 
cessful show.  Please  watch  subsequent  issues  of  Connecticut  Medicine  for  fur- 
ther details  and  information  regarding  this  exhibit. 

Stewart  J.  Petrie,  M.D.,  President,  Connecticut  Physicians  Art  Association. 

56  Minerva  Street,  Derby,  Connecticut  06418 
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HALL -BROOKE  HOSPITAL 

Westport,  Connecticut  Telephone:  227-1251 

A Dynamically  Oriented  Hospital  for  the 
care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community. 

Accredited  By;  The  Central  Inspection  Board  of  the  American 
Psychiatric  Association. 

The  Joint  Commission  on  Accreditation  of  Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


Niirsinw  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency:  Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Ereedman,  MSW, 
ACSW,  Director  Associate  Director 


WESTFIELD 

NURSING  HOME 

Inc. 


Westfield  Road,  Meriden 


CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  CONDITIONS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident,  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  oHices  in  . . . 

BRIDGEPORT  - HAMDEN  - NEW  LONDON  - WATERBURY 
WETHERSFIELD  - STAMFORD  - TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


Mutual 

OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Lite  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 

238-1291 


ESTFIELD 

NURSIN6 
HOME 

xncojpu 

WESTFIELD  ROAD 

MERIDEN,  CONN. 

Telephone  238-1291 

Harold  0«d*rick  Adminittraier 
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WOMAN'S  AUXILIARY 

President 

Mrs.  William  R.  Richards,  Hamden 


President-Elect 

Recording  Secretary 

Mis.  John  D.  O’Connell,  West  Hartford 

Mrs.  Nicholas  Creaturo,  Trumbull 

First  Vice-President 

Corresponding  Secretary 

Mrs.  James  F.  Jones,  Danielson 

l§p.j  CJ  ('W 

Mrs.  Anthony  Cipriano,  Hamden 

Second  Vice-President 

T reasurer 

Mrs.  Ralph  T.  Telia,  Stamford 

Mrs.  Stephen  A.  Hulme,  West  Hartford 

ACCENT  ON  THE  COUNTIES 
ANNUAL  REPORT  OF  THE  WOMAN'S  AUXILIARY  TO  THE 
NEW  HAVEN  COUNTY  MEDICAL  ASSOCIATION-1965 


We  know  that  you  will  be  pleased  with  New 
Haven  County’s  accomplishments  during  our  20th 
Anniversary  Year.  As  you  know,  we  took  the  oc- 
casion of  this  milestone  year  to  re-examine  our 
many  interests  and  designate  those  which  we  felt 
should  receive  maximum  attention.  These  were  con- 
sidered “Priority  Projects.” 

Among  them  were  the  community  service  pro- 
jects. Secondary  school  assembly  programs  were  ar- 
ranged by  the  committee  on  health  careers.  These 
programs  were  enthusiastically  received  and  did 
much  to  focus  the  attention  of  students  on  the  chal- 
lenge and  reward  in  health  service  careers. 

Another  community  service  project  was  the  ar- 
ranging of  teas  by  the  mental  health  chairman  every 
month  at  the  Veterans  Hospital  in  West  Haven. 
Members  of  the  New  Haven  Auxiliary  served  tea 
to  over  150  patients  who  looked  forward  to  these 
pleasant  afternoons. 

AMA-ERF  was  another  interest  to  which  the 
Auxiliary  devoted  maximum  attention.  We  raised 
our  AMA-ERF  gift  last  year  to  $537.00,  averaging 
$3.00  per  member.  This  was  a considerable  increase 
over  our  previous  annual  contributions— and  nearly 
double  the  amount  of  the  prior  year’s  gift. 

Perhaps  the  most  exciting  and  rewarding  aspect 
of  the  year  was  the  success  of  our  scholarship  bene- 
fit. A dinner-dance  was  held  on  March  6th,  at  the 
Holiday  Inn.  Proceeds  for  scholarship  were  further 
enhanced  by  a special  anniversary  ad  booklet  in 
which  we  included  a “Twenty  Years  Young”  history 
of  our  Auxiliary.  Thanks  to  the  dedicated  efforts 
of  a relatively  few  doctors’  wives,  the  profit  from 
our  scholarship  benefit  was  $1452.00— a new  record 
for  New  Haven  County. 


The  scholarship  trustees  awarded  $1250.00  in 
scholarships  to  11  high  school  seniors,  chosen  on 
the  basis  of  personal  need,  interest,  scholarship  and 
character.  The  girls  represent  a variety  of  schools 
and  have  selected  diversified  health  careers.  These 
winners  are  from  the  following  towns  within  New 
Haven  County:  1 each  from  West  Haven,  East 
Haven,  Orange,  Madison,  Hamden,  Ansonia,  South- 
bury,  Derby,  Milford  and  2 from  Waterbury,  and 
have  selected  careers  of  study  as  follows:  1 dietician, 
1 occupational  therapy,  1 physiotherapy,  1 teaching 
of  the  mentally  retarded,  and  7 will  jmrsue  careers 
in  nursing.  Three  of  the  award  recipients  will 
begin  studies  at  Grace-New  Haven  School  of  Nurs- 
ing, and  1 at  each  of  the  following:  Simmons  Col- 
lege, Greenwich  Hospital,  University  of  Connecti- 
cut, Boston  University,  Northeastern  University, 
Southern  Connecticut,  St.  Vincent’s  Hospital  and 
Norwalk  Hospital. 

We  also  chose  last  year  to  launch  an  all-out  drive 
for  increased  membership.  A Newsletter  was  mailed 
to  all  wives  of  County  Medical  Association  mem- 
bers describing  our  aims  and  activities  and  em- 
phasizing the  scope  of  auxiliary  services.  Our  efforts 
resulted  in  the  addition  of  53  new  members,  bring- 
ing our  total  membership  to  179.  This  means  that 
30  per  cent  of  our  current  membership  was  new 
last  year.  Our  programs  were  varied  in  hopes  of 
gaining  the  widest  possible  appeal.  Mrs.  John 
Lodge  spoke  at  our  fall  meeting,  and  Dr.  Christie 
McCloud,  Chief  of  Pathology  at  the  Middlesex 
Hospital,  spoke  on  her  trip  to  Russia  at  our  annual 
meeting. 

We  feel  that  New  Haven  County  put  forth  great 
effort  last  year  to  demonstrate  the  effectiveness  of 
the  work  of  the  Auxiliary.  It  was  an  exciting  and 
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rewarding  20th  Anniversary  Year.  We  hope  to  con- 
tinue to  play  a vital  role  as  a liaison  between  the 
medical  profession  and  the  community.  W'^e  wel- 
come all  doctors’  wives— those  who  lend  active  par- 
ticipation and  those  who  are  able  to  give  us  only 
moral  support  at  this  time.  Right  now  the  burden 
of  work  ancf  struggle  for  accomplishment  has  fallen 
on  the  shoulders  of  a relatively  few.  We  earnestly 
need  your  support.  This  is  your  organization— help 
make  this  next  year  signihcant  and  successful! 

Sincerely  yours, 

Mrs.  Arnold  M.  Baskin,  President 


BOOKS  RECEIVED 


Books  received  for  review  are  acknotvledged  in  this 
department  and  such  acknowleilgenient  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


Respiratory  Care.  H,  H.  Bciiclixen,  et  al.  From  the  Respira- 
tory Unit  and  the  Anesthesia  Laboratory  of  the  Harvard 
Medical  School  at  the  Massachusetts  General  Hospital, 
Boston,  Mass.,  1965.  252  pp.  Illustrated.  .'515.0(). 


Controversy  In  Internal  Medicine.  F.ditcd  by  Franz  J.  Ingel- 
finger,  M.D.,  Arnold  S.  Reiman.  M.I).  and  Maxwell  Finland, 
M.D.  The  W.  B.  Saunders  Co.,  Philadelphia  and  London, 
1966.  679  pp.  .fl4.50. 


Ferment  In  Medicine.  A Study  of  the  Essence  of  Medical 
Practice  and  of  Its  New  Dilemmas.  Author:  Richard  M. 
Magraw,  M.D.  With  a chapter  on  .Automation  in  Medicine 
written  in  collaboration  with  Daniel  B.  Magraw,  M.B.A.  AV. 
B.  Saunders  Co.,  Philadelphia  and  London,  1966.  272  ])p. 
.?6.50. 


Fundamentals  Of  Clinical  Hematology.  Second  Edition. 
Authors:  Byrd  S.  Leavell,  M.D.  and  Oscar  A.  Thorup,  |r., 
M.D.  The  W.  B.  Saunders  Co.,  Philadelphia  and  Londoti, 
1966.  597  pp.  Illustrated.  $12.50. 


Health  insurance  policies  cover  about  78  percent  of  the 
FI.  S.  populatioti.  Benefits  paid  on  these  policies  reached 
.$8.6  billion  in  1964.  Government  programs  in  1964  jiaid 
about  .$1.2  billion  in  health  aid  to  the  vendors  of  health 
services. 


Forty  percetit  of  the  nation's  ])hysicians  are  responsible 
for  writing  80  percent  of  the  ])rescriptions. 


In  Memoriam 


Aey,  Arthur  E.— Norwich;  University  of  Penn- 
sylvania Medical  School,  1943.  Dr.  Aey  was  a gen- 
eral practitioner  in  the  Norwich  area  for  over  ten 
years.  He  was  a member  of  the  New  London  County 
Medical  Association,  the  Connecticut  State  Medical 
Society,  and  the  American  Medical  Association.  Dr. 
.-key  died  December  17,  at  the  age  of  47. 

.4pj>ell,  Harold  S.— New  Haven;  Tufts  Medical 
School,  1927.  Dr.  Appell  practiced  medicine  for  38 
years,  specializing  in  dermatology.  He  was  on  the 
staff  of  the  Yale-New  Haven  Hospital.  Dr.  Appell 
served  during  World  War  II,  as  a naval  surgeon 
w'ith  the  rank  of  lieutenant  commander.  Until  re- 
cently, Dr.  Appell  taught  for  more  than  ten  years 
at  the  New  York  Skin  and  Cancer  Unit  of  Colum- 
bia LJniversity.  He  was  a member  of  the  New 
Haven  Medical  Association,  the  New  Haven  County 
Medical  Association,  the  Connecticut  State  Medical 
Society,  the  American  Medical  Association,  and  the 
rVmerican  Board  of  Dermatology  and  Sphilology. 
Dr.  Appell  died  January  11,  at  the  age  of  63. 

(iapecelatro,  Alfonso— New  Haven;  Tufts  Medi- 
cal School,  1919.  Dr.  Capecelatro  was  a member  and 
jtast  president  of  the  St.  Raphael  Hospital  medical 
staff.  He  served  with  the  Army  Medical  Corps  dur- 
ing World  War  I.  He  was  a member  of  the  New 
Haven  Medical  A,ssociation,  the  New  Haven  County 
Medical  Association,  the  Connecticut  State  Medical 
Society,  and  the  American  Medical  Association.  He 
was  a fellow'  of  the  American  College  of  Surgeons 
and  a diplomat  of  the  International  College  of  Sur- 
geons. Dr.  Capecelatro  died  January  10,  at  the  age 
of  78. 

Sloman,  Howard  S.— Baltimore,  Maryland;  New 
York  University  School  of  Medicine,  1948.  Dr. 
Sloman  served  with  the  U.  S.  Army  Medical  Corps 
as  a captain.  He  was  an  associate  of  the  American 
College  of  Physicians  and  while  in  Connecticut  was 
an  attending  physician  at  the  Norwalk  Hospital. 
Dr.  Sloman  was  a member  of  the  Fairfield  County 
Medical  Association,  the  Connecticut  State  Medical 
Society,  and  the  American  Medical  Association.  Dr. 
Sloman  died  November  11,  at  the  age  of  40. 
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special  Notices 


Letter  To  The  Editor 


MEDICAL  AND  SURGICAL  SHOCK  SYMPOSIUM 
February  18,  1965 

Memorial  Building— 11:30  A.M.  — 2:00  p.m. 

The  Medical  Service,  in  conjunction  with  the  Medical 
Education  Committee  of  The  Charlotte  Hungerford  Hos- 
pital, Torrington,  will  present  a symposium  on  “Medical  and 
Surgical  Shock.” 

Speakers  will  be  Roger  Hickler,  M.D.,  Professor  of  Medicine, 
Harvard  Medical  School;  Nicholas  Green,  M.D.,  Professor  of 
Anesthesiology,  Yale  Medical  School;  and  Allen  Goodycr, 

M. D.,  Professor  of  Medicine,  Yale  Medical  School. 

The  symposium,  as  stated  is  scheduled  to  begin  at  11:30 
a.m.  and  continue  to  2:00  p.m.  Luncheon  will  be  served. 

THREE  DAY  POSTGRADUATE  COURSE  NO.  12 

"Pathogenetic  Mechanisms  in  Cardiovascular  Disorders" 
Columbia  Presbyterian  Medical  Center 
New  York,  New  York 
March  14-16,  1966 

Subject  course  co-directed  by  Doctors  Alfred  P.  Fishman 
and  Glenn  A.  Langer,  is  being  sponsored  by  the  Council  on 
Clinical  Cardiology  and  the  Columbia  Presbyterian  Medical 
Center  in  cooperation  with  the  New  York  Heart  Association. 

Registration  Fees  of  $50.00  for  Fellows  and  Members  of  the 
Council  on  Clinical  Cardiology,  and  .|85.00  for  Non-Members 
are  on  a first-come,  first-served  basis.  Checks  should  be  made 
payable  to  the  American  Heart  .Association  and  sent  to 
Mrs.  Lorraine  Krciner,  Council  of  Clinical  Cardiology, 
American  Heart  Association,  44  East  23rd  St.,  New  York, 

N.  Y.  10010,  as  early  as  possible. 

All  sessions  will  be  held  in  the  Alumni  Auditorium, 
College  of  Physicians,  630  West  168th  St.,  New  York,  N,  Y. 

In  addition  to  Columbia-Presbyterian  Medical  Center 
Faculty  Speakers,  the  program  includes  talks  by  visiting 
physicians  Lewis  Dexter,  M.D.,  Asst.  Prof.  Department  of 
Medicine,  Peter  Bent  Brigham  Hospital— Boston;  Julius  H. 
Jacobson,  II,  M.D.,  Director  of  Vascular-Surgical  Service, 
Mt.  Sinai  Hospital— New  York;  Daniel  S.  Lumas,  M.D., 
Assoc.  Prof  of  Medicine,  Cornell  Lhiiversity;  Norman  Rosen- 
berg, M.D.,  Clinical  Professor,  Department  of  Surgery,  Rut- 
gers University,  New  Brunswick,  N,J.;  F,  Mason  Somes,  M.D,, 
Director,  Cardiac  Laboratory,  Cleveland  Clinic-Cleveland; 
and  David  M.  Spain,  M.D.,  Director,  Department  of  Path- 
ology, Brookdale  Hospital  Center,  Brooklyn,  New  York. 

Following  registration  at  9:00  A.M.,  Monday,  March  14,  Dr. 
H.  Houston  Merritt,  Dean,  College  of  Physicians  and  Sur- 
geons, Department  of  Neurology,  Columbia  Presbyterian 
Medical  Center,  will  make  the  opening  remarks.  The  morn- 
ing session  will  cover  various  aspects  of  “The  Heart  and 
Heart  Failure,”  and  the  afternoon  session  will  discuss  “Cor 
Pulmonale.” 

On  Tuesday,  March  15,  the  morning  session  will  be  de- 
voted to  related  subjects  covering  “Arteriosclerosis  and  its 
Complications,”  and  the  afternoon  session  to  “Practical 
Electrophysiology.” 

Closing  the  three-day  conference,  Wednesday,  March  16, 
subjects  discussed  in  the  morning  and  afternoon  sessions  will 
relate  to  “Special  Clinical  States”  and  “Recent  Advances  in 
Cardiovascular  Diagnosis  and  Treatment.” 


To  the  Editor; 

All  physicians  in  Connecticut  and  their  families  are  invited 
to  participate  in  the  program  of  education  and  public  in- 
formation conducted  by  the  Connecticut  Society  for  Medical 
Research,  which  has  been  described  in  correspondence  to 
Connecticut  Medicine,  Vol.  29,  No.  12,  December,  1965. 

Support  as  individuals  is  possible  in  the  categories  listed 
below.  If  you  are  not  a member,  or  if  others  in  your  family 
wish  to  obtain  membership  in  CSMR,  please  clip  and  mail 
the  application  below. 

Georc.e  Murdock,  President 
Howard  J.  Wetstone,  m.d..  Vice-president 
John  J.  Kneisel,  m.d..  Treasurer 
Michael  Hume,  m.d..  Secretary 


Connecticut  Society  for  Medical  Research,  Inc. 

333  Cetlar  Street 

New  Haven,  Connecticut  06510 

I apply  for  membership  in  the  Connecticut  Society  for 
Medical  Research,  Inc. 

(Signature) 

Name  (please  print)  

Address  

City  and  Zone  

I I Individual  Membership  ,|1.00 
I I Sustaining  Membership  $5.00 
[ I Contributing  Membership  $10.00 


Letters  to  the  Editor  are  welcome  and  will  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  with  other  material  which  is  submitted  for  publication, 
all  letters  luill  be  subject  to  the  usual  editing.  Address  all 
correspojidence  to:  The  Editor,  Connecticut  Medicine, 
160  St.  Ronan  Street,  New  Haven,  Connecticut,  06511. 
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Connecticut  Western 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy- Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179.1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Tli- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4lh  Street  • St.  Louis,  Missouri  63102 


Iwant 

to  know  more ! 

I 

about  your  I 
Mutual  Fund  | 
that  invests  in  I 

I 

Insurance  I 

I 

Stocks.  I 


Please  send  me  i 

I 

a prospectus.  | 


I 

I 

Name j 

I 

Address | 

I 

I 

I 


I understand  there  is  no  load 
or  redemption  charge  — 
and  no  salesman  will  call. 


Connecticut  Western  Mutual  Fund  j 

One  Atlantic  Street,  Stamford  2,  Conn.  1 1 

|l 

\ 
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Doctor^s  Office 


Willet  R.  Bowen,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  on 
Rt.  #7,  Brookfield. 

J.  Clement  Griffin,  M.D.,  announces  the  opening 
of  an  office  for  the  practice  of  ophthalmology  at  206 
"Washington  Street,  Norwich. 

Francis  J.  Kenney,  M.D.,  announces  the  removal 
of  his  office  for  the  practice  of  thoracic  and  cardio- 
vascular surgery  to  1211  West  Main  Street,  Water- 
bury. 

Patrick  H.  McDonagh,  M.D.,  announces  the 
opening  of  an  office  for  the  practice  of  psychiatry 
at  2044  Bridgeport  Avenue,  Milford. 

Michael  F.  Nezhad,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  internal  medicine 
and  gastroenterology  at  1389  West  Main  Street, 
Waterbury. 

Bernard  Passman,  M.D.,  announces  the  opening 
of  an  office  for  the  practice  of  obstetrics  and 
gynecology  at  49  Connecticut  Boulevard,  East  Hart- 
ford. 

John  F.  Summa,  M.D.,  announces  the  removal  of 
his  office  for  the  practice  of  cardiovascular  disease 
to  159  Grove  Street,  Waterbury. 


MARK  YOUR  CALENDAR  - 


174th  Annual  Meeting 

CONNECTICUT  STATE 
MEDICAL  SOCIETY 

April  26,  27,  28,  1966 

STATLER-HILTON  HOTEL 
Hartford,  Connecticut 

- PLAN  NOW  AND  SAVE  THE  DATES 


CLASSIFIED  ADVERTISING 

19.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50(i  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  ADVANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING  date 
of  issue. 

EOR  RENT:  Offices  in  new  professional  building  at  2447 
Whitney  Avenue,  centrally  located  in  Hamden,  a rapidly 
growing  area.  Ample  parking.  Janitor  service.  Individual  heat, 
air-conditioning.  Wood  panelling.  Basement  storage  and  other 
extras.  Reasonable  rent.  288-7975  or  248-6365. 


SUB-LET,  furnished  or  unfurnished  medical  office  space. 
890  square  feet,  in  new,  modern  building,  Stamford,  Conn. 
Equipped  for  X-ray  and  physical  therapy.  Write  to  R.C.K. 
c/o  Connecticut  Medicine,  160  St.  Ronan  Street,  New  Haven, 
Conn. 


FOR  SALE.  Completely  furnished  and  equipped  internist’s 
office  in  northern  Fairfield  County.  Office  almost  brand  new. 
Practice  is  growing  in  a very  promising  area  near  a 500-bed 
hospital.  Would  like  to  arrange  a quick  sale  to  the  right  man. 
Can  arrange  introductions  in  the  community  and  hospital 
privileges.  Write  to  M.F.S.  c/o  Connecticut  Medicine,  160  St. 
Ronan  Street,  New  Haven,  Conn. 


MODERN,  EFFICIENT  office  in  a lovely  medical  building  is 
available.  Ample  parking.  Conveniently  located  both  for 
patients  and  for  access  to  hospitals.  Call  Stamford  324-9525. 


CLINTON,  CONNECTICUT,  WANTED:  Rapidly  growing 
shoreline  commtinity  has  a need  for  a General  Practitioner 
or  Pediatrician.  Office  space  available.  For  information  call  or 
write  Clinton  Jaycees,  c/o  Sherwood  R.  Anderson,  D.D.S.,  49 
Pearl  Street,  Clinton,  Connecticut. 


A Request 

For  Change  of  Address 

must  reach  us  at  least  three  weeks  before 
the  date  of  issue  with  which  it  is  to  take 
effect.  Please  be  sure  to  send  us  the  old 
address,  together  with  the  new  address. 

CONNECTICUT  MEDICINE 
160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
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NEW  BOOKS  IN  REVIEW 


HANDBOOK  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Edited  by  Frank  H,  Krusen.  M.D. 
Associate  Editors;  Frederick  J.  Kottke,  M.D.,  Paul 
M,  Ellutood,  Jr.,  M.D,  The  W.  B.  Saunders  Company, 
Philadelphia  and  London,  196H,  725  pp.  Illustrated, 
$16.50. 

Reviewed  i)y:  SIDNEY  LIGHI 
Too  often  we  read  at  the  end  of  a book  review,  “ This 
hook  belings  in  every  library.”  For  the  book  under  consider- 
ation such  a clicbd  would  be  inconi])lete.  Ibis  book  should 
be  required  reading  ft>r  anyone  in  or  entering  the  field  of 
physical  medicine  and  rehabilitation.  .Any  physician  who 
treats  patients  with  chronic  illness  will  be  more  effective  if 
he  masters  the  information  in  this  helpful  book.  Not  all  the 
{ontributors  are  well  known  but  almost  every  participant 
knows  well  the  subject  on  which  he  has  written.  .Among  the 
outstanding  chapters  are  those  cm  neurologic  diseases,  bed 
[rositioning  and  homcmaking  activities.  Ihe  chapter  which 
towers  above  all  others  is  that  on  vocational  assessment  and 
management.  I he  author  gives  the  limitations  and  goals  of 
rehabilitation  in  basic  English  and  in  terms  of  common 
sense. 

'Ellis  is  the  first  entirely  new  book  in  more  than  five  years 
in  this  rapidly  expanding  held.  Not  too  long  ago  it  would 
have  been  possible  to  cover  the  pertinent  knowledge  in  one 
book.  I his  is  no  longer  possible,  as  witness  the  multitude  of 
books  bearing  as  their  titles  the  chajrter  headings  of  this 
book.  At  least  one  such  hook  is  longer  than  this  handbook, 
I here  is  virtuallv  no  “padding”  in  this  book;  in  fact,  if  the 
book  can  be  faulted,  it  is  for  its  thriftiness.  In  almost  every 
chaiiter,  this  reviewer  felt  that  the  story  was  incomplete;  most 
(hapters  are  introductions— of  high  quality,  but  offering  only 
jiart  of  the  story. 

Williams’  exercises  are  mentioned  in  one  chapter  without 
any  reference  to  the  original  or  later  description.  (Williams 
did  not  write  a hook  or  article  hut  a chapter  of  a book  with 
limited  circulation.)  Many  chapters  later  there  is  a picture 
of  Williams’  exercises  not  mentioned  in  the  chapter  text. 
I his  is  one  of  the  very  few  examples  of  inadeejuate  editing. 
Most  of  the  book  demonstrates  editing  of  the  highest  order; 
there  is  a minimum  of  repetition  and  a good  amount  of  cross 
pagination  reference.  Most  of  the  illustrations  are  well  chosen 
and  clear.  It  is  unfortunate  that  the  publisher  used  offset  in- 
stead of  letterpress;  a few  of  the  photographs  are  not  well 
reproduced. 

A book  of  this  cjuality  must  one  day  appear  in  second 
edition.  Ehe  criticisms  offered  are  for  that  occasion.  We  be- 
lieve that  the  index  is  not  sufficiently  inclusive.  Ihe  word 
orthotic  is  not  present  in  any  of  its  many  variants,  nor  do 
we  find  such  words  as  cold,  ice  or  traction.  .Some  of  the 
chapter  titles  are  not  satisfactory.  The  chapter  called  evalu- 
ation of  gait  is  largely  alxnu  orthotics  and  prosthetics. 

Since  there  are  a dozen  times  as  many  physical  therapists 
as  [ihysiatrists,  there  is  the  temptation  to  key  the  writing  of 
texts  in  this  field  to  the  potential  market.  'Ehe  writers  of  this 


book  did  not  ‘ talk  down  ” to  the  reader.  On  the  contrary, 
many  readers  will  be  forced  to  consult  a dictionary  or  the 
literature  in  .search  of  definitions  and  explanations. 

I his  book  is  a welcome  addition  to  the  literature  of 
physical  mcxlidne.  The  problem  which  remains  is  to  con- 
vince physicians  to  read  it. 

RHEUMATIC  FEVER;  DIAGNOSIS,  MANAGEMENT 
AND  PREVENTION.  Vol.  II  in  the  series  of  Major 
Problems  in  Clinical  Pediatrics.  Alexander  J.  Schaf- 
fer, consulting:  Editor,  Milton  Markowitz,  Ann  Gay- 
ler  Kuttner,  with  a special  chapter  on  community 
Health  Services  by  Leon  Gordis.  W'.  B.  Saunders 
Company,  Philadelphia  and  London,  1965,  242  pp. 
Illustrated.  $7.50. 

Reviewed  by;  EOUIS  H.  NAHUM 
•Acute  iheumatic  fever  must  be  viewed  as  a potentially  pre- 
ventable complication  of  streptococcus  infections  provided 
patients  seek  medical  attention  and  receive  adetjuate  diag- 
nosis and  treatment.  It  follows  that  with  the  knowledge  cur- 
rently available  jrhysicians  can  reduce  the  incidence  of  severe 
rheumatic  heart  disease  and  by  preventing  initial  attacks, 
eventually  make  rheumatic  fever  a truly  rare  disease. 

In  this  monograph  the  biology  of  group  A streptococci  is 
biielly  reviewed  and  the  serologic  and  epidemiologic  data 
that  link  this  organism  with  rheumatic  fever  are  summarized. 
Ihe  (hanging  jratlern,  the  clinical  manifestation,  diagnosis 
and  trealment  as  well  as  the  regimes  effective  for  the  pre- 
vention of  recurrences  and  treatment  of  initial  attacks  are 
authoritatively  discus,sed. 

1 he  authors  examine  the  (piestion  of  jrathology,  etiology 
and  pathogenesis  in  detail  pointing  out  what  is  known  and 
what  remains  to  be  learned  in  these  areas.  Ehe  pathology  of 
the  nodule  and  its  close  relation  to  intravascular  clotting  is 
not  thoroughly  explored  although  it  may  turn  out  that  a 
fibrinolytic  agent  could  well  contribute  to  minimizing  the 
ravages  of  the  disease,  especially  in  the  heart,  once  a drug 
with  fibrinolytic  properties  became  available.  In  fact  it  is 
our  inability  to  prevent  the  consecjuences  of  intravascular 
thrombi  that  makes  our  present  therapy  so  inadeejuate.  But 
perhajis  it  is  a little  too  early  in  our  knowledge  to  exjrlore 
this  area. 

I here  are  knotty  jrroblems  of  diagnosis,  differential  diag- 
nosis, and  treatment  which  are  clarified  by  the  authors  who 
have  been  confronted  with  these  situations  many  times  a 
week  for  many  years. 

All  the  w'orthwhile  information  oti  this  subject  is  assembled 
here  and  combined  with  the  authors  rich  funds  of  experi- 
ence in  a form  which  renders  this  monograjrhy  immediately 
useful  to  the  jjhysician  and  jrediatrician.  By  referring  to  this 
book  any  physician  can  treat  a case  of  rheumatic  fever  in  any 
stage  authoritatively.  The  authors  have  produced  a fine 
guide  for  the  medical  jnofession. 
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soughing  ahead . . . 

Slear  the  Respiratory  Tract  with  Rohitussin. 


Much  more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
antitussive-expectorant  action  of  the  three  Robitussin  formulations. 

All  contain  glyceryl  guaiacolate,  the  time-tested  expectorant 
that  greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 

Increased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
mucosa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
non-narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 


NOW! 

THREE 

ROBITUSSIN 

^ORMULATIONS 


EXPECTORANT 


DEMULCENT 


COUGH  SUPPRESSANT 


ANTIHISTAMINE 


LONG-ACTING 

(6-8  hours) 


FORMULAS 

ROBITUSSIN® 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

% 

• 

• 

ROBITUSSIN®  A-C 

( exempt  narcotic) 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

% 

• 

• 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

10.0  mg. 

• 

• 

ROBITUSSIN®-DM 

ne.io,  non-narcotic 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

• 

Dextromethorphan  hydrobromide  15  mg. 

Robitussin  and  Robitussin-DM  are  avail- 

able  at  pharmacies  everywhere 

on  your 

• 

prescription  or  recommendation 

A.  H.  Robins  Company,  Inc.  Richmond,  Va 

OUR  PHOTO: 

Engine  No.  89  of  the  Monadnock,  Steamtown 
& Northern  Railway  pulls  a trainload  of 
steam  enthusiasts  through  the  New  England 
countryside  between  Bellows  Falls  and  Chester,  Vermont. 


ONE  OF  THE  RODITUSSIN  FORMULAS 


MEDICAL  NEWS 


Nutrition  Lectures  Planned  For 
Three  Connecticut  Colleges 

The  Connecticul  State  Medical  Society,  in  (o- 
operation  with  the  American  Medical  Association, 
will  co-sponsor  a clinical  nutrition  lecture  in  three 
colleges  dining  the  month  oi  March. 

Dr.  Nevin  S.  Scrimshaw,  I’rolessor  and  Head  ot 
the  Department  ot  Nutrition  and  Food  Science, 
Massachusetts  Institute  of  Technology,  will  deliver 
the  lectures  and  the  topic  will  be  “Food  and  Nutri- 
tion in  the  Future.” 

1 he  lectures  will  he  presented  at  \V'illimantic 
State  College,  A\’illimantic,  on  1 hursday,  .March  3, 
at  12:00  noon;  Quinnipiac  College,  Hamden,  Fues- 
day,  March  1;>,  at  12:30  I’.M.;  and  at  Southern 
Connect ient  State  College,  New  Haven,  in  late 
.March  on  a date  to  he  announced. 

Fhe  .\M.\’s  Council  on  Foods  and  Nutrition 
initiated  the  clinical  nutrition  program  during  the 
last  academic  year  and  it  is  being  carried  out  in  the 
regions  of  the  United  States  with  several  prominent 
lecturers  partic ipating. 

I’he  lectures  are  planned  to  stimulate  under- 
graduate students  to  consider  careers  in  the  health 
sciences  and  to  iidorm  students  of  new  develop- 
ments in  nutrition. 

I'hirty-six  lectures  have  been  scheduled  in  the 
legional  four-state  area  which  includes  Connecti- 
ent.  New  'i’ork,  Ohio,  and  Pennsylvania. 


Hospital  Staffs  To  Get  Handbook 
On  Utilization  Review 

Utilization  Review— A Handbook  for  the  Medi- 
(dl  Staff  was  distrihuted  by  the  .\merican  .Medical 
.\ssociation  to  the  chiefs  ol  stall  ol  all  nonfecleral, 
short-term,  and  other  special  hos|>itals. 

Developed  by  the  AM.A’s  Department  cd  Hospi- 
tals and  Medical  Facilities  at  the  direction  of  the 
Committee  on  Medical  Facilities  of  the  Council  on 
.Medical  Service,  the  Handbcaok  is  intended  to  assist 
in  carrying  out  the  recommendation  that  medical 
stall’s  of  hospitals  be  urged  and  assisted  to  form 
utili/.ation  committees,  as  adopted  by  the  AM.\ 
House  of  Delegates  at  the  December  inhl  Clinical 
( Convention. 

Copies  of  the  Handbook  will  also  he  furnished 
to  state  and  local  medical  .societies. 

Fhe  Handbook  presents  a collection  of  various 
references  on  utilization  review.  It  includes  the 
te.xt  of  the  July  1965  revision  of  the  Guide  to  the 
Establishment  and  Functioning  of  a Medical  Staff 
Utilization  Committee  prepared  by  the  Hospital 
Utilization  Project  of  Western  Pennsylvania. 


Computer  Becomes  A Blood  Banker 

For  several  months,  a computer  has  been  keejj- 
ing  the  records  of  a large  blood  hank  in  Oakland, 
(California— and  it’s  doing  a good  job,  reports 
Journal  of  the  American  Medical  Association. 

The  system  tvas  worked  out  by  the  Blood  Bank  of 
the  /Vlameda-Contra  Costa  Medical  .Association  and 
I.ockheed  Missiles  and  Space  Coiujiany. 

So  far,  the  computer  has  been  able  to  reduce  the 
hank’s  inventory  of  blood  15  to  20  per  cent  while 
continuing  to  serve  28  hospitals  with  a total  of 
•1,600  beds. 

(.lutdated  blood,  a costly  loss  in  any  blood  bank, 
has  been  cut  from  more  than  13  per  cent  of  inven- 
tory to  less  than  6 per  cent. 

As  another  sign  of  tightening  inventory  control, 
the  average  age  of  transfused  blood  has  been  re- 
duced from  10.7  to  9.5  days  since  February  1965. 

'Idle  system  works  this  way: 

Each  of  28  hospitals  in  a two-county  area  phones 
its  daily  blood  consumption  total  to  the  blooct  bank, 
where  the  information  is  punch-cotled  onto  paper 
tajie,  and  transmitted  to  the  Lockheed  computer 
center  50  miles  away. 

Back  from  the  computer  comes  a summary  of 
each  hospital’s  report.  'Fhe  computer  not  only  keeps 
a running  total  on  the  blood  inventory,  hut  also 
ivarns  when  blood  stocks  are  aging.  Losses  are  cut 
by  transferring  this  blood  to  hospitals  where  it 
can  be  used  immediatelv. 

Once  a week,  the  compiuer  lists  each  hospital’s 
average  usage  by  blood  type.  I hese  reports  help 
reduce  inventories  to  a minimum. 

.V  monthly  summary  outlines  the  source  and  use 
of  every  pint  of  blood.  .Still  another  rejiort  keeps  an 
eye  on  human  error  as  data  are  fed  to  the  computer. 

It  reipiires  30  people  to  handle  the  34,000  pints 
of  blood  dispersed  each  year  by  the  blood  bank. 
None  of  these  have  been  rejilaccd  by  the  computer, 
the  report  said,  hut  they  have  been  relieved  of  the 
tedium  of  routine  record-keeping. 

'I  he  computer  system  is  costly,  hut  its  efficiencies 
should  repay  these  costs  if  widely  applied  to  blood 
banking,  the  Journal  report  said.  'Fhe  system’s 
design  appears  to  he  ajiplicable  to  all  blood  banks, 
regardle.ss  of  size  or  loiation. 

.\uthors  of  the  Journal  rejiort  are  David  Singman, 
.M.D.,  (.alisto  Catassi,  C.P..A.,  and  (Charles  R. 
Smiley,  of  the  Blood  Bank;  Willard  H.  Watten- 
bnrg,  Ph.D.,  of  the  Department  of  Electrical  Engi- 
neering, University  of  California,  Berkeley,  and 
Eric  L.  Peterson,  .M.B..\.,  Lockheed  Missiles  and 
Sjiace  Conipny,  Sunnyvale,  Calif.  (Mr.  Smiley  is 
now  with  Hyland  Laboratories,  Los  Angeles.) 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y — 


Susceptibility  Results 
Staphylococci  ^ ^ ' 


# OF  CULTURES 

YEAR 

% EFFECTIVE 

6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384  1964  88.5% 


The  Product 

In  a world  study  of  antibiotics  in  vitro*,  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 


y^-Hemolytic  Streptococci 


1,519 

1963 

95.2%  1 

2,492 

1964 

96.7% 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /^-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 

TAO  , 

[triacetyloleandomycin] 


J,  B.  Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being  r 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes;  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 

Sts.  SaindiMtilns  anVpIStions:  TAO  (triaw^ 
mg  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  f'**'*' 

pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  ^ 'hough  reactions  of  an  aherg  c e a e 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  <>«asions_  References^  1.  Isenberg,  Henry  D.:  habora^ 

Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  al;  Clinical  Medicine  70:547  (Mar.)  1963.  3.  Isenberg,  Henry  D.;  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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AMA  Journals  Have  Foreign  Circulation 
Of  Nearly  40,000;  Play  Major  Role  In 
Disseminating  U.  S.  Medical  Knowledge 

The  most  famous  of  American  medical  journals, 
the  weekly  Journal  of  the  American  Medical 
Association,  is  distributed  to  more  than  eight 
thousand  {xiicl  foreign  subscribers  iti  123  countries. 
I he  10  monthly  AMA  specialty  jouiiials  (derma- 
tology, surgery,  internal  medicine,  diseases  of  chil- 
dren, environmental  health,  general  psychiatry, 
tieurology,  ophthalmology,  otolaryngology,  and 
pathology)  go  to  more  thati  Iti  thousand  paid  for- 
eign subscribers.  Nearly  two  thousand  copies  of  the 
News,  a newspaper  of  non-scientific  medical 
news  for  physicians,  goes  to  selected  foreign  sub- 
scribers, and  Today’s  Health,  the  .\M.\  medical 
publication  for  laymen,  has  a paid  foreign  circula- 
tion of  nearly  10  thousand. 

riuis,  the  jjuhlications  ol  the  .\M.\  alone  have 
a paid  foreign  circulation  of  nearly  10  thousand. 
( Total  domestic  and  foreign  Journal  circulation  is 
212,501  per  week;  total  specialty  journal  circulation 
is  222,307  per  month.) 

.\s  the  journal  of  American  medicine,  the  Jour- 
nal of  the  AM.A  (known  to  .\tnerican  doctors  as 
JAM.A)  appeals  to  as  broad  a ratige  of  interests  in 
foreign  lands  as  it  does  in  the  United  States. 

Foreign  practitioners  value  J.\M.\  as  a part  of 
their  continuing  medical  education.  In  its  attention 
to  drugs  and  drug  therapy,  for  example,  J.\M.\  is 
invaluable  to  the  foreign  doctor  who  has  access  to 
.\meric  an-macle  drugs. 

In  1!)()5,  JAMA  also  published  such  papers  as 
these: 

—.V  listing  and  medical  evaluation  of  all  fertility 
control  devices  widely  available  in  the  flnited 
States.  Published  under  the  sjjonsorship  of  the 
.\.M.\  Committee  on  Human  Reproductioti,  the 
pajjer  represents  the  considered  o|)inion  of  a num- 
ber of  medical  authorities. 

—An  article  on  homosexuality  and  the  physician’s 
role  in  prevention  and  treatment. 

— mtdti-part  series  oti  current  concepts  in  can- 
cer detection  and  treatment. 

— tnonthly  feature  on  hone  fractures. 

—.Many  articles  on  medical  education,  including 
considerations  of  medical  education  in  developing 
natiotis. 

Foreign  subscribers  to  specialty  journals  found 
articles  like  these  in  19(i5: 

new  treatment  to  cotnbat  infection  in  severe 
burns,  based  on  the  use  of  silver  nitrate  on  burned 
areas.  Developed  at  Washington  University  and 
hospitals  in  St.  Louis,  the  treatment  was  reported 
in  the  jcntrnal  Archives  of  Snrgeiy. 


—A  symposium  on  German  measles  (rubella),  the 
usually  mild  viral  disease  that  can  cause  congenital 
malformations  in  the  unborn  child  of  ati  infected 
tnother-to-be.  It  was  published  as  the  entire  Octo- 
ber edition  of  the  .American  Journal  of  Diseases  of 
Children. 

To  a British  physician  on  Harley  Street,  J.\M.\ 
and  the  specialty  journals  may  be  necessary  check- 
points iti  a week  of  “keepitig  up  with  the  journals.” 
British  physicians,  like  American,  probably  read 
10  to  20  medical  publications  regularly.  "Fo  a physi- 
cian practicing  in  Southeast  .Asia,  though,  a single 
copy  of  J.AM.A  at  the  local  hospital  may  be  a most 
valued  contact  with  current  medical  thought.  Some 
underdeveloped  nations  receive  only  one  or  two 
copies  of  J.AM.A  through  paid  subscriptions,  and 
these  often  go  to  a hospital;  hut  the  .AM.A  Depart- 
ment of  International  Health  estimates  that  nearly 
every  Fnglish-speaking  doctor  and  medical  tech- 
nician having  access  to  the  “hospital  copy”  makes 
an  attempt  to  read  every  issue.  Fhe  estitnate  is 
made  on  the  basis  of  conversations  with  foreign  doc- 
tors visiting  the  U.  S.,  and  with  U.  S.  physicians  re- 
turning from  service  in  underdeveloped  nations. 

Nearly  every  major  medical  school  and  medical 
library  in  the  world  also  gets  at  least  one  copy  of 
J.\.\LA  for  teaching  and  reference.  Iidormation 
volunteered  to  the  .A.M.A  Department  of  Inter- 
national Health  by  foreign  physicians  indicates 
that  a single  library  copy  of  J.AM.A  may  go  through 
the  hands  of  10  or  more  readers. 

1 hrotigh  J.AM.A,  the  AM.\  specialty  journals, 
and  other  professional  j)uhlications  physicians  in 
Iron  Curtain  countries  kee])  in  close  totich  with 
.\merican  medical  trends. 

.V  number  of  Conmumist  nations,  iiuluding  isola- 
tionist .Albania,  Bulgaria,  the  Soviet  Union,  and 
Mainland  China,  receive  from  cjne  to  a dozen  copies 
nf  J-AM.V  weekly.  Most  ol  the  copies  go  to  medical 
schools,  where,  according  to  the  .\.M.A  Circulation 
and  Records  Department,  they  often  are  duplicated 
for  wider  distribution.  .Although  the  published 
mateiial  in  J.AM.A  is  protected  by  copyright,  the 
Soviet  Ihiion  and  some  other  Communist  states  do 
not  recognize  ccjpyright  regulations. 

.\s  ati  indication  of  the  extent  to  which  the  Soviet 
Union  duplicates  J.AM.A,  only  six  paicl-subscrijt- 
tion  copies  are  sent  to  the  USSR  hut  neatly  e\eiy 
Russian  jdiysician  who  visits  the  United  States  con- 
fides that  he  is  a regular  J.\.M.A  reader. 

Hundreds  of  .American  medical  missionaries  in 
foreign  lands  receive  J.AM.A  and  other  .AMA  publi- 
cations free  of  charge.  'The  .\M.A  furnishes  the 
publications  as  a means  of  jteiinitting  the.se  dedi- 
cated doctors  to  stay  abreast  of  medical  develop- 
ments and  remain  in  contact  with  main  currents 
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of  American  medicine,  despite  their  isolation  from 
medical  centers.  JAMA  circulation  to  some  coun- 
tries—the  Congo  and  New  Guinea,  for  example— is 
all  or  nearly  all  of  this  non-paid  type. 

Some  examples  of  JAMA  paid-subscription  circu- 
lation throughout  the  world: 

— 1,135  copies  go  to  Canada.  More  than  200  of 
these  are  to  Montreal,  and  hundreds  more  to 
Toronto,  Ottawa,  and  other  major  centers  of  Cana- 
dian population.  In  the  vast  northern  areas  of 
Canada  a number  of  doctors  are  served  by  a hospi- 
tal “single  copy”:  one  such  example  is  the  single 
copy  of  JAMA  sent  to  Whitehorse  General  Hospi- 
tal, Whitehorse,  Yukon  Territory.  Paid-subscription 
circulation  of  all  AMA  publications  in  Canada  is 
12,045.  (Canada  has  about  22,600  physicians,  ac- 
cording to  World  Health  Organization  statistics.) 

—The  four  JAMA  copies  going  to  Afghanistan 
are  received  by  two  U.  S.  Peace  Corps  physicians,  a 
UNICEF  Public  Health  Institute  in  the  Ministry 
of  Health,  and  an  American  medical  team  operat- 
ing on  funds  from  a jrrivate  U.  S.  organization. 

—A  single  copy  to  Ocean  Island  in  the  Central 
Pacific,  received  by  the  British  Phosphate  Commis- 
sion. 

—Four  Bulgarian  medical  institutions  get  five 
paid-subscription  copies. 

—Circulation  in  Viet-Nam  (six  paid-subscription 
copies  and  many  more  fiee  copies)  is  divided 
among  hospitals,  individual  Vietnamese  doctors, 
medical  missions,  American  physicians  serving  in 
Project  Viet-Nam,  and  the  American  Embassy  in 
Saigon. 

I —The  10  foreign  nations  with  highest  JAMA  cir- 
culation are  Canada,  1,135;  Italy,  777;  Japan,  671; 
England,  346;  India,  338;  Holland,  318;  Mexico, 
298;  France,  275;  West  Germany,  260;  Sweden,  250. 


Holmes  And  Hippocrates— Proven 
Wrong? 

We  have  in  a sense  been  caught  by  our  own  in- 
genuity. The  day  is  past  when  we  could  say,  as 
j Oliver  Wendell  Holmes  did,  “Throw  out  opium 
I . . . throw  out  a few  specifics  which  our  art  did  not 
discover  . . . throw  out  wine  . . . and  I firmly  be- 
I lieve  that  if  the  whole  materia  medica,  as  now 
tised,  could  be  sunk  to  the  bottom  of  the  sea  it 
would  be  all  better  for  mankind— and  all  the  worse 
for  the  fishes.”  We  cannot  afford  to  do  without 
good,  new  drugs.  We  can  no  longer  say,  as  did 
Hippocrates,  “.  . . as  to  diseases  make  a habit  of  two 
things—  to  help,  or  at  least  not  to  do  harm.”— 
Louis  Lasagna,  M.D.,  in  Perspectives  in  Biology 
and  Medicine,  7:4,  (Summer)  1964. 


Postgraduate  Medical  Education 
Expanding 

Most  physicians  continue  to  study  medicine  long- 
after  entering  practice— and  the  number  of  post- 
graduate medical  courses  available  to  them  has  in- 
creased nearly  50  percent  in  the  past  five  years. 

This  year,  1,641  courses  are  being  offered  in  40 
states  and  the  District  of  Columbia,  reports  the  cur- 
rent Journal  of  the  American  Medical  Association. 
The  issue  contains  the  65th  annual  report  on  medi- 
cal education  by  the  AMA’s  Council  on  Education. 

The  number  of  physicians  registered  in  these 
courses  may  be  over  150,000. 

Attending  courses,  however,  is  only  one  of  the 
ways  a doctor  continues  his  education,  the  Journal 
points  out.  Most  physicians  rank  their  continued 
reading  of  medical  literature  as  one  of  their  most 
important  sources  of  new  knowledge. 

They  also  continue  their  education  through  pro- 
fessional contacts  with  other  physicians,  and 
through  hospital  staff  meetings  and  national,  state 
and  local  medical  society  meetings. 

Formal  postgraduate  courses,  however,  are  be- 
coming increasingly  important.  Medical  schools 
continue  to  be  the  major  sponsors,  but  courses  also 
are  offered  or  co-sponsored  by  medical  societies, 
voluntary  health  agencies,  hospitals,  and  govern- 
mental health  agencies. 

The  most  popular  subject  when  doctors  return 
to  class?  Psychiatry,  by  a wide  margin.  Courses  in 
general  medicine  come  next.  Special  subject  areas 
such  as  pathology,  surgery,  ophthalmology,  obste- 
trics-gynecology, and  cardiovascular  disease  also  are 
popular. 

Figures  are  not  now  available  on  the  total  num- 
ber of  physicians  attending  continuing  education 
courses.  Partial  figures  indicate  that  there  has  been 
a marked  increase  since  last  year. 

During  the  1964-65  academic  year,  there  were 
88,845  registrations  at  courses  sponsored  by  medical 
schools.  Medical  schools  sponsor  about  half  the 
courses.  If  attendance  at  other  courses  was  similar, 
the  total  registration  last  year  must  have  exceeded 
150,000,  the  Journal  said. 


Drug  Efficacy— Who^s  To  Say? 

The  (new  drug)  law  should  be  modified  by  the 
deletion  of  F.D.A.  responsibility  for  “efficacy.”  The 
final  approbation  or  disapproval  of  a drug  should 
be  in  the  hands  of  the  medical  profession  and  not 
the  F.D.A.  In  addition,  there  are  many  officials  of 
the  F.D.A.  who  should  reassess  their  relationship 
to  the  pharmaceutical  industry  in  the  light  of  the 
sound  philosophy  that  a successful  democracy  is 
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luoie  tlian  a lorni  ol  govcrnmeiu;  it  is  a beliavior 
panel  n wliidi  stems  trom  the  “(iokieii  Rule.”— 
)()liii  (i.  Kraut/,  Jr.,  Ph.l).,  in  Militnry  Medi(  inc, 
I.S():I,  (jamiary)  I9().'>. 


Skin  Preserved  By  Deep  Freezing 

I lie  siiccesslul  jireservatioii  aiitl  traiisjjlaiUation 
ol  luimaii  skill  whidi  h;td  been  in  super-cold  storage 
lor  up  to  (')()8  days  is  reported  in  the  turrent  Jotii  nal 
ol  the  .\iiiericaii  Medical  Association. 

“.Skill  banks”  aren’t  new,  but  there  has  been  ciilli- 
ciilty  in  jireserviiig  skin  for  long  periods,  riniiiari 
skill  t|ui(kly  deteriorates  cvlieii  iiierelv  refrigerated. 
Hard  Iree/ing  cdteii  destroys  the  skin’s  ability  to 
stnvive  when  ti  aiisphnited. 

1 he  tuithors,  Ronald  15.  Berggreii,  Af.I).,  and 
llerndoii  15.  Lehr,  M.D.,  ol  the  Ihiiversity  of  Pemi- 
sylvania  .School  of  Medicine,  Philadel]ihia,  and 
.South  Jersey  .Medical  Research  Fonnchitioii,  (laiii- 
deii,  describe’  how  they  sotiked  split-thickness  skin 
in  jirotective  solutions  of  glycerol  or  the  experi- 
niental  drug,  DMSO,  and  then  grathially  cooled  it 
to  tenipei  titttres  as  low  :ts  .H8.5  degrees  Fahrenheit. 

• \ lit|uicl  nitrogen  free/er  was  used. 

Using  skin  thus  stored,  12  of  2(i  transplants  ol 
the  jiatients’  own  skin  were  jiernianently  snccessftil. 
Six  ol  12  honiogralts,  or  transjilants  from  donors, 
stir\  i\ecl  lor  at  least  10  clays,  d here  w;is  a high  per- 
centage of  Stic  cess  when  the  body  areas  on  whic  h the 
skin  was  grtilted  were  in  good  condition. 

\\  hen  applied  side  by  side  on  a imtii’s  cheek, 
there  was  no  tipparent  dillerence  in  fresh  skin  grafts 
and  tisstie  wliicli  had  been  stored  live  months,  llu‘ 
authors  s:iid.  I he  stored  skin  had  been  taken  for  an 
earlier  ojieration,  but  had  not  been  used. 

.\n  advantage  ol  long-term  storage,  the  atithors 
point  otit,  is  tlnit  enough  skin  can  be  taken  from  the 
donor  in  one  operation  to  supply  re-graftings  when 
necessary.  I his  eliminates  rejieatecl  skin-removal 
ofienitions. 

I here  still  are  cpiestions  about  ultra-cold  skin 
Iree/ing.  I he  stortige  time  is  not  ;dw;iys  jjiedictable. 
.Sometimes  skin  reimiins  usable  for  .severtil  months; 
.sometimes  it  deteriorates  c|tiickly. 

It  hasn’t  been  determined  yet  how  cold  the  freez- 
ing must  be  to  keep  skin  usable.  Storage  would  be 
simplified,  the  atithors  said,  if  dry  ice  (miiitis  171 
degree's  k.)  could  be  used  instead  of  licpiid  nitrogen 
(minus  (551)  to  minus  88.5  degree  k.) . 

1 he  ])rotective  .solutions,  sticli  as  glycerol  or 
D.MSO,  present  tissue  chiimige  during  freezing  and 
thawing.  T he  exact  ttiuse  of  this  damage  isn’t 
known,  btit  it  may  be  dtie  to  ice  Icjiining  lietween 
cells,  or  the  drawing-olf  of  water  Irom  cells  during 
Iree/ing.  I'he  protective  action  of  glycerol  or  DMSO 
may  be  due  to  their  ability  to  bind  water  .so  that 
it  never  lorms  into  ice  crystals,  the  authors  .said. 
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DEPROE 

meprobamate  400  mg.  -f- 
benactyzine  hydrochloride  1 mg. 

ladications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
IS  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careiul  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dipiness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate-Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEC 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories /Cranfu/ry,  N.  J. 


CO-i 


FOR  THE  ^ 

5? 


V 

Z 

/ 


^«»S10I>'''  COMPLEX 


^ I ^ I I \ 1 ^ meprobamate  400  mg.^ — ? 

JLX\.JL  JL^JL^JL  JL\.V^JLi  benactyzine  hydrochloride  l mg, 

^ logical  first  choice 

FOR  DEPRESSION 

even  when  complicated  by  anxiety,  tension,  insomniit, 

agitation  or  rumination. 

• Acts  rapidly. 

• Side  effects  at  recommended  dosage  infrequent, 
usually  easily  controlled.  ■ 
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MANUSCRIPTS 

Manuscripts  slioiiltl  Ire  lypewiitien,  tlouble-spaced  on 
wliite  paper  8(4  x 11  inches  with  adequate  margins  on 
firm  paper.  The  original  copy,  not  the  carbon  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  considered.  Authority  for  approval  of  all  con 
tiibutions  rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu 
scripts  returned.  The  publishers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

The  first  page  should  list  title,  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits.  Bibliogia 
phies  should  conform  to  the  style  of  the  Quarterly  Cumu 
lative  liulex  published  by  the  American  Medical  Associa 
tion.  This  requires  in  the  order  given:  Name  of  authoi. 
title  of  article,  name  of  periodicals  with  volume,  page, 
month— day  of  month  if  weekly— and  year.  Number  should 
be  limiteil  to  absolute  minimum.  References  should  be 
numbeied  consecutively  in  order  in  which  they  appear  in 
the  text. 

l.ENG  l H OF  AR  I ICLES 

Ordinaiy  ai  tides  should  not  exceed  3,000  words  (ap 
|)ioxiinaiely  3 printed  pages).  Under  exceptional  circum 
stances  only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUS  I RATIONS 

lliusiiations  should  be  numbered  consecutively  and  indi 
rated  in  the  text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back  of  each 
illustration.  Legend  should  be  typed,  numbered,  and  at 
tacbed  to  each  illustration.  Photographs  should  be  cleai 
and  distinct;  thawings  should  be  made  in  black  ink  (pre- 
ferably India  ink)  on  white  paper.  For  half  tones,  glossy 
photogiaphs  should  be  submitted.  Connecticut  Medicine 
will  bear  the  cost  of  printing  two  cuts  accompanying 
manuscripts  submitted  for  publication.  The  cost  of  print 
iug  more  than  two  cuts  must  be  borne  by  the  author. 

NEWS 

Our  reatleis  are  letjuested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  ol 
intciest  to  physicians.  We  shall  be  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  be 
received  one  month  prior  to  ihe  expected  date  of 
publication. 

AUVER  1 ISINC 

All  advertising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  ^Iedical  Journal 
Advertising  Bureau  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  witli  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  reviewed 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REI’RIN  I S 

Reprint  orders  should  be  letuined  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript. 

Communications  shoukl  be  adihessed  to  Connecticut 
Medicine,  160  St.  Ronan  Street,  New  Haven,  Conn., 
Telephone  865-0587. 


.\l)boU  Laboi aloi  ies.  North  Chicago,  111.  107,  108,  109,  110 
.\mes  Co.,  Inc.,  Fdkhait,  Indiana  Inside  Back  Cover 


.\rcli  Laboratories,  St.  Louis,  Mi.s.souri  — — — — 142 

Beacon  Investing  Corp.,  Boston,  Mass.  — — — — 113 

Bmroitgbs  Wellcome  ,3;  Co.,  Tuckahoe,  N'.\'.  — — 9(i 

Cla.ssilii'd  .\dvcrtising  ________  143 

Coca-Cola  Co.,  New  York,  N.Y.  - lOl 

Connecticut  Western  Mtitual  l und,  Stamfoid,  Conn  M2 

Dentocain  Co.,  Bloomlielcl,  Conn.  _ _ _ _ — lof 

.\itlntr  W.  Fade,  Hamden,  Conn.  — _ _ _ _ 133 

(.mup  Insniers,  Itic.,  New  Haven.  Conn.  - |()0 

Ilall-Brooke  Hospital,  Westport.  Conn.  _ _ _ 138 

Ilyn.son,  Westcott  ,'l-  Dtinning,  Inc.,  Baltimore,  Md.  3 

l.ederle  Laboratories,  I’eai  1 River,  N.Y.  _ _ _ 7,95 
Eli  Lilly  S:  Co.,  Indianapolis,  Indiana  Front  Cover,  10 

Mittttal  Of  Omaha,  Hamden,  Conn.  — _ _ — |38 

New  Jer.sey  Cytology  Center,  Fair  Lawn,  N.J.  — — 100 

Nttising  Home  Placement  Service  of  flonnecticut  — 138 

Parke,  Davis  k:  Co.,  Detroit,  Michigati  — — _ — 2 


Williatn  P,  Poytbress  k:  Co.,  Itic.,  Ricbmond,  \’a.  103 

.\.  II.  Robbins  Co.,  Itic.,  Richmond,  \’a. 

— — — — — — — Between  1-11  and  145,  145 


Roche  Laboratories,  Nut  ley,  N.J.  — _ — Back  Cover 

|.  B.  Roerig  k:  Co.,  New  York,  N.5'.  — — — — _ 147 

Salem  Pbaitnacal.  Naugatuck,  Conn.  — 92 

Saborn  Div.,  Hewletl-Packard  Co.,  Waltham,  Ma.ss.  91 

Sanibel  Hospital,  Inc.,  Middletown,  flonn.  — — — 88 

C.  1).  .Seaile  k;  Co.,  Chicago,  III.  _ _ _ _ 8 k:  9 

Smith.  Kline  k Frencb  Lab.,  Philadelphia,  Pa.  — — 87 

Walker  Laboratories  Div.,  Richardson-Mei  rell, 

Moittit  V'ernon,  N.Y.  — — — 99 

Wallace  Laboratories,  Cranbury,  N.f.  Ill,  150,  151 

Westfield  Nursing  Hotne,  Itic.,  Meriden,  Conn.  — 138 

W inthrop  Laboratories,  New  York,  N.Y.  — — — 4 


152 


Connecticut  Medicine,  Fehruary,  19(')6 


Connecticut 
Medicine 


Connecticut  State 
Medical  Journal 


Vol.  30  / March,  1966  / Number  3 


© 1961,  Parke,  Davis  & Company 

J.  MARION  SIMS:  GYNECOLOGIC  SURGEON  (see  page  153) 


Now  available!  . 


UX.  MEDICAL  CENTER  LIBRARY 

APR  5 ujbb 


San  fmndsec^  22,f 


600J57 


(CHLORAMPHENICOL) 


rA^Ke  DAVIS  A COMPANY.  DtUoil.  46732 


Comp'ote  inforiii.-tioii  for  .iv.iilabh  to  pliybiudns  iJj)Oii  iim|u 


Other  barbiturates,  heptabarbitol  and  barbitol 
have  also  been  shown  to  stimulate  coumarin— 
metabolizing  enzymes  in  both  animals  and  mand 
It  may  be  reasonably  assumed  that  most  bar- 
biturates will  probably  have  a similar  stimulatory 
effect  on  liver  enzyme  induction.  An  acute  study 
in  man  showed  a decrease  in  maximum  anti- 
coagulation response  of  about  60  per  cent  on  pre- 
treatment with  hejDtobarbitol  for  three  days  before 
a single  dose  of  500  mg.  of  dicumarol  was  given  by 
mouth.  Similar  results  were  obtained  using  single 
doses  of  other  coumarin  derivatives,  such  as  dis- 
coumacetate  and  acinocoumarin,  after  pretreatment 
with  heptobarbitol.i 

Apparently  it  is  not  just  the  barbiturates  which 
can  interfere  with  coumarin  action  but  some  other 
trancpiilizers  as  well.  Haloperidol  has  also  been 
reported  to  reduce  the  prothrombin  response  to 
phenindione.^  As  the  search  goes  on  for  drug  in- 
terference doubtless  others  will  be  found  with 
similar  actions,  so  that  the  physician  must  always 
bear  in  mind  this  phenomenon  of  enzyme  induction 
when  he  uses  several  drugs  simultaneously. 

That  barbiturates  cause  enzyme  induction  in  the 
liver  to  account  for  their  interference  with  coum- 
arins  is  well  illustrated  by  the  experiment  of 
administering  dicumarol  intravenously  after  pre- 
treatment with  heptobarbitol.i  "ppg  oral  route  for 
dicumarol  is  markedly  affected.  Here  the  drug  is 
absorbed  from  the  gastrointestinal  tract,  is  delivered 
via  the  portal  system  to  the  liver  where  the  in- 
creased activity  of  coumarin  metablizing  enzymes 
inactivate  much  of  the  drug.  After  intravenous 
administration  however  the  drug  is  almost  com- 
pletely bound  to  plasma  proteins  and  large  amounts 
are  prevented  from  being  rapidly  inactivated  by  the 
liver.3 

Anxiety  is  commonly  present  in  patients  who 
require  anticoagulation  therapy  and  consequently 
sedatives  and  trancjuilizers  must  at  times  be  given 
concomitantly.  An  awareness  of  the  phenomenon 
of  enzyme  induction  will  greatly  enhance  the  suc- 
cess of  therapy  in  these  cases,  for  it  will  encourage 
the  physician  to  choose  a sedative  or  tranquilizer 
from  those  not  already  shown  to  jjromote  enzyme 
induction. 

If  the  prothrombin  activity  is  affected  in  a 
previously  well  controlled  patient  when  a sedative 
or  tranquilizer  is  added  to  the  regimen,  the  pos- 
sibility of  stimulation  of  the  microsomal  meta- 
bolizing enzymes  by  this  drug  should  be  suspected. 
In  fact,  it  should  even  be  suspected  that  the  patient 
has  unbeknown  to  the  physician  taken  a tran- 
quilizer or  a barbiturate  when  the  physician  finds 
a change  in  prothrombin  activity  in  a patient  who 
was  previously  stable  at  a therapeutic  prothrombin 
activity  level. 


It  is  clear  that  stimulation  of  coumarin  meta- 
bolizing enzymes  by  the  barbiturates  could  make  it 
very  difficult  for  the  unsuspecting  clinician  to 
establish  smooth  control  of  prothrombin  activity 
by  a given  dose  of  coumarins  which  could  lead  to 
increased  expense  for  the  patient  and  loss  of  anti- 
coagulant effect. 

L.H.N. 
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Anticoagulants  In 
Cerebrovascular  Disease 

Both  from  Britain  and  corroborative  trials  in 
this  country^  it  becomes  clear  that  anticoagulant 
therapy  offers  no  benefit  to  the  patient  with  a 
completed  stroke  or  non-embolic  infarct.  On  the 
contrary  the  risks  of  cerebral  hemorrhage  in  such 
patients  are  considerable.  In  the  early  treatment  of 
acute  cerebral  infai'ction  anticoagulants  are  actually 
dangerous  because  the  pathological  process  is 
almost  always  a red  or  hemorrhagic  infarct. 

The  evidence  for  the  efficacy  of  anticoagulant 
therajry  in  patients  suffering  from  transient  cere- 
bral ischemic  attacks  is  as  Pearce^  points  out  quite 
inconclusive.  It  is  true  that  some  authors  such  as 
Sieckert  et  aP  and  Fischer^  have  reported  what 
seems  to  be  good  results  following  the  use  of 
anticoagulants  in  the  patient  with  transient 
cerebral  ischemic  attacks.  On  the  other  hand, 
Pearce,  Gubbay  and  Walton‘S  report  a small  but 
strictly  controlled  trial  in  37  patients  treated  for 
1 1 months.  Fifty-nine  per  cent  of  the  treated  group 
and  45  per  cent  of  the  controls  had  one  or  more 
additional  transient  cerebral  ischemic  attacks. 
Ninety-one  per  cent  of  patient-months  in  the 
treated  group  and  88  per  cent  of  patient-months  in 
the  control  group  were  free  of  ischemic  attacks 
after  the  trial  was  begun.  During  the  period  of 
observation  one  treated  and  two  control  patients 
developed  a completed  stroke. 

It  is  apparent  that  there  must  be  considerable 
difficulties  inherent  in  the  assessment  of  anticoagu- 
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lant  drugs  in  patients  suffering  from  cerel)ial 
iscliemic  attacks  when  authors  disagree  so  radicalfy. 
The  (juestion  is  why  this  should  be  so  in  this 
scientific  era  in  medicine.  It  is  a remarkable  jKira- 
dox  that  after  17  years  of  clinical  use  of  anti- 
coagulants, their  value  iu  the  treatment  of  arterial 
occlusive  disease  is  still  undeterminetl  with  some 
pid)lishing  good  residts  in  selected  cases  and  others 
no  beneficial  results. 

Initially  of  course  all  accepted  an  over-simplified 
hypothesis  on  the  role  of  clotting  in  arterial  oc- 
clusions. 'I'he  reasoning  was  that  since  arterial 
occlusions  are  sometimes  thrombotic,  anticoagulant 
drugs  should  be  of  therapeutic  value.  It  is  true  that 
anticoagidant  drugs  do  retard  the  clotting  of  blood 
in-vitro.  This  proce.ss  however  is  entirelv  different 
in  its  genesis  from  intra-arterial  thromliosis  occur- 
ing  in-vivo.  Certainly  lilood  clotting  mechanisms 
do  form  a part  of  the  jirocess  of  intra-arterial 
thromliosis,  but  to  what  extent  atiticoagulants  affect 
this  process  if  at  all  is  ipiite  unknown.  For  example, 
there  is  now  a view  that  the  first  stage  in  the  for- 
mation of  an  intra-arterial  thrombus  is  increased 
adhesiveness  of  platelets  with  gradual  formation  of 
a white  thrombus.^  Fliis  state  of  the  platelets  is  not 
changed  by  anticoagulants. 

•\  setond  reason  for  ((infusion  is  the  fact  that 
only  a small  proportion  of  patients  suffering  from 
cerebrovascidar  disease  show  evidence  of  thrombus 
in  intradanial  or  extracranial  vessels  at  post- 
mortem as  shown  by  Hutchinson  and  V;ites.*’  It  is 
clear  that  the  treatment  of  a grouji  of  such  patients 
with  anti( (lagulants  will  in  fact  include  a large 
number  who  have  no  thrombus  at  all  in  their 
cerebral  vessels.  Many  of  these  patients  as  demon- 
strated by  (iunning,  et  al"  jirobably  have  repeated 
episodes  of  micro-emboli/ation  of  their  cerebral 
vessels  to  account  for  their  ischemic  attacks.  The 
infitience  of  anticoagidants  on  such  a jirocess  is  still 
unknown.  Such  jiatients  suffer  from  thrombi  aris- 
ing in  the  extra-cranial  arteries. 

•\  final  reason  for  confusion  is  the  liklihood  that 
any  clinically  useful  action  of  the  coumarin- 
indanedione  drugs  is  related  to  their  action  on 
blood  clotting  factors  IX  and  X whereas  the  control 
of  the  drug  dosage  is  commonly  based  ujion  a 
sejiarate  action  on  jirothrombin  and  factor  VII. 
This  may  exjilain  why  clotting  can  occur  even  at 
so-called  therajietitic  jirothrombin  levels.  An  im- 
jiortant  rejiort  by  Ushiro  and  Schaller*  records  the 
presence  of  recent  antemortem  thrombi  in  two  of 
four  Jiatients  given  anticoagulants  in  their  trial. 
.Ajijiarently  jirolongation  of  jirothrombin  time  (in 
the  therajieutic  range  of  both  jiatients)  is  not  of 
itself  sufficient  to  jirevent  intra-arterial  blood  clot- 
ting. 


From  these  and  many  other  considerations  it 
becomes  ajijiarent  why  use  of  anticoagulants  is 
full  of  inconsistencies  and  illogicalities  and  that  the 
use  of  these  drugs  can  be  justified  only  by  the 
results  of  clinically  controlled  trials  demonstrating 
a sujieriority  which  outweighs  any  hazards  of 
therajiy.  I'his  conservatism  is  justified  in  view  of  the 
relati\ely  good  jirognosis  rejiorted  in  such  jiatients 
jirovided  that  they  are  not  suffering  from  extensive 
occlusive  vascular  disease. 

Fven  it  by  more  extensive  trials  it  can  be  shown 
that  any  benefit  accrues  from  anticoagidants,  such 
an  athantage  would  certainly  be  a minimal  one 
and  outweighed  by  comjilications  inherent  in  the 
use  ol  such  drugs.  I'liis  conservative  attitude  in  no 
way  denies  the  necessity  for  further  investigation  of 
thrombolytic  and  fibrinolytic  drugs  and  of  course 
the  search  lor  ihrombosis  in  the  extracranial  arteries 
and  the  assessment  of  the  role  of  surgery  in  careiidly 
seleded  jiatients. 

At  the  jiresent  time  most  jihysicians  will  concur 
with  the  coudusion  of  .Mitchell  and  Schwartz”  in 
their  excellent  monograjih  that  “considered  over-all, 
anticoagulants  have  jiroved  less  valuable  iti  the 
management  ol  arterial  disease  than  was  originally 
anti(  ijiated.  What  we  are  urgently  in  need  of  is  a 
tlritg  which  will  alter  the  adhesiveness  of  jilatelets 
to  each  other.’’  One  such  substance,  linolenic  acid, 
was  thought  to  have  great  promise  in  this  direction 
but  much  more  work  needs  to  be  done  before  it 
can  finally  be  stated  to  h;tve  jirojihylactic  value  in 
arterial  thrombotic  occlusions. 

L.H.N. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
\krsCr anbury,  N.J.  cM-srei 


Night  Leg  Cramps... 

Frequent  Bedfellow  in  DiabeteS/ArthritiS/ 
and  Peripheral  Vascular  Disorders* 


■"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriasclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."’  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now... specific  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophy Mine  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis* 
continue  if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.;  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 
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Laboratory  Utilization: 

Use  And  Abuse 

"With  the  pressure  of  patients  for  admission  to 
hosptials  increasing,  the  hospital  staffs  have  organ- 
izecl  utilization  committees  to  examine  the  duration 
of  stay  of  each  patient  and  how  best  the  patient 
can  be  moved  out  as  quickly  as  possible.  It  is 
probable  that  laboratory  utilization  committees  will 
come  into  being  to  help  reduce  the  pressure  on  the 
laboratory  facilities.  As  Bokb  points  out  the  clinical 
chemistry  laboratory  work  is  increasing  inexorably 
and  his  laboratory  has  doubled  its  output  in  the 
last  three  years.  .Since  the  work  load  of  the  clinical 
chemistry  laboratory  is  increasing  so  rapidly,  it  is 
certainly  important  to  discover  how  many  of  the 
clinical  tests  are  really  necessary. 

The  method  Bold  used  to  obtain  answers  to  this 
question  was  to  record  all  requests  for  clinical 
tests  on  surgical  patients  from  August  8 to  Novem- 
ber 7,  1964.  Then  a randomly  selected  portion  was 
followed  up  by  asking  the  senior  surgeon  (I)  why 
was  the  test  done,  (2)  was  the  result  considered 
abnormal,  (3)  what  action  was  taken  as  a result 
of  the  test,  (4)  would  you  prefer  any  additional  or 
alternative  chemical  test  not  presently  available, 
and  (5)  any  comments. 

From  the  answers  to  the  questions  it  was  possible 
to  classify  them  as  follows:  (1)  making  a firm 

diagnosis  not  possible  on  other  grounds;  supporting 
the  clinical  diagnosis;  (3)  non-specific;  (4)  useful 
negative;  (5)  progress;  (6)  monitoring  treatment; 
(7)  unnecessary. 

The  clinical  details  on  the  requisition  sent  to 
the  laboratory  were  compared  with  the  reason  for 
the  test  as  given  by  the  senior  surgeon.  Over  one- 
quarter  of  all  requisitions  were  found  to  carry 
either  no  clinical  details  whatever  or  details  which 
were  irrelevant  or  inadequate.  Obviously  there  can 
be  no  excuse  for  the  irrelevant  or  inadequate 
clinical  details  on  request  cards.  It  is  this  which 
raised  serious  doubt  in  the  minds  of  harrassed 
laboratory  staffs  who  often  suspect  that  much  of  the 
work  is  unnecessary.  Certainly  there  is  tendency 
to  perpetuate  routine  daily  recpiests,  many  of  which 
would  become  unnecessary  if  each  request  clearly 
stated  the  reason  for  the  test  and  if  each  test  was 
specifically  asked  for  each  time  it  was  to  be  done 
and  the  recjuisition  contained  the  reason  for  the 
request. 

Most  of  the  tests  were  initiated  by  the  housemen 
and  when  the  senior  surgeon  went  over  them  at 
least  1 1 per  cent  of  the  tests  recpiested  were  con- 
sidered unnecessary.  It  must  be  admitted  that  be- 
cause of  the  design  of  the  survey,  this  is  a minimum 
rather  than  a maximum  estimate,  since  the  surgical 
colleagues  were  placed  in  the  position  of  being 
judges  in  their  own  case.  One  would  have  liked 


to  see  an  appreciation  of  the  usefulness  or  a request 
by  an  impartial  observer.  The  unnecessary  11  per 
cent  is  not  a large  proportion  but  it  does  suggest 
that  supervision  of  investigations  could  be  stricter 
or  perhaps  the  senior  surgeon  regarded  it  as  a 
price  to  pay  for  the  training  of  junior  doctors. 
But  one  is  forced  to  inquire  how  much  training  is 
involved,  since  in  the  absence  of  clinical  details  on 
the  requisition  it  is  impossible  to  tell  wbether  any 
of  the  tests  needed  checking  or  if  an  additional  test 
should  be  performed  thus  possibly  saving  much 
time. 

Bold  points  out  that  some  of  the  requisitions 
were  of  a “portmanteau”  nature,  for  example, 
electrolytes  and  urea,  liver  function  “battery,” 
calcium  and  phosphorus  and  alkaline  phosphatase 
w'ere  recpiested  somewhat  indiscriminately  since 
only  one  of  the  batch  being  retpiired. 

.Several  other  conclusions  are  suggested  by  the 
data  uncovered  in  the  survey  on  laboratory  chemical 
tests.  Estimation  of  urine  and  fecal  electrolytes  is 
a valuable  guide  to  postoperative  intravenous  fluid 
replacement  and  although  more  troublesome  for 
ward  and  laboratory  staff,  it  should  replace  or 
supplement  plasma  electrolyte  estimations.  Plasma 
protein  estimations  appeared  to  be  of  less  value 
since  over  25  per  cent  were  considered  to  give  non- 
specific information  and  unless  clear  indications 
are  present,  the  helpful  information  likely  to  be 
oained  from  this  test  is  small. 

O 

Of  the  tests  44  per  cent  were  considered  to  pro- 
vide useful  negative  information,  but  the  degree  of 
usefulness  is  very  variable.  Nearly  half  of  the  tests 
in  this  category  were  base-line  screening  such  as 
preoperative  blood  urea  and  electrolytes  and  tests 
for  metabolic  abnormalities.  Such  a high  proportion 
of  screening  tests  suggests  a trend  in  clinical  medi- 
cine away  from  clinical  judgment  based  on  careful 
history  and  physical  examination  towards  relying 
unduly  on  the  laboratory  for  a diagnosis. 

What  is  easily  forgotten  in  all  this  is  the  patient 
as  a person.  If  numerous  blood  tests  are  ordered 
indiscriminately  and  repeated  daily,  without  a 
check,  what  can  be  happening  to  his  veins,  to  his 
hematocrit,  and  to  his  sensibilities.  There  are 
documented  cases  in  which  as  much  as  50  to  75  ml. 
of  blood  have  been  drawn  daily  for  a week  or 
longer. 

What  we  are  witnessing  is  a tremendous  reliance 
on  the  results  of  laboratory  tests  and  an  overly 
great  emphasis  on  their  importance.  What  is  really 
required  is  a new  outlook  on  the  part  of  the  house 
staff  and  attending  staff.  Another  matter  is  the 
financial  implications  of  the  increased  laboratory 
testing  including  tbe  sizeable  proportion  of  un- 
necessary testing.  One  is  bound  to  ask  how  long 
can  the  Bine  Cross  or  other  third  party  afford  to 
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Psychedelic  Drugs 

LSI)  was  first  synthesi/ed  in  1938  but  in  1913 
Hoffman  discovered  its  hallucinogenic  jtroperties 
by  taking  it  himself.  series  ol  careful  experi- 
ments by  StolL  showed  that  doses  of  as  little  as  30 
micrograms  of  this  agent  administered  by  mouth 
to  non-psychotic  subjects  produced  autonomic 
changes  predominantly  sympathomimetic  as  well 
as  kaleidoscopic  visual  hallucinations  with  intense 
and  varying  coloring  hyperacusis  synesthesia,  tac- 
tile paresthesia,  illusions,  distortions  of  body  image, 
feelings  of  estrangement  and  clepersonali/atioti  and 
disturbances  of  mood.  These  occurred  in  the 
jjie.sence  of  unaltered  orientation,  critical  self- 
judgment,  and  the  ability  to  resjeond  to  interroga- 
tion by  the  observer.  I’artic iilarly  striking  was  the 
minute  amount  ol  I. .SI)  lecpiiied  to  jnoduce  such 
change.  The  intensity  of  the  eflect  of  this  agent 
differs  with  itidividuals  but  is  proportionate  to  the 
close.  Stoll  ])oints  out  that  tolerance  develops 
rapidly  to  repeated  daily  doses  and  disap])ears 
completely  three  clays  after  the  medication  is  dis- 
continued. 

Some  of  the  effects  such  as  the  ]jerceptual  dis- 
tortions atul  percejttual  visual  illusory  ]jhenomena 
are  not  characteristic  of  ,schi/ophrenia.  Others  such 
as  the  clejtei sonali/ation  seen  in  some  norm.al 
people  with  higher  doses  are  strikingly  similar 
to  what  may  be  seeti  in  acute  schi/ojjhretiic  reac- 
tions. Iti  animals  large  clo.ses  can  pioduce  catatonia. 
I he  subjec  tive  experiences  .seem  to  vary  widely  and 
appear  related  to  the  personality  ol  the  subject 
and  the  settitig  of  the  experience.  .Some  de.scribe  the 
experience  as  frightening  and  believe  they  have 
passed  through  a “livitig  hell.”  Others  however 
describe  their  thoughts,  hallucinations  and  sensa- 
tions of  depersonali/aiion  in  ra])turous  terms. 

Occasicmally  subjects  experience  overwhelming 
anxiety  of  panic  propoi  tions,  lapidly  alleviated  by 
barbiturates  or  phenothiazines.  Occasiotially  also 
prolonged  psychotic:  epi.socles  have  been  described- 
even  though  ]xsychotic  or  paranoid  personalities 
were  eliminated  from  the  study  as  well  as  tho.se 
prone  to  the  excessive  use  of  denial.  In  this  same 
study  nine  cases  were  described  in  whom  psychiatric 
complicatiotis  followed  the  unsupervised  use  of 
LSI).  The  subjects  were  seeking  “consc icnisness  ex- 
panding.” 

in  a four  month  period  from  March  to  June  27, 
1965,  27  patients  were  admitted  to  fklleview  Hos- 


]tital  in  New  5'ork  as  a consecjuence  of  ingestioti  of 
LSI)  and  described  by  Lrosch,  et  al.^  There  were 
jjatiic  reactiems,  reappearance  of  symptoms  months 
after  cliscontitming  the  dnig  aticl  extended  psychoses 
in  three  who  clearly  had  long  standing  .schizo- 
phrenia. Each  patient  took  the  drug  in  anticipation 
of  greater  self-understanding.  Each  sought  for  per- 
ceptioti  and  ideas  and  in  their  transcendental  state 
believed  they  had  achieved  a resolution  of  their 
problems.  Panic  was  rapidly  replaced  by  a feelitig 
of  ectasy  as  they  felt  they  had  achieved  a new  self. 
T he  trouble  was  that  this  fictional  ,seti.se  of  .self 
could  not  adjust  and  three  schizcjphrenic  patients 
withdrew  from  the  world  into  catatonia  and 
jearanoia.  It  took  over  two  months  for  two  of  these 
schizophrenic  patients  to  become  re-oriented  and 
leave  the  hospital. 

T he  belief  that  L.SI)  expands  consciousness  and 
alters  personality  for  the  better  has  led  to  an  in- 
creasing popularity  of  LSI)  among  the  lay  public. 
Many  highschool  students  and  college  students  ;ire 
said  to  take  the  drug  ostensibly  for  “kicks.”  A large 
number  of  anxiety  ridden  jteople  have  begun  to 
experimetit  with  it  in  the  hope  of  achievitig  help. 
Most  often  these  people  ha\e  taken  hypnotics, 
stimulants  and  opiates  before  turning  to  LSD.  This 
popularity  may  cau.se  people  to  turn  tcj  it  before 
other  drugs,  sitice  LSI)  is  believed  to  offer  “relief 
with  understanding”  and  a belief  that  a sustained 
state  of  improvement  may  be  achieved.  The  fact 
is  as  Erosch  points  out,  there  is  no  evidence  of 
any  personality  change  for  the  better.  Instead  in 
some,  prolonged  psycho.ses  developes,  in  some  deter- 
ioration of  jiersonality  following  tnultiple  ingestion, 
especially  during  periods  of  stiess  when  to  counter 
anxiety  it  is  necessary  to  mobilize  all  their  resources. 

In  reading  both  jcrofessional  and  popular 
literature,  but  scattered  here  and  there,  the  lure  of 
augmented  creativity  is  offered  atitl  the  dangers  can 
be  leadily  minimized  by  .someotie  intent  on  obtain- 
ing the  highly  touted  “positive”  effects  in  which 
any  resultant  psychosis  is  jcictincd  as  readily  rever- 
sible and  a step  towards  health.  In  the  uncontrolled 
setting  in  which  L.SI)  is  used  in  the  community,  the 
datiger  of  bodily  itijury  .also  exists  since  a person 
under  the  influence  of  the  drug  may  believe  himself 
to  be  invulnerable  to  harm  aticl  take  unwarranted 
risks,  like  several  of  Ero.se h’s  ])atietits  with  jianic 
reactions.  4-Mthough  no  reports  of  prolonged  ad- 
verse effects  have  occurred  wheti  L.SI)  has  been 
used  as  a jisychotherapeutic  adjunct,  it  is  reasonable 
to  predict  that  some  cases  of  rec  urrence  of  symjitoms 
and  appearance  of  psychoses  in  previously  compen- 
sated people  will  occur  as  experience  with  the  drug 
glows.  What  is  extremely  important  is  to  learn  more 
about  the  physiolc^gy  associated  with  recurrence  of 
symptoms. 


162 


CoNNF.crncuT  Mki)ic:ine,  March,  1966 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 

SPASTI._.  ■■  ■ .ETERITiS 

BLADDER  SPASM  _ 

, ♦ , are  relieved  by  direct  musculo  tropic  action  with 


Trocinate' 

BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly . Tbe  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCI 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 


. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 


Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  Q.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
aEBrmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Many 
anxious 
patients 
need  more 


than  just 
calming. 
Stelazine* 

brand  of  trifluoperazine  / 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  6amaqe.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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I'here  have  been  claims  of  great  therapeutic  suc- 
cess in  the  treatment  of  chronic  alcoholism  and 
chronic  neuroses  based  upon  experiments  that  did 
not  adhere  to  strict  scientific  requirements  with  such 
extravagant  pronouncements  as  . . LSD  can  be 
useful  to  us.  It  can  provide  us  with  an  encounter, 
a new  experience  which  will  enlarge  our  horizon 
and  give  new  meaning  to  life.  These  experiences  are 
a part  not  just  a therapy  but  of  life  itself.”^  This 
same  kind  of  lure  of  augmented  creativity  is 
offered  in  some  professional  and  popular  literature. 
However  Frosch’s  patients  show  us  that  all  the 
effects  are  not  so  harmless  as  the  enthusiasts  want 
to  believe.  As  a result  the  F.D.A.  has  stopped  and 
attempted  to  limit  the  availability  and  use  of  the 
drug  to  approved  research  plans.  Now  LSD  has  gone 
underground  with  other  hallucinogens  and  now  an 
increasing  illegal  traffic  has  developed. 

The  promise  of  the  good  to  be  achieved  through 
the  psychedelic  experience  (mind-manifesting  con- 
sciousness-expanding) is  reminiscent  of  the  op- 
timism that  accompanied  the  introduction  of 
cocaine  and  heroin.  Initially  only  the  beneficial 
effects  of  these  drugs  were  seen.  It  took  more 
experience  to  recognize  their  undesirable  properties. 
Similarly  with  LSD  it  is  becoming  apparent  that 
the  indiscriminate  use  of  it  by^ie  general  popula- 
tion has  unfortunate  sequela^  Recovery  from  the 
panic  state  appears  to  be  rapid,  ^owever  in  a 
small  proportion  of  an  unselected  population  tak- 
ing the  drug  in  the  hope  of  alleviating  anxiety  and 
achieving  stability  of  personality  without  other 
therapeutic  assistance  more  ominous  effects  occur 
such  as  chronic  hallucinosis,  severe  paranoid  reac- 
tions, suicide  and  various  other  psychotic  develop- 
ments. There  is  also  reappearance  of  LSD  symptoms 
a month  to  a year  after  the  original  use  without 
re-ingestion.  The  New  England  Journal  of  Medicine 
points  out  that  the  tale  of  Dr.  Jekyll  and  Mr. 
Hyde  is  prophetic  of  LSD  in  that  an  “unnamed 
powder’’  changed  the  personality  of  integrity  of  Dr. 
Jekyll  irreversibly  into  his  evil  alter-ego. 

LSD  and  other  psychedelic  drugs  to  come,  suggest 
that  some  will  be  devised  to  have  far  reaching 
benefits  upon  perception,  memory  and  mentation 
that  may  produce  a new  breed  of  man.  Further 
work  with  such  drugs  however  should  be  under- 
taken only  in  controlled  settings  by  scientists 
capable  of  important  critical  judgment.  For  such 
psychedelic  drugs  are  unicj[ue  tools  in  the  study 
of  altered  states  of  awareness,  perception  and 
ideation. 

We  are  probably  on  the  threshold  of  “well- 
healed’’  scientific  inquiry  into  mind-memory  learn- 
ing, problem  solving,  thinking.  Attempts  to  under- 
stand the  operations  of  the  brain  must  produce 
knowledge  whose  impact  upon  our  civilization  may 


be  immense.  We  must  consider  in  advance  how 
to  deal  with  the  ethical,  political  and  social  prob- 
lems that  may  arise,  if  a real  psychedelic  drug  comes 
into  existence. 

L.H.N. 
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Drugs  Of  Choice  For  The 
Emotionally  III 

Years  ago  medical  treatment  was  dominated  by 
the  Hippocratic  dictum  to  “do  no  harm.”  Now  we 
all  strive  in  our  therapy,  to  “do  some  good.”  Faith 
and  good  hygiene  is  no  longer  enough  and  more 
specific  and  active  products  have  replaced  the 
“shot-gun”  prescription  upon  which  the  earlier 
physicians  relied.  It  is  said  that  90  per  cent  of  the 
prescriptions  written  today  are  for  compounds 
which  did  not  exist  twenty  to  thirty  years  ago.  In 
all  probability,  considering  the  rate  of  attrition  of 
new  drugs,  a similar  situation  will  apply  some 
twenty  years  hence.  Most  of  the  new  drugs  relate 
to  their  effect  upon  symptoms  of  anxiety  and 
depression  which  are  dominant  in  mental  illness, 
but  are  also  components  of  physical  illness  as  well 
as  stresses  of  everyday  living  in  many  people. 

We  not  only  have  many  new  products  but  the 
products  themselves  may  be  overwhelmingly 
various.  For  example  meprobamate  may  be  pre- 
scribed “straight”  under  either  of  two  trade  names 
for  at  least  thirteen  conditions.  It  also  has  the  con- 
venience of  being  available  under  different  names 
in  a larger  acting  variety  of  these  same  conditions. 

Aside  from  the  various  forms  of  meprobamate, 
how  many  psychoactive  drugs  are  there  from  which 
the  harrassed  doctor  may  choose?  A fairly  recent 
count!  shows  there  are  thirty-three  tranquilizers 
which  one  may  prescribe.  This  total  included  fifteen 
phenothiazine  derivatives,  four  Ranwolfia  alkaloids 
and  fourteen  skeletal  muscle  relaxants.  All  these 
compounds  in  some  measure  trancjuilize. 

In  addition  to  these  compounds  which  assure 
trancj^uility,  there  are  approximately  thirteen  drugs 
which  activate  those  stricken  with  apathy.  These 
are  the  anti-depressants  which  used  to  be  called 
“psychic  energizers.”  Their  number  can  only  be 
approximated  because  some  of  these  products  are 
short-lived.  Four  previously  available  were  removed 
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Ironi  tlie  market  l)Ut  as  Smith  points  out,  one  more 
tenacious  than  the  rest  has  returned. 

W'ith  this  number  ol  eompounds  reeommeiuled 
lor  disorders  in  whidi  diagnoses  are  not  exact  de- 
pend on  clinical  evaluation,  it  is  interesting  to 
consitler  what  lactors  are  most  influential  in  deter- 
mining the  physician’s  choice  ol  a particular  com- 
pound. In  an  ellort  to  determine  these  lactors  Smith 
asked  thirty-eight  p.sychiatric  residents  to  c\])ress 
their  first  and  second  preferences  for  both  pheno- 
thia/ine  derivatives  and  skeletal  muscle  relaxants. 
By  an  overwhelming  vote  their  choices  of  pheno- 
thia/ine  were  chlorproma/ine  and  trifluoperizine 
HCl.,  and  of  the  skeletal  muscle  relaxants  the 
majority  jjreferred  chlordiazepoxide  HCl.  (librinm) 
and  meprobamate.  How  did  they  arrive  at  these 
( hoi(  es? 

rwenty-four  attributed  their  knowledge  to 
scientific  jniblic ations.  However,  a survey  of  the 
literature  revealed  that  very  few  results  were  ])ub- 
lished  which  specifically  described  the  phenothiaz- 
ines  they  jneferred  during  their  period  of  training. 
I'o  evaluate  further  the  inlluciue  of  advertising  on 
drug  choice,  it  developed  that  twenty-seven  out  of 
thirty-four  selected  the  drug  recommended  in  an 
advertisement  for  this  tyjie  ol  patient.  I he  scien- 
tific publication  on  which  the  advertisement  was 
based  had  in  fact  been  published  several  years 
before  the  residents  entered  psychiatry!  The 
obvious  conclusion  that  Smith  arrived  at  was  that 
this  groujj  was  inllnenced  in  their  choice  c>l  drug 
by  a product’s  presumed  clfec t iveness  and  this 
presumption  was  based  in  tnm  on  medical  ad- 
vertisement and  promotion,  their  own  results,  which 
could  not  be  accurately  assessed,  and  the  opinions 
expres.sed  by  the  senior  stall.  If  the  choice  ol  a drug 
lor  the  emotionally  ill  is  based  on  such  unscientific 
c'viclence,  what  should  the  harrassed  doctor  do  with 
an  out-patient  who  expects  a drug  wliich  can 
relieve  the  jiatient  Iroin  every  variety  of  emotional 
as  well  as  jjhysical  discomfort? 

I here  are  three  categories  in  which  the  physic  ian 
has  drugs  availalile  to  relieve  though  not  cure: 
anxiety,  depression,  and  musc  le  spasm.  Bal  tic  niarly 
ninst  he  learn  to  differentiate  the  first  two  since 
many  depressed  persons  exhibit  much  anxiety. 
Webster  defines  anxiety  as  “a  paitilul  uneasiness  ol 
mind  respecting  an  impending  condition  occurring 
in  nervous  or  mental  disease  as:  a state  of  rest- 
lessness, agitation  with  a distressing  .sense  of  op- 
pression about  tlie  heart”  . . . synonyms  given  ate 
concern,  dread,  fear,  foreboding,  misgiving,  worry, 
solicitude,  uneasiness,  discpiietude. 

However,  the  jihysician  must  recognize  that  the 
state  ol  anxiety  is  a normal  component  of  the 
hnman  condition  in  health  and  disease  and  we 
must  not  include  the  normal  anxieties  such  as 


precede  an  examination  or  other  important  event, 
in  clinical  anxiety  which  may  be  manifested  in 
infinite  ways  dejreiuling  on  the  personality  and 
physical  make  up  of  the  individual.  So  we  have 
anxiety  produced  by  an  environment  and  anxiety 
of  endogenous  origin  dej^endent  on  genetic  factors, 
early  experiences,  and  training.  This  grouping  is 
impcjrtant  hecause  anxiety  caused  by  environmental 
factors  may  be  expected  to  be  transient  and  respon- 
sive to  treatment,  the  earlier  the  treatment  the 
better. 

I'niike  the  sedatives  which  were  readily  avail- 
able before  chlorpromazine  was  introduced  a 
decade  ago,  the  jihenothiazines  do  not  produce  too 
many  side  effects  in  proper  dosage.  They  decrease 
the  patients  responses  to  stimuli  without  markedly 
disturbing  his  awareness  or  producing  euphoria, 
rite  side  effects  are  usually  mild  and  transitory 
and  are  listed  in  detail  in  the  descriptive  literature. 
Many  of  the  differences  in  the  phenothiaz.ine  deriva- 
tives are  more  of  interest  to  the  pharmacolcjgist 
and  as  .Smith  points  out  if  a patient  fails  to  ini- 
jjrove  after  taking  one  potent  tranejuilizer  there  is 
little  reason  to  have  him  try  .several  other  coni- 
jjouncls  with  diflerent  names.  The  drugs  in  this 
grouj)  vary  in  potency  bttt  not  in  specificity. 

Many  patients  whose  primary  illness  is  depre.ssive 
may  present  overt  anxiety  and  agitation  (motor 
restlessness).  .\  good  c linician  spending  a little  time 
in  taking  a history  and  exploring  the  patient’s 
situation,  past  and  present,  can  (piickly  recognize 
the  true  nature  (jf  the  illness,  tan  recognize  de])ies- 
sive  functioning,  d'he  lamilv  relationship,  the  work 
situation,  sexual  and  social  integration,  will  (juickiv 
reveal  the  stresses  that  lead  to  depre.ssive  feelings. 
The  paradigm  for  depre.ssive  reattion  is  grief,  fol- 
lowing bereavement,  the  loss  of  an  im|X)rtant 
person  in  a |)atieni’s  life,  the  loss  of  opportunity, 
of  status  or  of  physical  (a|)acitv  such  as  occurs  with 
the  menopause  or  with  cerebral  lesion,  are  examples 
ol  the  kinds  ol  stress  which  may  be  associated  with 
depressiv e reactions. 

.Much  ol  the  art  ol  medicine  consists  of  percep- 
tiveness to  such  reactions.  They  may  be  obscured 
behind  a facade  ol  physical  symptoms  induced  by 
autonomic  clistuibance.  Ihit  latigne  and  general 
lack  ol  motivation  over  an  extended  period  are 
])robablv  the  most  common  manifestations  of  de- 
pressive anxiety.  In  situational  and  occidt  depres- 
sion, the  antidepressant  chugs  like  imipramine  HCl. 

( Tofranil)  and  amitriptyline  HCl.  (Tlavil)  which 
are  not  monexunine  oxidase  iidiibitors  seem  the 
most  effective,  least  toxic  and  most  likely  to  survive. 

How  a physician  manages  an  anxious  patient 
rellects  his  own  philosophic  development.  He  must 
not  reject  in  hostile  spirit  the  patient  with  multiple 
non-oiganic  complaints.  .Sini|dy  to  order  enough 
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utazolidin^alka 

bhenylbutazone  100  mg. 

pried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


ifhe  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
jindomethacin  is  at  least  1 month. 

iThat’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
pr  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  tor  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available;  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

<l£\p 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 


Geigy 


Blueprint  for  dealing  with  tension  due  to  stress- Prolixin -once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two’ mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension  side 
h Ifhi  H ^ unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally  In 
h gher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness  ^visual 

allergic  skin  reactions,  nausea.  anorexirsaMvation 
Phnt^t'«n  P°'y^'''a’  hypotension.  Jaundice  has  been  exceedingly  rare 

hin«*H  ^ ^ reported.  Blood  dyscrasias  occur  with  phenothiazines^  routine 

symptoms  of  upper  respiratory  infection  occur,  discon 
tinue  the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for 
which  may  appear  in  patients  on  large  doses  undergoing  surgery  Effects  of  atrooine  mav 

patients  whl!  suCc7rfical 

sn  JnAm  r Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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sedative  medication  to  mute  the  symptoms  is  con- 
trary to  the  ancient  Hippocratic  philosojahy  of  dedi- 
cation to  the  jiatient’s  interest.  The  surgeon  too 
can  take  into  account  the  patient’s  need  for  under- 
standing to  minimize  the  element  of  fear  which 
any  illness  or  therapeutic  process  entails.  If  relief 
of  emotional  discomfort  and  suffering  can  be  miti- 
gated by  calm  explanations  and  personal  con- 
sideration, it  will  work  better  than  any  drug.  As 
Goldman^  points  out  the  use  of  drugs  must  be 
appropriate  and  judicious  for  the  patient’s  long- 
term interest. 

The  conflicting  views  about  the  role  of  drugs 
in  the  treatment  of  the  anxious  patient  as  seen  in 
the  literature^'^-®  indicates  that  we  are  desperately 
in  need  of  careful  controlled  studies  in  this  highly 
advertisetl,  highly  popular,  but  still  confused  field. 

L.H.N. 
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The  Meaning  Of  A Heart  Attack 
To  Some  Patients 

Klein,  et  al.^  in  a study  of  twenty  patients  who 
survived  acute  myocardial  infarction,  reveal  that 
moderate  to  severe  invalidism  often  occurs  in  the 
absence  of  definable  physical  residuals  of  the  in- 
farction. To  these  men  the  meaning  of  the  heart 
attack  was  found  to  be  predominently  concerned 
with  fear  of  sudden  death  and  fear  of  physical 
activity.  We  now  know  that  a majority  of  men  who 
have  suffered  a first  attack  of  myocardial  infarction 
are  able  to  return  to  their  work  following  such  an 
attack.  Why  then  does  a significant  number  fail 
to  achieve  this  degree  of  return  to  active  living? 
Klein!  analyzes  the  psychological  factors  in  the 
patient  and  in  the  attending  physician  that  bring 
about  major  failures  in  rehabilitation,  even  when 
the  patients  have  recovered  and  the  functional  state 
of  the  cardiovascular  system  is  not  responsible  for 
their  invalidism. 

Twelve  of  the  twenty  patients  studied  never  re- 
turned to  work  following  myocardial  infarction. 
Three  returned  to  full  time  at  the  same  job  as 


they  held  before  their  attack.  Two  returned  to  full 
time  at  a new  occupation  and  three  at  part  time 
work.  Since  the  physiologic  basis  for  the  invalidism 
was  missing  in  these  patients,  the  authors  turned 
to  psychological  factors  and  the  doctor-patient  rela- 
tionship for  a possible  basis  of  the  “low”  degree 
of  recovery  from  the  myocardial  infarction.  This, 
of  course,  required  a study  of  the  patients,  their 
wives  and  the  physicians,  all  of  whom  cooperated 
well. 

The  psychological  factors  in  the  patient  that 
tended  to  reinforce  invalidism  were  first  of  all 
their  “fragility.”  They  had  fear  of  sudden  death. 
They  had  the  image  of  being  on  a “tight-rope” 
and  any  activity  would  throw  them  off.  They  feared 
activity  and  believed  that  the  amount  of  activity 
would  ultimately  determine  their  fall.  Activity  was 
viewed  as  dangerous.  Some  thought  the  physician 
advised  them  to  avoid  activity.  We  however  know 
that  patients  who  wish  to  believe  certain  things  will 
misinterpret,  distort  or  exaggerate  a physician’s 
remarks.  Thus  a number  of  such  statements  con- 
cerning the  dangers  of  activity  had  reference  to 
remarks  made  by  the  attending  physician  at  the 
time  of  the  acute  infarction. 

Some  2:>atients  and  their  spouses  were  very  un- 
certain about  the  meaning  of  anterior  wall  chest 
pain  not  caused  by  exertion.  They  felt  the  jjain 
portended  another  heart  attack  and  some  even  de- 
scribed it  as  “jnst  like  another  heart  attack.”  Such 
jaain  engendered  great  fear  and  served  to  regulate 
the  degree  of  activity.  One  patient  after  working 
two  days  awoke  the  next  morning  with  anterior 
chest  pain  and  “knew  he  had  tried  to  do  too  much.” 
The  interj^retation  of  symptoms  however  varied 
widely.  One  patient  rejDorted  he  had  had  “three 
heart  attacks”  while  his  wife  thought  he  had  seven. 

The  {physician’s  resjponse  to  the  patient’s  in- 
validism was  due  both  to  diagnostic  uncertainty 
about  the  cause  of  the  anterior  chest  jaain  and  a 
{Pattern  of  evaluation  of  sym{Ptoms  in  which  the 
emotional  state  of  the  {patient  and  his  feelings  were 
not  adequately  explored.  Although  there  was  a 
high  frequency  of  conqplaints  of  “nervousness, 
anxiety,  de{pression,”  the  {physician  focused  mainly 
on  the  chest  pain  and  often  felt  his  primary  or 
even  his  sole  task  consisted  in  ascertaining  whether 
the  patient’s  pain  was  in  some  way  physiologically 
related  to  the  coronary  circulation.  He  had  to  rule 
this  out  to  reduce  his  own  uncertainty  when  faced 
with  a complex  inexplicable  symptom. 

Because  of  the  risk  of  sudden  death  and  the  belief 
that  activity  is  inherently  dangerous  for  the  {post- 
myocardial  infarction  patient,  the  stakes  are  par- 
ticularly high  for  all  {physicians  in  this  situation. 
The  “cost”  to  the  doctor’s  self-esteem  is  high  il 
organic  limiting  factors  are  overlooked,  and  so  we 
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find  in  the  doctor’s  notes  on  the  hospital  records 
a preoccupation  with  determining  the  nature  of 
the  patient’s  chest  pain  and  frequently  almost  no 
data  or  interpretation  of  the  many  other  bodily 
symjjtoms  or  the  feelings  of  failure,  worry,  nervous- 
ness, that  can  easily  be  elicited  by  also  examining 
the  (jatient’s  feelings. 

One  pioblem  encountered  in  “riding  out’’  in- 
termittent myocardial  ischemia  was  related  to  the 
transient  nature  of  the  disturbance,  the  lack  of 
physical  findings  during,  as  well  as  between  the 
episodes.  In  one  patient  who  had  anterior  chest 
pain  for  two  to  three  hours  everyday  (strong  his- 
torical evidence  against  angina  ])ectoris)  this 
diagnosis  was  still  entertained.  'I'he  lack  of  jjositive 
evidence  for  angina  pectoris  in  the  electrocardio- 
gram taken  at  rest  and  after  exercise  was  also 
thought  by  the  physician  to  be  of  no  conclusive 
value  in  the  fat  e of  persistent  chest  pain.  'I  hus  after 
a history,  physical  examination  and  laboratory 
examination  there  remainetl  considerable  uncer- 
tainty in  the  physician’s  mind  regarding  the  source 
of  the  patient’s  chest  jjain. 

In  the  context  of  etpiivocal  findings  the  physician 
exhibited  two  types  of  responses,  conservatism,  or 
avoidance  ol  the  problem  altogether.  If  he  acted 
conservatively  he  advised  restriction  of  activity  and 
discouraged  resumption  of  old  roles  or  assumjjtion 
of  new  ones.  He  would  say  “take  it  easy  for  a 
while.”  Such  a remark  defined  the  jjatient’s  pain 
as  related  to  his  heart. 

In  situations  where  there  was  no  demand  by  the 
patient  for  exj>licit  .answers  to  the  question  of 
activity  levels  or  the  meaning  of  the  symjuoms,  the 
physician  was  noted  to  avoid  the  jiroblem  by  saying 
nothing  regarding  these  areas.  He  was  also  noted  to 
avoid  the  inoblem  by  saying  “do  what  you  feel 
like  doing,”  when  overt  concern  over  acti\iiy  was 
exjiressed  to  the  physician  by  the  jiatient  or  spouse. 

I his  ol  course  had  the  effect  of  returning  to  the 
patient  the  task  of  defining  the  situation.  As  one 
cardiologist  stated,  he  was  often  “forced”  to  say 
to  the  jxitient  “you  are  the  only  one  that  can  decide 
how  much  you  can  do.”  This  attitude  was  based  on 
his  belief  that  diagnostic  techniques  could  not 
firmly  establish  the  basis  of  symptoms  and  potential 
functioning,  although  a satisfactory  exercise  toler- 
ance test  leaves  little  room  for  doubt  about  a 
jiatient’s  ability  to  perform.  In  short,  traditional 
histoiical  criteria  and  exercise  tolerance  for  the 
diagnosis  of  angina  pectoris  was  abandoned  in  favor 
of  the  electrocardiogram.  In  turn,  the  negative  ECO 
was  cited  as  imidecjuate  to  “rule  out”  intermittent 
myocardial  ischemia  as  a factor  in  the  symptoms. 

I he  observed  uncertainty  of  the  physician  left  no 
salisfactoiy  alternative  definition  of  the  situation  to 


the  physician,  the  patient  or  his  spouse.  Even 
though  the  patient  reported  feelings  of  failure, 
self-deprivation,  and  nervousness,  these  emotional 
factors  were  not  considered  as  adetpiate  exjdana- 
tions  for  the  somatic  symptoms  and  the  low  activity 
level.  Klein  gained  the  impression  that  physicians 
failed  to  consider  these  features  as  an  e.xplanation 
for  the  invalidism  and  this  alternative  definition  of 
the  symjjtom  tvas  not  explored  or  discussed  be- 
tween the  jiatient  and  the  physician. 

Eo  improve  our  management  of  patients  with 
myocardial  infarction  we  must  learn  from  Klein’s 
studies.  Ehese  include  the  recognition  that  certain 
features  ol  emotional  in\alitlism  begin  early  in  the 
convalescent  phase  and  these  incapacitating  asjK'cts 
may  be  avoided  if  the  following  precautions  are 
observed.  The  multiple  types  of  chest  pain  exper- 
ienced by  most  patients  should  be  explained  in 
detail  by  the  physician  to  the  patient  and  his  wife.^ 
(iontinuous  ap])raisal  of  the  feelings  and  behavior 
of  the  patient  permits  the  physician  to  identify  rela- 
tionshi])s  between  behtivior  ;ind  somatic  symptoms.^ 
We  shoidd  realize  that  fear  and  depression  are 
legitimtite  and  importtint  responses  and  the  patient 
must  be  taught  the  role  of  these  factors.  I’he  wife 
must  l)e  iucluded  in  the  discussions  of  symptoms 
particidarly  since  over-protectiveness  in  the  spouse 
may  j)lay  a dominant  role.  Einally,  graded  idiysictil 
tictivity  shoidd  be  a standard  aspect  of  all  phases  of 
treatment.^' ^ 

I’he  suggestions  in  management  presented  by 
Klein,  et  al.  tan  do  much  to  decrettse  the  incidence 
ol  post-myocardial  inhirction  imalidism. 

L.H.N. 
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Dealing  With  The  Last 
Chapter  Of  Life 

In  every  sense,  the  time  of  death  is  a crisis  for 
the  patient,  lor  his  lamily  and  for  the  jihysician. 
'I’he  element  of  crisis  that  death  holds  for  the 
patient  is  well  recognized.  He  is  assaulted  by  p;iin 
and  disetise.  He  tends  to  lose  his  dignity  as  a hum;ui 
being  and  Icels  increasing  estrangement  from  his 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  \with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThlamine  Mononitrate)  10  mg. 

Vitamin  Bq  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  06  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitam 

n defi- 

ciencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100;  bottles 

of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Keranil  ointment  for  psoriasis 

“a  substitute  for  chrysarobin^  ^ 

A frequent  question  at  medical  meetings  is,  “What  is  new  for 
psoriasis  This  advertisement  brings  you  a new  product  for  this 
disease.  It  is  Keranil  ointment  and  has  as  its  active  ingredient 
chloranil,  known  also  as  tetrachloro  p-benzoquinone. 

Teichmann  and  Horvath  studying  polyoxyethylene  formulations 
of  chloranil  made  the  following  observations : 


SUMMARY  OF  CLINICAL  RESULFS  AVFI  II  CHLORANIL 


Concentration 

Total 

Number  of 
Cases 

Much 

Improved** 

Improved* 

Unimproved 

Aggravated 

10% 

6.3 

39 

14 

6 

4 

5% 

30 

16 

10 

4 

0 

**  Denotes  resolution  of  at  least  50%. 
• Denotes  resolution  up  to  50%. 


DURATION  OF  FREAFMENI 


Number  of  Cases 

14 

24 

18 

14 

9 

3 

7 

4 

Duration  (weeks  and  months) 

2 wks. 

1 mo. 

2 mos. 

3 mos. 

4 mos. 

5 mos. 

6 mos. 

8 mos. 

The  types  of  psoriasis  included  (parentheses  indicate  number  of 
cases)  ; Generalized  (31),  Palms  and  soles  (7),  Legs  and  feet  (18), 
Scalp  and  ears  (27),  Groin  (3),  Neck  (5)  and  Vulva  (2). 


Keranil  Ointment  appears  to  be  most  effective 
against  the  typical  psoriatic  plaque  characterized  by 
heavy  scales.  Furthermore,  it  appears  to  benefit  both 
palmar  and  plantar  plaques  as  well  as  intertriginous 
lesions  and  to  be  least  effective  against  the  small 
guttate  lesions. 

Precautions : Irritations  are  manifest  as  a suppura- 
tive follicular  involvement  accompanied  by  an  erythe- 
ma and  as  a lymph  adenopathy  in  the  drainage  area 
of  the  inflammation.  These  irritations  subside  on 
withdrawal  of  the  drug.  Sensitization  has  been 
encountered.  Keranil  ointment  is  discoloring  to  skin 
and  to  clothing. 


Availability : Keranil  ointment  is  available  in  one 
ounce  jars  as  a 10%  concentration  of  choranil  in  a 
polyoxyethyene  carrier. 
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Teichmann,  W.  O.  and  Horvath,  P.  N. : Southern 
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Literature  and  samples  on  request. 


Salem  Pharmacal 

Naugatuck,  Connecticut 
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family  and  friends.  'U^hat  does  he  do  in  such  a 
situation?  ^ViIl  he  succumb  to  the  fear  and  the 
pain?  'Uhll  he  erect  pathological  defenses  like 
denial,  or  seek  re^’enge  or  attempt  suicide?  In 
spite  of  inevitable  suffering  will  he  be  able  to 
marshall  the  spiritual  forces  necessary  to  face  death 
calmly? 

The  family’s  crisis  is  more  varied.  They  must 
stand  by  the  patient  at  the  end  of  life  giving  him 
support  despite  their  own  suffering.  After  death 
the  family  must  come  to  grips  with  the  shock  of 
the  loss  and  the  need  to  express  grief.  Finally 
through  successful  mourning  the  members  must 
regroup  and  face  the  world  renewed. 

The  physicians  crisis  in  a patient’s  death  is 
perhaps  the  most  complex,  for  not  only  must  he 
make  certain  that  everything  possible  has  been 
done  to  save  the  life,  but  if  this  is  not  possible,  then 
he  must  manage  to  help  the  patient  achieve  the 
most  peaceful  death  jDOSsible  and  also  help  the 
family  go  through  each  of  its  crises  successfully. 

The  key  to  success  in  managing  the  crises  of 
death  lies  in  the  physician’s  own  attitude.  He  must 
stop  and  do  some  hard  thinking  about  himself 
for  sooner  or  later  he  also  will  face  the  same  fate 
as  that  of  the  patient  he  is  trying  to  help.  Will  his 
final  illness  be  a hopeless  and  dismal  experience  or 
will  he  “overcome”  it  in  spite  of  the  inevitable 
suffering?  How  should  we  all  prepare  ourselves  for 
the  great  adventure?  Having  answered  that  c[uestion 
we  can  be  of  some  help  to  our  patients. 

First  of  all,  the  physician  must  make  sure  that 
everything  that  may  reasonably  be  done  to  effect  a 
cure  and  make  the  patient  as  free  of  pain  as  possible 
has  been  done.  Just  as  in  any  clinical  situation  he 
has  the  obligation  as  far  as  the  patient’s  resources 
will  permit  to  procure  for  him  the  services  of  any 
facility  or  any  consultant  which  he  might  want  for 
himself  were  he  in  the  same  predicament.  Once  the 
optimal  physical  measures  have  been  carried  out, 
the  physician’s  role  is  to  help  the  patient  and  the 
family  to  deal  with  the  outcome,  good  or  bad, 
despite  the  difficulty  of  maintaining  his  efforts  in  an 
increasingly  discouraging  situation. 

The  physicians  classic  role  in  society  is  that  of  a 
responsible  person  to  whom  the  patient  can  turn 
with  trust  and  confidence  for  advice  as  well  as 
technical  help.  This  role  does  not  call  for  heroic 
measures  and  frantic  maneuvers  once  hope  is  lost, 
and  the  physician  then  need  not  feel  defeated  Avhen 
death  supervenes. 

In  most  instances  the  physician  and  the  patient 
have  advance  warning  that  death  is  approaching. 
Such  a warning  will  have  varying  degrees  of  cer- 
tainty as  regards  time.  Whatever  the  situation, 
however,  the  physician  must  resolve  the  enigmatic 


problem.  How  to  inform  the  patient  of  the  grim 
situation  without  injuring  him?  The  physician  to 
be  sure  must  tell  the  patient  the  facts  of  his 
jahysical  condition  as  fully  as  the  patient  wishes  to 
know  them,  but  always  with  a liberal  admixture  of 
understanding  and  hope.  Many  patients  will  make 
it  clear  that  they  do  not  want  to  be  told  the  whole 
truth  whether  they  say  it  in  as  many  words  or  not 
and  of  course  their  wishes  must  be  respected.  The 
family  however  will  almost  invariably  want  to 
know.  The  physician  can  put  his  information  at 
their  disposal,  but  once  the  information  has  been 
provided,  there  is  no  need  of  repeating  it. 

As  the  time  of  death  approaches  the  j^atient  is 
beset  by  feelings  of  loneliness  and  estrangement  as 
tvell  as  by  apprehension  about  the  future  and  by 
the  ravages  of  his  illness.  Naturally  the  physician 
Avill  deal  with  the  latter  in  a direct  and  effective 
fashion.  For  the  loneliness  and  apprehension  he  can 
truly  set  a model  for  the  family  to  follow.  Fie 
must  avoid  the  dangers  of  over  solicitousness  and 
also  of  false  reassurances,  for  everything  “isn’t  all 
right.”  Neither  is  everything  lost.  He  can  help 
the  patient  to  realize  what  is  possible  and  what  is 
not. 

The  physician  can  instruct  the  family  not  to 
give  way  to  excessive  emotional  displays  in  the 
presence  of  the  patient.  On  the  other  hand,  the 
patient  will  welcome  signs  of  legitimate  concern 
on  the  part  of  the  fanrily.  Like  the  physician  whom 
they  can  imitate,  they  should  be  realistic  and  con- 
cerned in  their  approach  thereby  enabling  them- 
selves to  render  the  strongest  support  to  the  patient. 
They  may  also  be  encouraged  to  call  upon  their 
minister  who  can  provide  immeasurable  comfort 
in  the  lonely  hours  that  precede  death. 

In  this  age  of  technical  advances  no  one  is  more 
thoroughly  familiar  with  the  elaborate  techniques 
not  only  for  diagnosing  and  treating  disease  but 
for  prolonged  life  than  is  the  doctor.  Especially  in 
dealing  with  patients  having  metastatic  cancer,  the 
old  ghostly  questions  almost  invariably  come  up. 
Wdiy  was  it  not  discovered  in  time?  If  only  an 
operation  had  been  done  earlier  this  may  not  have 
happened.  Why  did  it  happen  to  me,  etc.  etc.  The 
feelings  of  resentment  and  guilt  which  prompt  such 
expressed  and  silent  thoughts  are  terribly  torment- 
ing and  cannot  be  ignored.  The  physician  must 
point  out  that  in  an  extremely  difficult  situation 
one  inevitably  looks  back  but  there  is  no  use  to  afhx 
Iilame.  Regardless  of  what  has  gone  before  the 
situation  is  there  to  be  faced  and  the  past  must 
be  put  behind  them.  From  this  moment  on  the 
physician  should  be  unyielding  in  his  decision  not 
to  listen  to  hindsight,  wanderings  and  recrimina- 
tions, and  he  must  warn  the  family  regarding  well 
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ine;tning  friends  whose  unsolicited  and  unreliable 
advice  may  pro\oke  panic  stricken  relatives  into 
s])ending  large  amounts  of  money  and  time  in 
fruitless  visits  to  other  clinics  and  other  physicians. 

Modern  medicine’s  startling  armamentarium  for 
prolongiug  life  makes  the  })roblem  of  interfering 
with  “death  from  natural  causes”  extremely  diffi- 
cult. Do  we  have  the  right  to  interfere  signi- 
licantly  with  the  termination  of  physiological  pro- 
cesses in  a person  who  seemingly  has  a ho])eless 
illness  and  who  is  a burden  to  himself  as  well  as 
his  family?  .As  physicians  do  we  have  the  obligation 
always  to  prolong  life  with  every  means  at  otir 
dispostil.  In  a young  ])cr.son  whose  mind  is  still 
active  the  decision  is  easy.  With  older  ]jersons  in 
the  twilight  of  life  it  is  more  dilhctdt.  It  is  the 
physician’s  duty  however  to  use  his  wisdom  and 
clinical  judgment  in  recommending  that  the  family 
ntili/e  all  the  technicpies  of  modern  medicine  as 
far  as  these  are  likely  to  be  helpfid  and  effective 
but  to  abstain  from  these  recommendations  when 
the  time  of  elfectiveness  is  jjast. 

Once  death  has  occurred  the  family  is  in  a state 
of  emotional  shock,  whether  from  sudden  and  un- 
expected loss,  from  relief  of  prolonged  agony  or 
from  grief.  .Vt  this  time  too  the  physician  is  tired 
and  .saddened.  It  is  exactly  at  this  j)oint  however 
that  it  becomes  his  burden  not  to  ttirn  away  and 
seek  his  own  peace  btit  to  turn  toward  the  family, 
lie  needs  to  explain  to  them  what  has  hapjjened  in 
simple  and  sympathetic  words  and  to  give  them  the 
oppoittiniiy  of  easing  their  own  stillering.  Almost 
every  family  needs  reassurance  at  this  time  that 
everything  was  done,  that  they  did  everything  they 
could,  that  the  patient’s  sulfering  was  minimtil  and 
that  for  him  it  is  well  that  it  is  now  over. 

Depending  on  the  family,  they  usually  need  to 
work  with  the  jthysician,  to  complain  or  to  obtain 
reasstirance  and  stipport.  A minimum  of  a few 
minutes  spent  in  this  constructive  effort  can  provide 
a suitable  conclusion  to  the  management  of  the 
crisis  ol  death  and  can  ttirn  the  family  towards 
their  job  of  reestablishing  new  integrity  and  work- 
ing towards  their  ftittire.  I his  will  cement  the 
rapport  between  family  and  doctor  for  ftittire 
coojjeration. 

.Sir  William  Jenner  has  summed  up  the  essential 
(jualities  lor  the  medical  man  that  will  see  him 
through  the  difficult  time  of  crisis.  . . . “lie  must 
be  honest,  he  must  be  dogmatic,  he  must  be  kind.” 

L.II.N. 
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Mutual  Medical-Dental  Problems: 
Prevention  Of  Subacute  Bacterial 
Endocarditis  Associated  With 
Dental  Procedures 

Until  recently  otir  concept  about  subacute  bac- 
terial endocarditis  was  that  it  occurs  most  fre- 
(piently  in  indivithials  with  rheumatic  heart  disease, 
congenital  heart  disease,  aiul  syphilitic  aortic 
valvular  disease.  In  all  such  patients  we  have 
been  alert  to  the  danger  imposed  by  dental  mani- 
pulations. However,  normal  heart  valves  can  also 
be  the  site  for  the  development  of  endocarditis 
es])ecially  in  patients  over  (it)  years  of  age.  Ander- 
son' studied  the  clinical  features  of  M patients 
who  developed  bacterial  endocarditis  over  the  age 
of  ()0  and  found  that  in  only  two  of  these  patients 
was  there  any  known  antetetlent  valvular  di.sease. 
He  pointed  out  that  this  disease  can  occur  in 
patients  whom  we  do  not  expect  to  become  affected 
and  m;iy  run  a more  insidious  clinical  course  than 
it  does  in  younger  ])atienls. 

(in/.e  and  Pearce-  studied  17  patients  who  ac- 
(piired  bacterial  endocartlitis  during  hospitaliza- 
tion. The  median  age  for  this  group  was  59  years 
and  the  primary  illness  which  required  hospitaliza- 
tion was  a condition  retpiiring  an  ojjeration.  It 
was  a j)ost-operative  infection  whidi  was  thought 
to  be  etiologically  related  to  the  subsetpient 
valvular  iufeclion.  Here  again  the  endocarditis  oc- 
curred most  fretpiently  on  normal  valves.  It  is 
known  that  verrncous  vegetations,  non-infected,  can 
occur  on  heart  valves  in  animals  following  stre.ssful 
silualions,  and  it  may  be  this  situation  occurs  in 
man,  as  .Angrist  posinlated,  and  if  a nidus  so  formed 
becomes  infected  with  streptococcus  from  the  blood 
stream,  then  subacute  bacterial  endocarditis 
ensues.  Since  all  jjatients  over  the  age  (K)  are,  when 
undergoing  an  operation,  susceptible  to  the 
development  of  bacterial  endocarditis,  it  seems 
reasonable  that  they  also  should  receive  prophy- 
lactic therapy  to  avoid  this  tlangerous  complication. 

It  is  recognized  that  from  50-80  jjcr  cent  of 
jxilients  develop  batteremia  tiuring  dental  extrac- 
tions of  extensive  dental  procedures  especially  in 
the  presence  of  badly  infected  gums  and  the  most 
common  organism  noted  and  the  organism  which 
causes  the  overwhelming  majority  of  cases  of  sub- 
acute bacterial  endocarditis  is  streptococcus 
vir  idans.'^ 

The  recommendation  of  the  American  Heart 
Association  to  prevent  septicemia  due  to  strepto- 
coccus viridans  and  the  resultant  bacterial  endo- 
carditis is  based  upon  the  assumption  that  the 
patient’s  gums  and  mouth  is  populated  by  strains  of 
sire])tococcus  viridans  which  are  sensitive  to 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic*  mattress 


you  find  backache  brought  on  by  poor  sleeping  posture, 
Dnsider  the  experience  many,  many  doctors  and  patients 
3ve  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
nrofessional  discount  on  the  Sealy  Posturepedic. 
^ We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  arid,  we 
would  hope,  merit  your  valued  recommendation 
The  professional  discount  represents  a saving  ot 
$39  per  set  over  the  regular  retail  price  for  rnat- 
tress  and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Pf set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


_ , Professional 

Retail 

Posturepedic  innerspring  mattress  and  foundation  <tionnn 

$159.00  per  set  (add  state  tax) 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax)  . 


$120.00 


Dr.. 


Residence.. 
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penicillin.  Thus  it  is  recommended  that  penicillin 
administration  be  begun  several  days  before  the 
precedure  is  optional,  and  500,000  units  of  l)id- 
fered  penicilin  G or  phenoxymethylpenicillin  is 
to  l)e  given  orally  four  times  daily  and  continued 
for  two  days  after  the  operation.  An  alternative 
course  is  to  give  ati  intravenous  injection  of  procain 
penicillin  sujjplemented  by  600,000  units  of 
crystalline  penicillin  one  to  two  hours  before  the 
precedure.  Then  for  the  next  two  days  600,000  units 
procain  petiicillin  are  given  intramuscularly.  How- 
ever, if  the  jjatietit  is  allergic  to  penicilliti,  then 
erythromycin  is  to  be  used. 

■ \n  important  developmetit  in  bacteriology  in 
recent  years  recpiires  a re-evaluation  of  our  cur- 
rent practices  in  prophylaxis  against  sul)acutc 
bacterial  endocarditis,  ddiis  is  tlie  recognition  of 
penicillin  resistant  strains  of  alpha  streptococcus 
(viridans)  in  the  gums  and  saliva  of  patients  who 
are  to  undergo  tooth  extractions  or  periodontal 
tnanipulations.  Many  such  patietits  are  on  penicillin 
prophylaxis  for  rheumatic  heart  disease  atul  such 
treatment  with  petiicilliti  can  defitiitely  alter  the 
bacterial  flora  of  the  mouth  atul  promote  the  etner- 
gence  of  gram  tiegative  organisms  as  well  as  petiicil- 
lin  resistant  streptococcus  viridans. 

Garrod  atul  Waterworth^  reported  two  cases  of 
bacterial  endocarditis  due  to  jjctiicillin  resistatit 
streptococcus  viridatis  in  wliich  detital  e.xtraction 
was  preceded  by  prophylaxis  penicillin  therapy. 
I'hey  also  noted  that  in  31  jKitients  on  petiicillin 
prophylaxis  for  rheumatic  fever,  the  vast  majority 
of  stniins  of  streptococcus  viridans  isolated  from 
tlie  saliva  were  resistant  to  petiicillin.  They  also 
noted  that  in  2 normal  adults  given  phenoxy- 
methylpetiicillin  250  mg  four  times  daily,  that  a 
population  of  resistant  alpha  streptococcus  was 
established  within  18  hours. 

I'liere  is  normally  jiresent  in  the  mouth  of 
patietits  4.3  per  cctit  resistant  alpha  streptococcus. 
However,  after  petiicilliti  has  destroyed  the  sensitive 
strains,  the  resistant  straitis  become  dominant.  Thus 
Xainian  and  Barrow"’  cultured  the  anterior  gum- 
tooth  margins  atul  the  posterior  jiharynx  iti  21 
children  receiving  penicillin  prophylaxis  for 
rheumatic  fever  and  foutid  81  per  cent  of  cases 
studied  were  now  itnplanted  with  penicillin  resis- 
tant alpha  streptococcus.  Gould  and  Sperber*’  realize 
that  the  question  of  treating  all  patients  under- 
going surgery  over  the  age  60  jirophylactically  to 
perevent  bacterial  endocarditis  is  still  controversial. 
Further  statistical  studies  are  necessary  to  deter- 
mine whether  the  percentage  of  cases  of  bacterial 
endocarditis  found  in  the  60  or  over  group  after 
operation  is  high  enough  to  warrant  a treatment 
which  in  itself  carries  a small  risk. 


On  the  basis  of  the  evidence  presented  above 
Gould  atul  Sperber  suggest  a rational  plan  for 
therapy  to  prevetit  bacterial  etulocarditis.  It  takes 
itito  account  three  factors.  One  is  that  penicillin 
administration  quickly  leads  to  penicillin  resistant 
alpha  streptococcus  populating  the  gums  and 
month  of  jiatients.  The  other  is  that  it  takes  at 
least  a week  for  such  resistant  strains  of  steptococci 
to  disappear  after  jjenicillin  prophylaxis  is  dis- 
continued. rhe  third  is  that  many  patients  may 
l)e  allergic  to  penicillin  altogether  atid  require  a 
different  antilhotic  to  prevent  l)acteremia  atul  sid>- 
acute  Ijacterial  endocarditis  after  dental  procedures. 

Their  suggested  plan  is  that  patients  who  are  on 
oral  penicillin  prophylaxis  for  rheumatic  heart 
disease,  should  discontinue  this  medication  for  at 
least  one  week  atid  then  institute  either  a paretiteral 
form  of  prophylaxis  on  the  day  of  the  contemjdated 
operation  or  an  alternate  mode  of  treatment  by 
giving  an  antiijiotic  such  as  erythromycin  orally 
250  mg  Qll)  for  3 days  beginning  6 hours  prior  to 
dental  surgery  or  instrumentation. 

rite  patients  prone  to  develop  subacute  bacterial 
etulocarditis  after  dental  manipulation  such  as  those 
suffering  from  rheumatic  heart  disease,  congetiital 
heart  disease  :tnd  syphilitic  aortic  valvular  disease, 
w'ho  are  ncjt  on  penicillin  prophylaxis  and  arc  not 
allergic  to  penicillin,  cati  receive  penicillin  as  fol- 
lows: 1-2  hours  before  the  procedure  as  outlined  in 
the  alternative  program  of  the  American  Heart 
•Association,  the  patient  should  receive  intra- 
muscular 600, 000  units  of  aepteous  procaine  penicil- 
lin with  600,000  utiits  of  acpieous  crystalline  penit  il- 
liti.  riiereafter  daily  for  2 days  they  should  receive 
600,000  utiits  of  acpieous  procaine  penicillin  intra- 
muscularly. 

It  must  be  recognized  however  that  even  though 
the  post-operative  dental  phase  of  septicemia  will 
be  controlled  by  the  penicillin,  since  it  is  assumed 
the  invaditig  organism  is  sensitive  to  jicnicillin, 
tievcrtheless  studies  that  w411  conqiare  this  method 
with  the  alternate  method  of  usitig  a different  anti- 
biotic may  reveal  that  erythromycin  is  ecptally  as 
effective  in  preventing  subacute  Iiacterial  endo- 
carditis atul  will  not  jnocluce  a populatioti  of 
penicillin  resistant  streptococci  in  the  mouth. 

L.H.N. 
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Screening  Blood  Donors  For 
Hepatitis  Virus 

One  of  the  least  desirable  results  of  blood  trans- 
fusion is  the  transmission  of  hepatitis  virus  to  the 
recipient.  Allen  and  Saymani  pointed  out  the  sub- 
stantial mortality  from  this  type  of  hepatitis,  par- 
ticularly in  patients  over  40  (23  per  cent  in  their 
series).  It  would  seem  most  desirable  to  hud  a 
simple  and  practical  test  of  donor  blood  which 
would  permit  exclusion  of  hepatitis  carriers.  The 
use  of  “batteries”  of  liver  function  tests  is  extremely 
impractical  as  almost  30  per  cent  of  healthy  blood 
donors  have  one  or  more  abnormal  tests.- 

In  1959  Bang  et  aT^  proposed  the  use  of  SCOT 
levels  as  a practical  test.  They  found  that  if  the 
.SCOT  was  below  40  units  only  1.5  per  cent  of  re- 
cipients developed  hepatitis  whereas  if  the  level 
was  over  100  units  5.5  per  cent  of  recipients  were 
afflicted.  There  were  many  flaws  in  this  article,  most 
of  them  pointed  out  by  Brandt  and  coworkers. ** 
4hey  write  “On  the  basis  of  our  study  we  have 
concluded  that  the  capacity  of  routine  determina- 
tions of  transaminase  activity  to  prevent  post-trans- 
fusion hepatitis  is  low  in  the  Netherlands—.” 
Brandt  evaluated  both  SOOT  and  SGPT  in  this 
regard. 

Still  more  recently  Sussman  and  Sherman® 
studied  the  activated  partial  thromboplastin  test  as 
a screening  test  for  carriers  of  hepatitis  virus. 
Among  5539  donors  there  were  311  who  demon- 
strated a prolonged  PTT.  There  were  5 suspect 
carriers  in  this  group  of  311,  and  5 more  among 
the  remaining  4977,  indicating  a 16  to  1 chance  of 
finding  a carrier  in  the  group  with  abnormal 
findings.  By  this  technicpie  5.5  per  cent  of  all 
donors  would  be  discarded  to  eliminate  50  per  cent 
of  the  carriers.  Put  another  way,  306  of  the  311 
units  would  have  been  wasted  to  eliminate  the  5 
carriers.  It  is  apjaarent  that  this  is  not  a practical 
or  reasonable  procedure  and  that  the  search  for 
a screening  test  must  still  go  on. 

There  are  several  reasons  why  such  a search 
is  extremely  difficult  and  may  not  finally  succeed 
until  the  virus  itself  can  be  isolated  readily.  One 


reason  is  that  the  index  of  infectivity  of  donor 
blood  is  the  occurrence  of  hepatitis  in  the  recipient. 
Inasmuch  as  some  recipients  die  during  the  in- 
cubation period  and  others  are  immune  by  virtue 
of  prior  infection  this  is  a poor  index.  Probably  1 
in  200  donors  is  a carrier®  so  that  Sussman  and 
Sherman  should  have  found  27  rather  than  10 
carriers.  The  difference  is  accounted  for  chiefly  by 
recipient  death  and  immunity.  A second  reason  is 
that  most  carriers  do  not  exhibit  any  overt  mani- 
festations of  hepatitis.  Some  of  these  persons  remain 
carriers  for  1 to  5 years  with  no  evidence  of  disease. 

In  conclusion  none  of  the  laboratory  tests  yet 
proposed  and  studied  provide  a reasonable  method 
of  excluding  carriers  of  hepatitis  from  serving  as 
blood  donors.  Aside  from  exclusion  by  history  and 
physical  examination  of  persons  with  obvious 
hepatitis  the  only  way  of  limiting  blood-borne 
hepatitis  is  by  restriction  of  transfusion  to  patients 
whose  condition  demands  this  treatment. 

R.B. 
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Dear  Dr.  Richards-. 

. . . I must  once  again  express  my  amazement  at 
the  contributions  made  monthly  by  Louis  Nahum. 
All  of  them  deserve  zvidespread  dissemination.  How 
one  man  can  ivrite  on  such  a zvide  range  of  subjects 
is  a source  of  zvonder.  Each  carefully  pre.sented  edi- 
torial makes  me  look  forzvard  to  recewing  every 
single  issue  of  Connkcticut  Mkdicini;.  / do  think 
you  must  be  very  happy  to  serve  as  managing  editor 
of  a Journal  that  has  as  its  editor,  Dr.  Nahum. 
Don’t  you  think  it’s  about  time  you  carried  his 
photo  in  the  magazine?  I zeould  like  to  see  zuhat 
he  looks  like.  . . . 

Cordially, 

(Jarl  tiKARSEj  M.D.,  Editor 
Massachusetts  Physician 

I he  Business  Manager  is  more  than  pleased  to 
comply  zvith  Dr.  Bearse’s  rezjuest. 

About  Dr.  Nahum 

Louis  H.  Nahuni,  New  Haven,  was  named  taler- 
ary  Editor  ol  t;oNi\Ec;TicuT  Medk;ine  in  June,  1958, 
and,  in  May,  1962,  was  appointed  its  Editor  with 
tull  responsibility  lor  the  editorial  content  and  the 
(juality  of  all  scientific  articles  that  appear  in  the 
Journal.  Working  with  tlie  jjublication’s  Editorial 
Catnnniitee,  Dr.  Nahnin  seeks  to  mtiintain  the  in- 
terest ol  member  physicians  by  keeping  them  in- 
formed on  the  recent  developments  in  medical 


science,  presenting  scientific  material  of  general  in- 
terest and  tievoting  space  to  expressing  the  views 
and  policies  of  the  Connecticut  State  Medical  So- 
ciety. This  dual  pnrjjose  makes  his  work  a real 
cliallenge. 

Dr.  Nahum’s  dedication  to  re,search  and  to  its 
proj)er  dissemination  dates  back  to  his  1929  paper 
on  brain  luel,  preparetl  in  collaboration  with  Dr. 
Harold  Himwich,  and  read  at  the  International 
Congress  of  Physiology  in  Boston  tlial  year.  Some 
ol  his  editoiials  that  have  drawn  enthusiastic  re- 
sjK)iise  are  “Hypothesis  or  Conclusion,”  “Precon- 
ceptions and  Scientific  Progress,”  “Pain  and  Suffer- 
ing,” “Nuclear  Medicine,”  “Si.xty-Five  and  Over,” 
“Smoking  and  Ehrondjosis,”  anti  the  series,  “Rap- 
port” anti  “Science  Tools.” 

Dr.  Naliinn  grathiatetl  from  the  Vale  Sheffieltl 
Scientific  Sclittol  in  1912  anti  from  the  5'ale  Metlical 
Schf)ol  in  1916. 

He  is  a felltnv  of  the  Council  on  Clinical  Cartli- 
t)lt)gy,  American  Heart  Association  and  a Diplo- 
mate  of  the  American  Boartl  of  Internal  Medicine; 
lecturer  emeritus  in  jthysittlogy,  Yale  University 
School  of  Meilicine;  cttnsidtam  in  metlicine.  Hospi- 
tal of  St.  Rajdiael  anti  Yale-New  Haven  Metlical 
Center,  New  Haven;  Criffin  Ht)spital,  Derby;  Mitl- 
tllesex  Hf)spital,  Mitltlletown;  anti  attentling  in 
cartliology,  Milford  Hospital,  Millortl. 

He  is  engagetl  in  the  juivate  practice  of  internal 
metlitine  anti  cardiolttgy  in  New  Haven. 
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Laboratory  - Clinician  - Laboratory  Feedback 


■ A recent  and  illuminating  article  by  VanPeenen 
and  Lindbergi  illustrates  a most  important  point; 
clinical  laboratory  tests  must  be  oriented  to  patients 
and  do  not  exist  in  a vacuum. 

At  the  University  of  Missouri  the  authors  super- 
vise a highly  automated  and  computerized  labora- 
tory. All  of  the  usual  “Quality  Control”  methods  to 
assure  accuracy  and  precision  of  results  are  used. 
On  a certain  date  a defective  new  lithium  nitrate 
reagent  was  introduced  and  for  the  next  2 weeks 
the  reported  sodium  values  were  about  5-6  mEq/L 
lower  than  the  true  values.  None  of  the  “Quality 
Control”  technic[ues  gave  a clear  indication  of  this 
consistent  error.  The  error  was  discovered  and 
traced  down  when  the  astute  clinicians  pointed 
out  that  the  clinical  state  of  their  patients  was  not 
compatible  with  the  low  sodium  values  reported. 
At  this  point  the  defective  reagent  was  discovered 
and  it  was  possible  to  trace  the  length  of  time 
that  it  had  been  in  use. 

Clinical  laboratory  values  are  only  part  of  the 
knowledge  which  a good  physician  possesses  about 
his  patient.  The  blind  faith  which  some  unwary 
practitioners  place  in  test  results,  even  when  they 
run  completely  contrary  to  the  whole  clinical  state, 
is  a cause  of  great  concern  to  clinical  pathologists. 
Whenever  one  or  more  laboratory  results  do  not  fit 
with  the  other  data  the  attending  physician  should 
make  every  attempt  to  clarify  the  situation,  in- 
cluding conferring  with  the  laboratory  director. 
Sometimes  this  will  point  up  the  existence  of  an 
unsuspected  problem  in  laboratory  analyses,  thereby 
benefitting  many  additional  patients. 

Quality  control  systems  should  detect  systematic 
errors.  Why  did  they  fail  Lindberg  and  VanPeenen? 
It  should  be  realized  that  such  systems  depend  on 
knowledge  of  the  inherent  variability  of  the  deter- 
mination. In  the  particular  instance  quoted  the 
inherent  variability  of  the  sodium  method  was 
great,  indicated  by  a Standard  Deviation  of  3 
mEq/L.  (This  means  that  if  true  value  was  140, 
reported  value  would  be  between  154  and  146  in 
95  per  cent  of  analyses.  Most  laboratories  can 
analyze  serum  sodium  more  precisely,  with  an  SD 
of  1 to  2 mEq) . The  greater  the  variability  the 
wider  the  range  for  the  Quality  Control  system 
and  the  more  difficult  it  is  to  detect  systematic 
errors.  Many  of  our  clinical  laboratory  tests  are 
not  nearly  as  reproducible  as  would  be  desirable, 
and  new  methods  are  urgently  needed. 


Roy  N.  Barnett,  M.D. 

Random  errors,  resulting  from  a wide  variety  of 
mishaps,  mislabellings,  misplaced  decimal  points, 
etc.  are  regrettably  common.  Estimates  of  their 
frequency  range  from  1 in  a 100  to  1 in  a 1000 
tests.  No  one  but  the  clinician  can  possibly  detect 
most  of  these.  (Clinical  laboratories  are  not  unique 
in  respect  to  random  errors.  Think  how  many 
“space”  experiments  have  failed  despite  the  most 
elaborate  and  expensive  checks  and  controls!) 

One  further  facet  of  the  problem  is  automation. 
The  phrase  “automated  laboratory”  brings  to  mind 
an  inhuman  degree  of  perfection  with  elimination 
of  random  and  systematic  errors.  The  computers’ 
word  “GIGO”  is  particularly  appropriate  here.  It 
means  “Garbage  In,  Garbage  Out”.  Many  of  the 
methods  presently  used  by  “automated  laboratories” 
can  be  considered  “Garbage”  because  of  their  in- 
herent lack  of  precision.  They  are  certainly  cheap 
and  efficient,  but  unless  they  furnish  the  desired 
information  they  are  useless.  The  greatest  danger 
of  mass  screening  by  such  technique  is  the  loss  of 
the  “feedback”which  helps  hospital  laboratories  so 
much.  If  1000  normal  people  are  screened  and 
the  1 abnormal  value  missed  the  whole  system  has 
failed  to  provide  the  “early  diagnosis”  for  which  it 
was  established.  Yet  the  laboratory  would  never 
know  that  this  1 patient  has  been  missed. 

To  summarize  the  lessons  from  this  stimulating 
article. 

1.  Most  quantitative  techniques  presently  used  in 
clinical  laboratories  are  still  less  accurate  than  is 
desirable. 

2.  In  detecting  random  and  even  systematic  errors 
in  laboratory  tests  the  clinician  who  knows  his 
patients  and  their  physiology  is  in  a particularly 
favorable  position. 

3.  A constant  feedback  between  laboratory  and 
clinician  is  essential  to  provide  the  best  quality 
of  laboratory  work. 
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Vocal  Cord  Paralysis  - Symptoms  And  Treatment 


Robert  S.  Rosnagle,  M.D. 

■ Paralysis  of  the  laryngeal  musculature  is  a com- 
mon but  often  misunderstood  afiliction.  The  mis- 
understanding lies  iti  the  variety  of  vocal  symptoms 
which  this  paralysis  can  produce.  I'hese  symptoms 
depend  largely  oit  the  position  of  the  paralyzed 
vocal  cord  and  even  that  can  change  with  time. 
.Vccnrate  diagnosis  and  treatment  of  this  paralysis 
demands  inspection  of  the  vocal  cords.  This  can 
usually  he  accomplished  using  indirect  (mirror) 
laryngoscopy  in  the  office.  Further  confirmation 
of  the  findings  may  recpiire  direct  laryngoscopy. 
Rehabilitation  of  the  patient  often  retpiires  sur- 
gical intervention  on  the  larynx. 

Positions  Of  The  Paralyzed  Vocal  Cord 

'1  he  normal  \ocal  cord  moves  to  the  midline 
during  phonation  and  then  abducts  to  provide  an 
open  airway  for  respiration.  In  the  position  of 
abduction,  photiation  is  not  possible,  while  ade- 
(juate  inhalation  is  not  possible  when  both  cords 
meet  in  the  midline.  Paralysis  can  fix  the  vocal  cortl 
either  in  extreme  abduction  or  adduction,  or  at 
some  midway  point.  .V  point  just  slightly  :iway 
from  the  midline  is  the  most  common  site  of  a 
paralyzed  vocal  cord— the  paramedian  position. 

W'ith  unilateral  cord  paialysis  no  impainnent  in 
breathing  will  occur  and  the  voice  will  remain  qtiite 
normal  so  long  as  good  cord  apposition  can  be 
achieveil  by  the  one  mobile  vocal  cord.  However, 
if  the  paralyzeil  cord  fixes  in  a more  lateral  posi- 
tion, the  (piality  of  the  voice  will  be  diminished  in 
proportion  to  the  distance  of  the  cord  from  the 
inidline.  Fhe  paramedian  position  prodtices  a voice 
which  is  “breathy.”  The  patient  cannot  speak  loudly 
and  can  utter  otily  a few  syllables  before  stopping 
for  another  breath.  Figure  1 illustrates  the  principal 
positions  of  the  paralyzed  vocal  cord. 

Bilateral  vocal  cord  paralysis  as  the  result  of 
bilateral  recurrent  laryngeal  nerve  impairment  oc- 
casionally produces  the  dratnatic  picture  of  acute 
airway  obstruction.  In  this  situation  both  cords  are 
fixed  in  the  midline,  unable  t(j  abduct.  Emergency 
tracheotomy  is  necessary  to  provide  a jjatent  airway. 
Fhe  only  voice  abnormality  in  this  instance  may 
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be  a loss  of  timbre  and  some  reduction  in  range, 
d o matiy  ears  the  voice  may  sound  normal.  The 
real  problem  is  the  inability  of  the  jiatient  to  be 
freed  of  the  tracheotomy  tube.  This  situation  may 
also  develop  insidiottsly  over  a long  period  of  time. 

Both  the  physician  atid  the  patient  may  be  un- 
aware of  vocal  cord  pathology,  so  long  as  the  voice 
remains  satisfactory,  \\dth  the  loss  of  normal  phona- 
tion however,  both  the  j)hysician  and  the  patient 
may  seek  the  cause.  It  is  at  this  point  that  laryn- 
goscopy is  often  first  employed  and  the  diagnosis  of 
vocal  cord  paralysis  is  finallv  made. 

Treatment 

Bilateral  midline  vocal  cord  paralysis  usually 
reejuires  compromise  Ijctween  the  stirgeon  and  the 
])atient.  good  voice  (which  the  patient  wants) 
must  often  l>e  sacrificed  to  provide  a functional 


1 2 3 


Fira'KE  1 

I’o.sitions  of  llie  paialy/cd  \o('al  cord. 

1.  Extreme  alidiiclion— plioiiaiioii  is  dillitidt. 

2.  I’aramctlian  position— the  most  common  site;  this  ])ro 
duces  a hoarse,  breathy  voice. 

3.  Mid-line— good  phonation.  If  Icilateral,  respiration  is 
severely  impaired. 


DR.  ROBER  I .S.  ROSNAC.EE,  associate,  Vale  N'eu  Haven 
lfos])ital.  New  Haven,  (ionn.;  attending  physician.  West 
Haven  .\.  Hospital,  West  Ha\en,  Conn. 
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Figure  II 


Low  power  view  (4X)  of  a human  larynx  cut  in  tlie  frontal 
plane.  Note  the  atrophy  of  the  paralyzed  left  vocal  cord  (V) 
as  compared  to  the  right  vocal  cord. 

airway  (which  the  surgeon  wants)  . The  classic 
King- .Seed  ojtertition^  draws  one  paralyzed  vocal 
cord  away  from  the  midlinc  and  fixes  it  in  a 
lateral  position,  thereafter  the  patient  has  an 
adequate  airway,  bnt  a husky  voice.  Another  solu- 
tion to  this  problem  is  the  d ticker  one-way  valve, 
placed  in  a standard  tracheotomy  tube.  Air  can 
he  inhaled  through  the  tube  in  the  usual  manner. 
The  valve  then  closes  and  exhaled  air  passes  out 
through  the  larynx,  permitting  phonation.  Al- 
though this  device  leaves  the  patient  with  his 
normal  voice  and  provides  an  adecpiate  airway,  it 
has  the  disadvantages  of  being  mechanical  and  of 
removing  an  element  of  airway  protection.  Many 
patients  decide  that  they  would  gladly  sacrifice 
vocal  quality  to  be  rid  of  the  nuisance  and  care 
of  the  tracheotomy  tube. 

Until  recently,  unilateral  vocal  cord  paralysis 
with  the  cord  in  abduction  was  left  untreated  be- 
cause no  satisfactory  method  of  treatment  was 
available.  A simple  solution  is  obvious:  the 
paralyzed  cord  can  be  returned  to  the  midline.  It 
can  lie  there  withont  significant  obstruction  to 
the  airway  and  its  presence  in  the  midline,  even 
passively,  allows  a point  of  apposition  for  the  active 
cord  and  permits  nearly  normal  phonation.  Surgical 
attempts  at  such  correction  have  never  been 
popular,  partly  because  of  their  difficulty  and 


Figure  III 


A more  posterior  view  of  the  same  larynx  seen  in  Figuie 
II.  Tedon  (T)  has  been  injected  into  tlie  region  of  the 
paralyzed  vocalis  muscle,  increasing  the  hulk  of  the  vocal  cord. 

ptirtly  because  of  their  almost  uniform  failure.  In 
1912,  hriinings-  snccesslnlly  injected  paraffin  into 
such  paralyzed  vocal  cords  with  lasting  voice  im- 
provement in  most  cases.  In  spite  of  Brhnings 
success,  little  use  was  made  of  this  technique.  In 
1955,  ArnokU  reported  on  the  successful  tisc  ol 
diced  autogenous  septal  cartilage  to  augment 
paralyzed  vocal  cords.  From  this  successfnl,  bnt  tech- 
nically difficnlt  method,  ArnokU  and  Lewy^  have 
developed  a technique  employing  inert  material 
which  is  easy  to  nse,  does  not  migrate,  and  produces 
few  reactions. 

Procedure 

Powdered  Teflon,  supplied  by  the  Ethicon  Com- 
pany as  a sterile  50  per  cent  w/v  suspension  in  gly- 
cerin, is  injected  into  the  area  of  the  vocalis  muscle 
on  the  paralyzed  side..  Visualization  for  the  pro- 
cedure is  obtained  through  a direct  laryngoscope 
held  in  place  by  a I.ewy  chest  support.  The  pro- 
cedure is  carried  out  under  local  anesthesia.  Aj> 
proximately  0.5  cc  of  the  material  is  usually  suffic- 
ient to  reposition  the  cord.  In  most  instances  a 
distinct  improvement  in  the  voice  can  be  noted  at 
the  operating  table  and  actually  serves  as  the  end 
point  of  the  injection.  The  patient  is  observed  in 
the  hospital  for  2 to  3 days,  after  vvdiich  he  is  able 
to  resume  normal  activities.  Usually  the  permanent 
voice  will  mature  within  7 to  10  days  after  the 
injection.  If  breathiness  is  still  a problem,  more 
Tellon  can  be  injected. 
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Complications  can  occur  but  are  rare  if  proper 
precautions  are  taken.  Over-injection  may  result  in 
airway  compromise.  Inflammation  ami  edema  — 
usually  the  result  of  superficial  injection— and  loss 
of  Teflon  due  to  mucosal  tears  are  often  exper- 
ienced before  the  technique  is  completely  mastered. 

The  'vocal  improvement  resulting  from  this  pro- 
cedure lasts  indefinitely  in  most  patients.  The  ac- 
companying slides  are  jiart  of  a serial  study  made 
of  a larynx  into  which  Teflon  had  been  injected  l.H 
months  prior  to  death.*  The  Teflon  shows  no  re- 
markable evidence  of  migration.  Microscopic 
examination  reveals  evidence  of  fine  cajnllaries  and 
fibroblasts.  A few  foreign  body  giant  cells  are  seen 
among  the  masses  of  foreign  grannies.  (Figures  2 
and  3) . No  studies  yet  extend  beyond  a 3 year 
period,  so  that  long-term  effects  are  unknown. 

One  patient  in  the  series  of  the  Yale-New  Haven 
Medical  Center  experienced  acute  regression  of  his 
vocal  (juality  following  bronchoscopy  performed 
about  ()  weeks  after  Teflon  injection.  We  l)elieve 
that  the  pressure  of  the  bronchoscope  in  the  larynx 
may  have  compressed  the  injected  cord,  Ininging  a 
decrease  in  its  bulk.  No  other  patient  here  lias 
shown  such  regression. 

Application 

'Fhis  type  of  augmentation  is  obviously  useful 
only  in  specific  cases  of  vocal  cord  jiaralysis.  It 
should  not  be  used  in  patients  who  have  hysterical 
dysphonias  or  in  patients  who  have  not  had  jnoven 
paralysis  of  at  least  6 months,  since  either  condition 
may  be  reversible  by  non-surgical  means.  It  is  of 
no  value  in  ordinary  cases  of  liilateral  vocal  cord 
paralysis  since  maintainance  of  an  adequate  air- 
way depends  on  at  least  one  mobile  vocal  cord. 
The  method  has  been  used  successfully  to  augment 
vocal  cords  scarred  by  surgery  or  trauma.  It  can 
be  used  in  selected  cases  of  neurologic  disease 
resulting  in  unilateral  vocal  cord  paralysis. 

In  addition  to  vocal  improvement,  certain  other 
functions  are  inqjroved  by  restoring  glottic  com- 


*  The  serial  sections  were  done  as  part  of  tlie  research 
program  of  the  Otolaryngology  Research  Laboratory,  Yale 
University  School  of  Medicine.  The  larynx  was  obtained  from 
Dr.  Robert  Lewy  of  Chicago,  Illinois. 


petence.  The  ability  to  cough  is  improved— par- 
ticularly valuable  in  patients  whose  paralysis  may 
be  the  by-product  of  thoracic  surgical  procedures. 
Tenqjorary  improvement  in  glottic  function  has 
been  achieved  by  injecting  only  glycerine  into 
patients  in  the  period  immediately  following 
surgery  where  a recurrent  laryngeal  nerve  is  known 
to  have  been  traumatized  or  sacrificed.'*  In  such 
patients  the  procedure  can  be  done  at  the  bedside, 
using  indirect  laryngoscojjy.  The  benefit  in  these 
cases  lasts  only  for  the  few  days  until  the  glycerine 
is  absorbed.  Permanent  injection  can  be  performed 
at  a later  date,  if  desired.  'Fhe  Valsalva  maneuver 
is  also  improved  when  glottic  competence  is 
restored.  I'his  is  particularly  useful  to  men  who  do 
heavy  lifting.  It  also  reduces  the  likelihood  of 
fecal  impactions.  Ihus,  the  procedure  may  be 
applied  in  certain  cases  where  vocal  improvement 
is  not  the  main  objective.  In  all  instances  laryngeal 
function  is  improved  without  any  period  of  serious 
debilitation. 

Summary 

\"ocal  cord  paralysis  is  not  easily  categorized  be- 
cause it  can  jjroduce  many  different  symptoms. 
Visualization  of  the  cords  is  necessary  for  accurate 
diagnosis.  Correction  of  the  defects  caused  by 
paralysis  is  possible  and  good  function  can  be  re- 
stored in  most  cases. 
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Cerebrospinal  Fluid  Lactic  Acid  Dehydrogenase 
Diagnostic  Significance  In  Neurologic  Disorders 

Joseph  A.  Glennon,  M.D.  and  Mary  K.  Healy 


■ The  enzyme  lactic  acid  dehytlrogenase  (LDH)  has 
been  studied  in  cerebrospinal  fluid  (CSF)  in  a num- 
ber o£  neurologic  disorders  with  conflicting  re- 
sultsd'ii  In  this  study,  the  LDH  activity  in  CSF  of 
normal  patients  and  in  that  of  patients  with  a 
variety  of  neurologic  diseases  was  examined. 

Materials  And  Methods 

The  patients  included  were  seen  at  Hartford 
Hospital  or  Newington  Veterans  Administration 
Hospital.  CSF  specimens  were  obtained  by  the  usual 
method  of  lumbar  puncture  and  ventricular  fluid 
from  several  patients  by  aspiration  at  the  time  of 
operation. 

The  patients  designated  as  normals  had  no 
history  or  physical  findings  suggesting  a neurologic 
disorder  and  their  CSF  specimens  were  normal. 
The  diagnoses  in  patients  with  disease  were  based 
on  pathologic  interpretation  of  biopsy  or  autopsy 
material  when  possible  or  combined  clinical  and 
laboratory  examination. 

Determinations  of  LDH  activity  were  performed 
at  Hartford  Hospital  by  the  same  technician.  Speci- 
mens were  centrifuged  to  remove  cellular  elements, 
and  stored  at  4°C  until  enzyme  activity  was 
measured.  This  was  performed  within  /2  hours 
in  the  majority  of  cases  and  no  later  than  1 week. 
Blood  contaminated  specimens  were  discarded  with 
the  exception  of  those  related  directly  to  the  neuro- 
logic condition  (e.g.,  subarachnoid  hemorrhage)  . 

Protein  concentration,  cellular  elements  and 
chemical  analyses  of  specimens  were  measured  in 
the  usual  manner  for  this  laboratory.  The  sulfosali- 
cylic  acid  method  was  used  to  determine  protein 
concentration. 

A full  description  of  the  method  used  to  measure 
l.DH  activity  is  presented  elsewhere.^^  It  is  based 
on  the  methods  of  Hill,^®  Wroblewski  and  La  Duel‘s 
and  Henry,  Chiamori  and  Golub. Tris  buffer  was 
u.sed,  pH  was  adjusted  to  7.45  ± 0.05  and  the  re- 
action of  pyruvate  to  lactate  was  utilized.  0.2  ml 
specimens  of  CSF  were  analyzed  by  this  spectro- 
photometric  assay;  the  LDH  activity  was  expiessed 
in  terms  of  absorbance  units.  One  unit  of  activity 

From  the  Departments  of  Medicine,  Hartford  Hospital, 
Hartford,  Connecticut,  and  Neiuington  Veterans  Administra- 
tion Hospital,  Newington,  Connecticut. 

* Standard  deviation. 


equalled  a decrease  in  absorbance  of  0.001  per 
minute  per  ml  of  CSF  at  37.5 °C. 

Results 

Normal  Subjects: 

CSF  LDH  activity  was  measured  in  175  normal 
subjects  (111  males).  The  oldest  was  87  years  and 
the  youngest  4 months  with  an  average  age  of  49.8 
years.  The  overall  range  of  CSF  LDH  was  10-76 
units  with  a mean  of  40.0  ± 17.4  S.D.*  units. 

Statistical  analysis  showed  a significant  (p  < .01) 
correlation  between  LDH  activity  and  age  in 
normal  males  with  activity  increasing  as  age  in- 
creased (equation  for  regression  line— Y = 42.39  + 
2.18x).  The  correlation  was  not  significant  in 
normal  females  (p  > .05) . If  male  values  were  cor- 
rected for  the  influence  of  age  the  correction  ranged 
from  +12  to  —8  units  at  the  extremes  of  age 
studied. 

No  correlation  between  cell  counts,  CSF  sugar  or 
chloride  concentration  and  LDH  activity  was  noted 
in  these  normal  subjects.  Comparison  between  pro- 
tein, age  and  LDH  activity  respectively  was  not 
made  because  of  the  grossness  of  the  sulfosalicylic 
acid  method  for  determining  protein  concentra- 
tion. 

Neurologic  Disorders 

l.DH  activity  was  measured  prior  to  any  treat- 
ment or  procedure  unless  stated  otherwise.  An 
elevated  activity  was  one  greater  than  75  units 
(normal  mean  + 2 S.D.) . The  values  are  presented 
in  Tables  1-6. 

Neoplasms: 

There  were  18  patients  with  primary  and  20 
with  metastatic  intracranial  neoplasms  (Table  1)  . 
The  diagnoses  were  established  by  pathologic  ex- 
amination of  surgical  or  autopsy  specimens.  CSF 
LDH  was  elevated  in  7 of  18  patients  with  primary 
and  6 of  20  with  metastatic  neoplasm  of  the  brain. 


DR.  JOSEPH  A.  GLENNON,  instructor,  department  of 
medicine,  University  of  Wisconsin  Medical  School,  Madison, 
Wisconsin. 
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Table  I 

Imracramai,  Xfoi’Lasms 
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I.DH 
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SEX  (units) 
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METASTAIIC 

I.DH 

ACnVT!  V 
AGE  SEX  (UMTS) 
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48 
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34 

Tung 

36 

I 

76 

69 

M 

18 

71 
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32 
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8 
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60 
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79 

“ 

39 

M 
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46* 

M 
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76 
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40 
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20 
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67 

M 
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46 

M 

26 

“ 

69 

M 

47 
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.M 

83 

60 

M 

69 

,78 

M 

57 

“ 

48 

At 

44 

•Acoustic  Xeuroina 

.73 
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55 

67 

Af 

68 

“ 

37 

F 

44 

hreasi 

47* 

F 

101 

Hemangioblastoma 

70 

M 

27 

69* 

1 

.780 

Oligodendroglioma 

.70* 

F 

78 

55 

1 

42 

Chromophobe  adenoma 

42* 

I 

172 

(iO 

F 

67 

with  hemorrhage 

Larynx 

47 

At 

46 

Meningioma 

46 

M 

72 

70* 

At 

93 

.Sarcoma 

62* 

F 

176 

Atalignant  Melanoma 

42 

F 

30 

Choroid  plexus  papilloma 

3 mos* 

F 

160 

Large  liowel 

68 

At 

64 

Chronic  lymphatic  leukemia 

64* 

AI 

308 

Total  18 

11  M 

.Mean  78.9 

7 1- 

Range  (18-201) 

Fotal  20 

13  AI 

Atean  1 11.7 

7 F 

Range  (20-780) 

* TIevatetl  I.DH  Activity 

(i.c.  > 

75  uni 

t.s). 

V'eiUricular  aspiration  was  jjerformed  in  4 
patients  with  intracranial  neoplasm  associated  with 
outflow  obstruction.  Two  patients  had  astro- 
cytomas, one  had  glioblastoma  multilorme  and  one 
had  lung  carcinoma  with  metastasis  to  brain.  I.DH 
activities  of  specimens  obtained  by  lumbar  puncture 
were  18,  40,  57  and  20  units,  respectively  (Table 
1).  The  C.SF  removed  Irom  the  dilated  ventricle  in 
these  patients  had  values  of  20,  36,  62  and  105 
units,  respectively.  Tims,  the  only  elevated  value 
was  in  the  patient  with  brain  metastasis  from  lung 
carcinoma. 

Central  Nervous  System  Infectious  Diseases: 

C.SF  f.DH  activity  of  these  patients  is  presented 
in  'Fable  2.  Eight  of  9 patients  with  meningitis,  3 
with  brain  abscess  and  3 of  8 with  encephalitis 
had  elevated  LDFf  activity.  Two  with  infectious 
polyneuritis  had  normal  enzyme  levels.  1 here  did 
not  appear  to  be  a direct  relationship  between 
enzyme  level  and  cell  count  in  patients  with  in- 
fectious disorders  ('Fable  3). 

Seizure  and  Degenerative  Nervous  Disorders: 
Specimens  of  CSF  were  obtained  within  3 days 
of  seizure  from  60  patients  with  a variety  of  seizure 
disorders.  These  included  Grand  and  Petit  mal 
epilepsy,  Jacksonian,  Temporal  lobe,  alcoholic. 


febrile,  postencephalitic,  traumatic,  arteriosclerotic 
and  Adams-Stokes  .seizures.  Two  with  grand  mal 
epilei>sy  and  one  each  with  temporal  lobe,  febrile 
and  .Adams-Stokes  seizures  had  elevated  GSF  I.DH 
activity  no  greater  than  100  ITnits. 

In  17  patients  with  multiple  sclerosis,  5 with 
jxiralysis  agitans,  4 with  amyotrophic  lateral 
sclerosis,  3 with  presenile  dementia  and  one  and 
each  with  syringomyelia  and  Huntington’s  choreti 
there  were  no  elevations  of  enzyme  activity. 

Vertebral  Disorders: 

Of  101  jjatients  with  herniated  nucleus  pulposus, 
spondylosis  or  spondylolisthesis,  3 had  elevated 
I.DFI  activity  no  greater  than  78  units. 

Specimens  were  obtained  within  24  hoitrs  of 
spinal  injury  in  2 patients  with  traumatic  cord 
compression.  The  LDH  activity  was  elevated  to  100 
and  246  units,  the  higher  occurring  with  associated 
hemorrhage  from  the  cord  or  vessels  of  the  vertebral 
canal. 

Lymphoma  and  ovarian  carcinoma  were  present 
in  2 patients  with  nerve  root  involvement  and  their 
CSF  I.DH  activities  were  normal.  Metastatic  cord 
involvement  from  breast  carcinoma  in  2 patients 
and  from  prostatic  carcinoma  in  another  showed 
enzyme  elevations  to  90,  200  and  233  units  respec- 
tively. 


184 


Co.NM.cricur  Mki)Ic:int.,  March,  1966 


Table  II 

Infectious  Diseases 


CONDITION 

NO.  OF 
PATIENTS 

M 

I- 

RANGE 

HIGH 

(units) 

OF  LDH 
LO\V 

(units) 

NO.  OF 
ELEVATIONS 

ELEVATIONS 
(per  cent) 

AVERAGE 
LDH  Acnvn  V 

(units) 

Meningitis 

9 

5 

4 

1500 

70 

8 

89 

559.8 

Brain  abscess 

3 

1 

2 

529 

82 

3 

100 

2.52.6 

Encephalitis 

8 

7 

1 

462 

41 

3 

38 

119.8 

Infectious  Polyneuritis 

9 

1 

1 

41 

18 

0 

0 

29.5 

Total 

99 

M 

8 

1500 

18 

14 

64  Mean  309.7 

Cere b rovascu lav  D i sense: 

Patients  with  thrombosis  or  embolism  of  the 
middle  cerebral  or  basilar  arteries  and  those  with 
intracerebral  hemorrhage  are  treated  as  cerebral 
infarctions.  All  had  acute  infarction  and  none 
clinically  appeared  to  have  had  repeat  infarction 
following  the  first  episode. 

Initial  specimens  were  obtained  within  72  hours 
of  infarction  and  the  results  are  listed  in  Table  4. 
Sixty-one  percent  of  the  patients  had  elevated 
enzyme  levels.  Initial  LDH  activity  appeared  to 
be  higher  in  patients  who  died  as  a resitlt  of  acute 
infarction  than  in  those  who  survived.  Values  of 
GSF  I.DH  of  100  units  or  more  were  associated  with 
a signihcantly  higher  immediate  mortality  (Table  5). 

In  13  patients  with  infarction  in  whom  multiple 
CSF  specimens  were  obtained,  there  was  a tendency 
for  progressive  elevation  of  CSF  LDH  activity  with 
time.  These  results  are  presented  in  Table  6.  The 
CSF  LDH  rose  significantly  at  3-8  days  and  still 
higher  in  9-13  days  post-infarction.  Four  of  these 

Table  III 

CSF  LDH  CELLULAR 

CONDITION  ACTIVITY  COUNT  DIFFERENTIAL 

(CELI.S/  CELL  COUNT 


(units) 

CU.MM.) 

(per  cent) 

Meningitis  (Organism) 
Hemophilus  (Type  A) 

388 

9,600 

100  neutrophils 

Hemophilus  (Type  B) 

732 

15,000 

“ “ 

556 

16,000 

“ “ 

1,500 

5,500 

“ “ 

70 

6,500 

50  mononuclear 

Pneumococcus 

568 

19,000 

cells 

100  neutrophils 

Staphylococcus  Aureus 

Ibb 

88 

Meningococcus 

270 

800 

“ 

Sterile  culture 

199 

240 

10  mononuclear 

Brain  Abscess  (Organism) 
Staphylococcus  Aureus  529 

60 

cells 

100  neutrophils 

Pneumococcus 

147 

7 

“ 

Sterile  culture 

82 

1 

13  patients  died  as  a result  of  infarction  and  LDH 
level  did  not  necessarily  correlate  with  survival. 

CSF  was  obtained  within  72  hours  of  onset  of 
symptoms  from  1 1 patients  with  subarachnoid 
hemorrhage  and  I.DH  activity  ranged  from  150-200 
units.  The  activity  for  2 patients  who  died  was  not 
greater  than  that  for  the  9 who  survived. 

I’wo  of  13  patients  with  arterial  insufficiency  had 
an  elevated  LDH  activity. 

Traumatic  Disorders: 

Original  CSF  specimens  were  obtained  within 
48  hotirs  of  trauma  from  jjatients  with  cerebral 
concussion  and  contusion  (Table  4) . The  majority 
of  patients  with  contusion  had  elevated  LDH 
activity  while  none  were  found  with  concussion. 
Repeat  determinations  were  performed  in  7 of  9 
patients  with  contusion  up  to  14  days  after  trauma 
and  these  results  are  presented  in  Table  6.  There 
was  a significant  elevation  of  activity  in  serial 
specimens  after  injury  similar  to  that  seen  fol- 
lowing infarction.  Duration  of  elevated  activity 
following  contusion  was  not  determined. 

Five  patients  with  epidural  and  subdural  hema- 
toma had  elevated  LDH  activity  (Range  95-1261 
itnits)  . 

Miscellaneous  Conditions: 

Specimens  were  obtained  from  97  subjects  with 
various  diseases  involving  the  C.N.S.  Included  were 
cerebral  atrophy,  migraine  headache,  labarynthitis, 
diabetic  and  alcoholic  peripheral  neuropathy,  com- 
bined system  disease,  coma  from  infections  or  bar- 
biturates and  other  drugs,  hepatic  coma,  trigeminal 
neuralgia,  familial  amblyopia,  retrobulbar  neuritis, 
dilantin  toxicity,  hydrocephalus,  pseudotumor 
cerebri,  hypertensive  encephalopathy  and  syphilis. 
Single  subjects  with  cerebral  atrophy,  hejratic  coma, 
coma  complicating  pneumonia  and  trigeminal 
neuralgia  had  elevations  of  enzyme  activity.  The 
highest  value  was  105  units.  None  of  these  disease 
states  was  consistently  associated  with  an  elevated 
CSF  LDH  activity. 
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Table  IV 

Cerebrovascular  Disease 


CONDI  I ION* * 

NO.  OF 
I'A  ! IFNTS 

M 

F 

RANGE 

HIGH 

(units) 

OF  TDII 
LOW 
(UNFIS) 

NO.  OF 
FI  FA  A i IONS 

EI.EV  A I IONS  AVERAGE 

(PER  C:ENT)  LDH  ACTIVITV 

(UNEIS) 

Thrombosis  of  middle 

45 

27 

18 

362 

12 

23 

51  88.1 

cerebral  artery 

Embolism  to  middle 

.3 

1 

2 

920 

78 

3 

100  41.3.3 

cerebral  artery 

I hrombosis  of  basilar  arterv 

(i 

5 

1 

196 

99 

4 

67  99.0 

Embolism  to  basilar  artery 

1 

1 

0 

302 

— 

1 

100  302. 

Intracerebral  hemorrhage 

7 

3 

4 

160 

86 

7 

100  242.8 

— 

— 

— 

— 

— 

— 

62 

37 

25 

1 RAU.VI.VriC 

920 

Disorders 

12 

38 

61  Mean  137.4 

Cerebral  concussion 

5 

2 

3 

74 

16 

0 

0 Mean  45.0 

Cerebral  contusion 

* Initial  observation  in  each 

9 

patient. 

7 

9 

178 

39 

7 

78  Mean  111.6 

Discussion 

(Comparison  of  the  reported  studies  of  CCSF  LDH 
activity  is  difficult  liecause  different  buffer  systems, 
temjEerature  control,  direct  ioti  of  the  reaction 
pyruvate  to  lactate  and  the  means  of  expressing 
results  were  emj)loyed.  Probably  the  oidy  way  to 
compare  residts  is  to  consider  the  number  of  ele- 
vations associated  with  various  disorders  disre- 
garding individual  values  rejiorted. 

Although  interesting,  the  increase  in  LDH  ac- 
tivity with  increasing  age  does  not  appear  to  have  a 
clinical  apjdication.  Correction  of  male  values  for 
age  did  not  produce  the  marked  changes  noted 
previously.’* 

Elevated  (C.SF  LDH  activity  has  been  found  in 
association  with  cerebrovascular  disease  including 
cerebral  infarction,-’*'’*’*'*  central  nervous  system 
infection,^'®’*'*  intracranial  neoplasm,^**  cranial 
trauma*’’*’’*'*'*  and  cerebral  air  study.’-’’***  .Several 
mechanisms  have  been  offered  to  explain  these  ele- 
vations. 

Elevation  following  cerebral  infarction  has  been 
attributed  to  lo.ss  of  LDH  from  the  infarcted  brain, 
projEortional  to  the  area  infarcted,  ami  to  degrada- 
tion of  extravasated  blood.  It  has  been  reported 
that  in  the  absence  of  further  infarction  maximum 
enzyme  levels  were  reached  within  24  to  72  hours 
after  infarction  and  these  returned  to  normal  in 
5 to  10  days.**  Release  of  LDH  from  infarcted  brain 
or  extravasated  blood  probably  does  explain  a 
major  part  of  the  initial  elevation  found  in  some 
patients  with  infarction. 

Size  of  infarction  can  only  be  estimated  in  sur- 
viving patients  and  no  report  comparing  the  size 
of  infarction  at  autopsy  with  CSF  LDFI  activity  has 
appeared,  so  that  no  clearcut  relation  of  size  of 
infarct  to  enzyme  level  was  demonstrated.  In  the 


present  study  maximum  levels  were  not  necessarily 
reached  in  24  to  72  hours,  nor  did  they  return  to 
normal  within  5 to  10  days  ( Fable  6)  even  though 
there  was  no  clinically  apjjarent  repeated  in- 
farction. 

W'hy  jjrogressive  elevations  of  enzyme  activity 
should  occur  is  not  clear.  Delayed  necrosis  could 
possibly  exjdain  this  finding  but  is  a less  acceptable 
explatiation  iti  patietits  clinically  improving  from 
cerebral  itilarction. 

Elevation  of  C.SF  LDH  associated  with  sub- 
arachnoid hemorrhage  has  been  ttscribed  to  release 
of  LDH  by  extravasated  blood  atid  that  as.sociated 
with  metiingitis  to  a compromise  of  the  “blood- 
brain  barrier’’.'*  **  In  meningitis,  leukocyte  count 
does  not  parallel  LDH  activity  level,’*  (Table  3) . 
Leakage  of  plasma  protein  and  LDH  has  been  sug- 
gested as  the  cause  of  enzyme  elevation’*  but  this 
has  beeti  disputed.*'* 

Futnor  size,  rate  of  growth  aticl  necrosis  of  sur- 
rounding brain  tissue  have  been  proposed  as  ex- 
jilanations  of  the  elevated  LDH  levels  found  with 
cerebral  nejjhtsm.'*  In  early  studies  elevated  activity 

Table  V 

Cerebral  Inearciion* 

Coml>ariso7i  of  LDII  Aclivities  iti  Patients  ]\'ho 
Survived  or  Died 

PER  CENT 

LDII  ■ lOTAL  OE 

ACTIVEEY  CA.SES  SURVIVED  DIED  DEA'EII 



>I(H)  2t  8 13  61.9* 

<100  41  .38  .3  7.3 

* 62  patients  listed  in  Table  1\'. 

■*  Ditreicnce  between  per  tent  of  ilcatb  with  I.DH  level 

< 100  or  > 100  units.  < .001. 
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Table  VI 

CSF  LDH  Activity  As  A Function  of  Time 
Cerebral  Infarction 


PERIOD  AFTER 
INFARCTION 

NO.  OF 
PATIENTS 

MEAN  LDH 
ACTHTTV 

(units) 

RANGE 

NO.  OF 
ELEVATIONS 

Day  1-2* 

13 

54.9 

26-118 

9 

Day  3-8 

13 

101.5f 

60-272 

11 

Day  9-13 

6 

242.3t 

71-980 

4 

Cerebral  Contusion 

PERIOD  AFTER 

NO.  OF 

MEAN  LDH 

NO.  OF 

TRAUMA 

PATIENTS 

ACTIVITY 

RANGE 

ELEVATIONS 

(units) 

Day  1-2* 

7 

88.7 

18-210 

5 

Day  3-6 

7 

180.011 

90-660 

7 

* Day  1 was 

the  day 

of  infarction 

or 

trauma. 

f Difference 

between 

LDH  level 

for 

day  1-2 

and  3-8. 

p < .01. 

Difference 

between 

LDH  level 

for 

day  3-8 

and  9-13. 

.05  ^ p > .01. 

II  Difference 

betiveen 

LDH  level 

for 

day  1-2 

and  3-6. 

p < .01. 

was  found  with  metastatic  but  not  primary  cerebral 
neoplasms^’ ^ suggesting  that  grade  of  malignancy 
was  responsible  for  the  level  encountered.  More 
recent  reports  have  not  demonstrated  this  dif- 
ference-’nor  was  it  seen  here  (Table  1). 

It  has  been  suggested  that  if  a tumor  is  extradural 
or  if  it  obstructs  flow  of  spinal  fluid,  LDH  may 
not  reach  the  main  stream  of  CSF  from  the  tumor.®’® 
If  meningiomas  arise  from  arachnoid  cells  at  or 
near  an  arachnoid  villus,^'^  it  seems  possible  that 
the  tumor  LDH  could  enter  the  CSF.  This  would 
seem  to  explain  enzyme  elevations  that  have  been 
found  associated  with  meningiomas.-’®’®  In  one 
instance  there  was  a high  ventricular  fluid  LDH 
(105  units)  and  a normal  CSF  level  (20  units) 
indicating  that  obstruction  may  prevent  dispersion 
of  the  enzyme.  Normal  ventricular  and  spinal  fluid 
levels  in  others  seem  to  exclude  obstruction  as  the 
sole  explanation  of  the  normal  spinal  fluid  activities 
found  with  cerebral  neoplasms. 

lire  cause  for  initial  elevation  of  LDH  activity 
in  cerebral  contusion  is  probably  the  same  as  that 
in  cerebral  infarction.  Progressive  elevations  in  this 
condition  as  in  infarction  would  suggest  the  opera- 
tion of  another  factor.  LDH  released  from  extra- 
vasated  blood  would  appear  to  explain  the  eleva- 
tion in  patients  with  epidural  and  initially  in  those 
with  subdural  hematomas.  Unexplained  are  con- 
tinued enzyme  elevation  in  chronic  subdural  hema- 
tomas. 

Elevations  of  CSF  LDH  activity  following 
cerebral  air  studies  have  been  attributed  to  the 
destruction  of  meningeal,  ependymal  or  parenchy- 
mal cells  or  to  irritation  of  these  cells  with 
liberation  of  LDH.^ 


It  seems  that  the  response  of  normal  or  altered 
but  viable  tissue  to  the  non-specific  irritation  of 
infarction,  neoplasm,  infection  or  other  stimuli 
should  be  considered  as  a reasonable  explanation 
for  otherwise  inexplicable  elevations. 

CSF  LDH  determinations  are  not  helpful  in  the 
diflerential  diagnosis  of  CNS  disease.  Furthermore, 
normal  levels  are  frequent  in  many  serious  dis- 
orders. On  the  other  hand,  elevations  are  rarely 
seen  in  normal  persons  so  that  a high  level  may 
help  in  the  early  diagnosis  of  obscure  conditions 
anti  may  help  differentiate  functional  and  organic 
disorders.  Another  use  is  in  the  prognosis  of 
cerebral  infarcts,  levels  of  over  100  units  early  in 
the  course  indicating  a poor  outlook  and  levels 
below  100  a much  better  chance  of  survival. 

Summary 

CSF  LDH  activity  was  measured  in  a number  of 
normal  patients  and  those  with  a variety  of 
neurologic  disorders.  A significant  increase  in 
activity  with  increasing  age  w'as  found  in  normal 
males  but  this  did  not  appear  to  have  a clinical 
application.  Elevated  CSF  LDH  levels  help  to 
indicate  the  presence  of  organic  CNS  disease.  Cere- 
brovascular disorders  are  associated  with  elevation 
of  CSF  LDH  activity  more  frequently  than  CNS 
neoplasms.  Mechanisms  postulated  to  explain  the 
elevated  levels  in  certain  neurologic  disorders  have 
been  discussed  and  tissue  response  to  an  irritative 
stimulus  has  been  proposed  as  a basic  explanation. 
Enzyme  determinations  are  not  necessary  to  estab- 
lish the  diagnosis  in  most  infectious  or  traumatic 
disorders  of  the  central  nervous  system  or  cerebro- 
vascular disorders.  Determination  of  LDH  activity 
does  not  appear  to  be  a conclusive  method  to 
diagnose  intracranial  neoplasms,' degenerative  dis- 
orders or  those  cerebrovascular  disorders  that  could 
present  a diagnostic  problem.  The  overlap  with 
normal  values  limits  its  use  for  prognosis  in  cerebral 
infarction. 
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PARACELSUS  AND  HIS  CRITICS 

Now  they  say  when  I come  to  a patient,  1 know  not  innnediately  what  ails  him, 
Imt  I need  time  to  find  out.  It  is  true.  1 hat  they  judge  immediately  is  the 
fault  of  foolishness;  for  in  the  end  the  first  judgment  is  false  and  from  day  to  day 
they  know  the  longer,  the  less,  what  it  is,  and  make  liars  of  themselves.  Whereas 
I desire  to  approach  from  day  to  day,  the  longer,  the  clo.ser  to  the  truth.  For  with 
hidden  diseases  it  is  not  as  w'iih  the  recognizing  of  colors:  in  colors  one  .sees  well 
what  is  black,  green,  blue,  etc.  But  if  there  were  a curtain  before  it,  thou  also 
wotildst  not  know.  To  see  through  a curtain  reejuires  ellort  where  there  has 
been  none  before.  What  the  eyes  see  can  well  be  judged  hurriedly,  but  what  is 
hidden  from  the  eyes  it  is  in  vain  to  conceive  as  though  it  were  visible.— Foi/r 
Treatises  of  Theophrastus  von  Hohen  Neim  Called  Taraeelstts,  H.  E.  Sigerist 
(trails. -ed. ) , Baltimore:  Johns  Hopkins  Press,  1911,  ji.  .^1. 
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A Medical  Society  For  The  Massachusetts, 
York  And  Connecticut  Physicians 

1779-1790 


■ In  Connecticut,  as  elsewhere,  in  the  early  clays 
of  this  country,  intercourse  among  communities 
was  difficult  and  the  sharing  of  knowledge  and  skills 
by  jrhysicians  was  accordingly  restricted.  The 
development  of  the  early  medical  societies  presents  a 
picture  of  noteworthy  purpose  and  determination 
on  the  part  of  their  founders,  and  their  survival 
over  any  number  of  years  bespeaks  the  dedication 
of  their  members.  Walter  Steiner,^  in  his  excellent 
paper  appropriately  read  before  the  Litchfield 
County  Medical  Association  in  April  1936,  gives  an 
able  description  of  the  second  medical  society  in 
Connecticut  to  carry  on  its  functions  for  a period 
of  years,  documenting  four  of  its  meetings,  1779, 
1780,  1784  and  1790.  During  research  for  his  article 
on  the  first  medical  society  in  the  state  for  which 
we  have  any  record  of  continuing  activity— the 
Medical  Corporation  in  Litchfield  which  held  its 
first  meeting  in  January  1767— the  author-  found 
evidence  of  additional  meetings  of  the  late  society 
reported  by  Steiner  which  seems  worth  recording 
since  it  establishes  even  greater  importance  for  that 
society  than  has  previously  been  recognized. 

The  first  meeting  of  this  society  was  held  in 
Sharon  July  5,  1779,  in  the  beautiful,  Georgian 
stone  house  of  Dr.  Simeon  Smith.  The  report  of 
this  meeting  in  the  Connecticut  Courant  was 
headed: 

“At  a Meeting  of  a number  of  Physicians  from 
the  Massachusetts,  York  and  Connecticut  States, 
unanimously  came  into  the  following  Resolves.” 
The  full  text  of  their  purposes,  as  well  as  the 
thirteen  resolutions  adopted,  have  been  reproduced 
in  Steiner’s  article  and  consequently  are  not  given 
here.  It  has  been  of  interest  to  note  that  this  meet- 
ing, unlike  all  that  followed,  was  not  preceded  by 
one  or  two  announcements  in  the  Connecticut 
Courant,  nor  has  the  author  been  able  to  find  in 
any  other  source,  a preliminary  notice.  Possibly 
word  of  the  meeting  passed  in  person  among  the 
physicians  of  the  towns  near  Sharon,  Lakeville, 

*1  should  like  to  express  my  great  indebtedness  to  the 
staffs  of  the  New  York  Academy  of  Medicine,  the  Yale  Uni- 
versity Library,  the  Litchfield  Historical  Society  and  the  New 
York  Public  Library. 


Byron  Stookey,  A.M.,  M.D.,  Sc.D.  (h.c.) 

Kent  and  Canaan  in  Connecticut;  Amenia,  New 
York  only  five  miles  away,  and  Sheffield  and  Ashley 
Falls  in  Massachusetts  relatively  near. 

The  first  of  thirteen  articles  adopted  by  the 
society,  after  a lengthy  preamble  of  two  paragraphs, 
as  given  in  the  Connecticut  Courant,  states:  “1st 
That  this  meeting  shall  be  known  and  called  by  the 
name  of  the  Medical  Society  of  Sharon.”,  which 
woidd  seem  most  appropriate.  The  remaining 
twelve  articles,  over  the  signature  of  Oliver  Fuller 
as  clerk,  are  in  essence  similar  to  the  eight  articles 
adopted  by  the  Medical  Corporation  in  Litchfield 
in  1767.  There  is  no  evidence  that  any  paper  was 
read  at  the  first  Sharon  meeting,  July  5,  1779,  or 
at  the  subsequent  one  on  the  last  Tuesday  of  Sep- 
tember. Following  the  organization  meeting  of  the 
Litchfield  Corporation,  in  1767  however,  Seth  Bird 
of  Litchfield  gave  a medical  paper  and  Oliver 
Fuller  an  oration  on  the  duties  of  the  physician, 
both  of  which  were  the  first  presentations  of  their 
kind  before  a Connecticut  medical  society  of  which 
we  have  any  record. 

The  description  of  the  first  Sharon  meting,  1779, 
contain  sthe  following: 

“N.B.  Any  gentlemen  of  the  faculty,  that  are 
disposed  to  join  this  medical  society  will  meet 
with  a kind  reception,  on  the  last  Tuesday  of 
September  next,  or  on  any  of  our  future  meet- 
ings.” 

This  open  and  generous  invitation  did  not  escape 
the  attention  of  Dr.  James  Potter  of  New  Fairfield. 
In  the  Connecticut  Courant,  October  26,  1779, 
appeared  an  announcement,  essentially  the  same 
as  the  article  concerning  the  original  Sharon  meet- 
ing, containing  the  same  thirteen  articles,  except  for 
a noteworthy  difference  in  the  first,  which  now 
read:  “1st  That  this  meeting  shall  be  known  and 
called  by  the  name  of  First  Medical  Society  in  the 
Thirteen  United  States  of  America  since  their  in- 
dependence.” This  announcement,  unlike  the  first 
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and  the  subsequent  ones  which  carried  oidy  the 
name  of  Oliver  Fuller  as  clerk,  was  signed 
James  Potter,  Chairman 
A true  copy 

Test.  Oliver  Fuller,  Clerk 
and,  contrary  to  the  previous  announcement,  no 
invitation  to  other  jjhysicians  was  appended. 

In  the  Connecticut  Courant  of  February  15,  1780 
we  find: 

“Notice  is  hereby  given  to  the  members  of  the 
First  Medical  Society  in  the  Thirteen  United 
States  of  America  since  their  independence  to 
meet  at  Sharon  on  Tuesday,  the  29th  day  of 
February,  next,  12  o’clock  on  said  day. 

Oliver  Fuller,  Secretary’s  Clerk.” 

At  this  meeting,  also  held  in  Dr.  Simeon  Smith’s 
house,  James  Potter  delivered  his  “famous” 
oration,  which  was  privately  printed: 

An 

ORATION 

on  the  RISE  and  PROGRESS  of 
PHYSIC  IN  AMERICA 
Pronounced  before  the 
FIRST  MEDICAL  SOCIE  I Y 
in  the 

THIRTEEN  UNITED  S EA  FES 
of 

AMERIC.V 
since  their 
INDEPENDENCE 
At  their  CONVENd'lON  held  at 
SHARON,  on  the  last  day  of  February  1780 
Fogether  with  a Word  of  Advice  to  a Candidate 
“Will  no  superior  Genius  snatch  the  (hiill,  and 
sax>e  me,  on  the  Brink,  from  writing  ill.” 

Young 

Of  this  oration  Bron.soir’*  stated  . . for  elaborate 
i)ombast  it  excels  anything  I have  ever  seen  in 
print.”  and  RusselD  said  of  it,  “This  is  the  most 
grandiloquent  of  performances,  abounding  in  high 
sounding,  bombastic  words,  and  lengthy  sentences. 
. . .”  Steiner  fully  agreed  with  these  ojrinions,  and 
the  oration  must  have  been  painful  to  some  mem- 
bers of  the  audience,  at  least  to  Simeon  Smith  who 
had  studied  medicine  at  Edinburgh  and  enjoyed 
the  broadening  influence  this  entailed,  and  to 
Oliver  Fuller  who  was  a graduate  of  Yale,  Class 
of  1762.  Potter  was  ap])arently  hard  put  to  it  for  a 
suitable  quotation,  for  the  one  he  used  had  ap- 
peared in  an  article  in  the  Connecticut  Courant 
of  January  15,  1770  which,  because  of  its  style  and 
lenghty  sentences  was,  doid)tles.s,  written  by  Potter. 
In  addition  to  his  oration  Potter  delivered  a dis- 
course on  the  duties  of  a physician  and  advice  to  a 
candidate,  subjects  which  at  a meeting  of  the  earlier 


society  in  1767  were  presented  by  a member  other 
than  the  one  who  gave  the  oration. 

The  notice  of  the  1781  meeting  w^as  published  in 
the  Connecticut  Courant,  June  15,  1781,  as  follows: 

“This  may  notify  the  members  of  the  First 
Medical  Society  in  the  Thirteen  United  States 
of  America  since  their  Independence,  to  meet  at 
the  Dwelling  house  of  Dr.  John  Chamberlain, 
.Ymenia  Precinct,  Dutchess  County  and  State  of 
New  York,  on  the  Third  Tuesday  of  July  1781, 
at  Ten  o’clock  A.M. 

Oliver  Fuller,  Clerk” 

June  4,  1781 

Fhe  next  meeting  was  announced  in  the  Con- 
necticut Courant,  Tuesday,  May  29,  1782: 

“This  is  to  Notify  the  Members  of  the  First 
Medical  .Society  in  the  4'hirteen  Ehiited  States  of 
America  since  their  Independence  that  a Meet- 
ing is  to  be  attended  on  the  second  Tuesday  of 
June  next,  at  the  house  of  Dr.  Jonathan 
Chand)erlain,  in  .-Vmenia  Precinct,  State  of  New 
York,  at  ten  o’Clock  A.M. 

Oliver  Fuller,  Clerk” 

And  again,  another  meeting  was  called,  the  notice 
appearing  in  the  Connecticut  Courant  on  May 
27,  178S' 

“These  are  to  notify  the  Members  of  the  First 
Medical  Society  in  the  thirteen  United  States 
since  their  Independence  that  a meeting  will  be 
holden  at  Dr.  Phineas  Smith’s*  in  Sharon,  on 
the  second  'Fue,sday  of  June  next,  at  ten  o’Clock 
A.M. 

Oliver  Fuller,  Clerk” 

Kent,  May  3,  1783 

The  last  notice  to  appear  in  the  Connecticut 
Courant  came  out  in  the  issues  of  both  May  18th 
and  May  25th,  1784,  reading: 

“4’his  may  notify  the  Members  of  the  First 
Medical  Society  in  the  4'hirteen  FTnited  States  of 
America,  since  their  Independence  that  a meet- 
ing will  be  attended  on  the  last  Tue.sday  of 
June  next,  at  10  o’Clock  A.M.  at  the  hotise  of 
Dr.  Oliver  Fuller,  in  Kent. 

Oliver  Fuller,  Clerk” 

Kent,  April  19,  1784 

A deciding  turn  of  events  for  Connecticut  medi- 
cine occurred  when  the  Medical  Society  of  New 
Haven  County,  under  the  guidance  of  its  in- 
corporators, Leverett  Hid)bard,  Eneas  Mun.son, 
Samuel  Nesbitt,  Levi  Ives  and  Samuel  Darling, 

* Dr.  .Simeon  Smitli  took  care  of  two  sons  of  liis  eldest 
Itrother,  Pliineas  and  .\pollo,  and  presiimaltly  the  former 
studied  medicine  tinder  Ids  nncle. 
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advertised  in  the  Connecticut  Journal,  December 
10,  1783  and  the  two  succeeding  issues  calling  a 
meeting  of  the  physicians  and  surgeons  of  New 
Haven  County  for  January  5,  1784,  and,  among 
other  recommendations,  determined,  . to  unite 
with  the  several  medical  societies  within  the  state 
in  a joint  application  to  the  Legislature  to  obtain  a 
charter.”  Accordingly  a circular  letter  was  sent 
. . to  the  several  counties,  asking  the  appointment 
of  delegates  to  meet  in  Hartford.”  In  accordance 
with  this  invitation  the  following  announcement 
appeared  in  the  Connecticut  Courant  April  20th 
and  April  27th,  1784: 

“Having  received  a letter  from  the  Committee 
of  Medical  Correspondence  appointed  by  the 
faculty  of  New  Haven  County  addressed  to  the 
Physicians  and  Surgeons  of  the  County  of  Litch- 
field, proposing  a meeting  by  deposition  from 
each  county  in  the  state  at  Mr.  Butler’s  tavern, 
in  Hartford  on  the  16th  day  of  May  next, 
authorized  to  agree  on  an  organization  of  the 
constitution  of  a medical  society,  and  write  in  a 
petition  to  the  legislature  for  an  act  of  incor- 
poration. Happy  in  the  opportunity  of  seconding 
their  generous  public  spirited  attempt  we  desire 
a meeting  of  the  Physicians  in  the  County  of 
Litchfield  at  David  Buci’s  tavern  in  Litchfield  on 
the  second  Tuesday  of  May  next,  for  the  purpose 
above-proposed. 

Seth  Bird 
Lemuel  Hopkins 
Daniel  Sheldon 

April  1,  1784” 

Two  of  the  signers  of  this  call  for  a meeting, 
Seth  Bird  and  Lemuel  Hopkins,  were  the  foremost 
physicians  in  Litchfield  County.  The  former,  as  has 
been  said,  read  the  first  recorded  paper  before  a 
medical  society  in  Connecticut  at  the  meeting  in 
Litchfield  in  1767.  He  had  studied  under  Dr.  James 
Hurlbut  and  was  one  of  the  physicians  chosen  by 
Connecticut,  in  1775,  to  examine  physicians  offer- 
ing to  serve  in  the  Continental  army  as  surgeons 
or  surgeons’  mates. 

Lemuel  Hopkins  studied  under  both  Dr.  Jared 
Potter  and  Dr.  Seth  Bird-the  latter  he  held  to 
be  the  most  outstanding  physician  he  ever  knew, 
a view  shared  by  many  of  his  colleagues.  Hopkins 
began  the  practice  of  medicine  in  Litchfield,  later 
moving  to  Hartford  where  he  was  highly  regarded 
as  a physician.  Yale  College^  conferred  a Master 
of  Arts  degree  on  him  in  1784.  As  a further  honor,  a 
medical  society  formed  in  Hartford  some  years 
after  his  death  was  named  The  Hopkins  Medical 
Association. 

Dr.  Daniel  Sheldon,  who  was  Dr.  Hopkins’ 
brother-in-law,  practiced  first  in  Washington,  Con- 


necticut and  subsequently  moved  to  Litchfield 
where  he  remained  until  his  death. 

A second  meeting  was  called  for  August  2,  1784 
in  Litchfield  “.  . . to  report  the  result  of  the  doings 
of  a Committee  (appointed  by  the  Physicians  and 
Surgeons  who  met  at  Hartford  last  May)  . . . and 
other  matters  of  importance  are  to  be  attended  to, 
it  is  expected  there  will  be  a general  meeting.”  No 
indication  has  been  found  that  the  members  of  the 
First  Medical  Society  in  the  Thirteen  United  States 
since  their  Independence  responded  officially  to 
the  call  of  the  Medical  Society  of  New  Haven 
County,  or  that  they  took  cognizance  of  the  action 
of  the  New  Haven  society  in  any  of  their  succeeding 
announcements.  James  Potter,  however,  appeared 
at  the  second  meeting  of  the  New  Haven  society, 
February  2,  1784,  and  doubtless  at  others  since 
“no  one  flitted  about  the  state”  to  various  societies 
as  often  as  he  did.  Since  delegates  were  requested 
from  the  various  societies  it  is  fair  to  assume  that 
both  the  president,  James  Potter,  and  the  clerk, 
Oliver  Fuller,  would  have  attended,  instead  only 
Potter  appeared  and  Fuller  was  not  present— a fact 
which  may  have  led  to  his  resignation  as  clerk. 
Curiously,  no  report  of  the  New  Haven  meeting 
appears  in  any  of  the  subsequent  announcements  of 
the  1779  society. 

The  following  notice  was  published  in  the 
Weekly  Monitor  of  February  1 and  February  15, 
1785: 

“These  may  notify  the  Alembers  of  the  first 
Medical  Society  in  the  Thirteen  United  States 
of  America,  since  their  Independence,  that  a 
meeting  will  be  holden  at  the  House  of  Capt. 
Abraham  Fuller,  in  Kent,  on  the  last  Tuesday 
in  June  next,  at  ten  o’Clock,  A.M. 

Per  Order 

Oliver  Fuller,  Secretary 

Kent,  Jan.  22,  ’85 

N.B.  Inoculation  will  take  place  in  Kent,  in 
April  next.  All  necessary  Accommodations  for 
those  who  have  a mind  to  apply. 

O.F.” 

This  is  the  last  time  that  Oliver  Fuller’s  name 
appears  as  an  officer  of  the  society  which  he  served 
as  faithful  clerk  from  1779  to  1785.  He  was  the 
son  of  Thomas  Fuller,  Jr.,^  and  grandson  of  Thomas 
Fuller,  both  of  East  Haddam,  Connecticut.  On  May 
3,  1767  he  married  Alice  Ransom  of  Colchester, 
who  died  October  1,  1776,  and  a year  after  her 
death  he  married  Lois  Gillett.  One  son,  Thomas, 
by  his  first  wife,  became  a physician  in  New  York. 
Fuller,  who  was  made  a member  of  the  Connecticut 
Aledical  Society  in  May  1793,  lived  and  practiced 
in  Kent  where  he  died  on  March  9,  1817  at  the 
age  of  seventy-five. 
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“Dr.  Josephine  Evarts  has  been  kind  enough  to 
iidonn  me  that  Oliver  Fuller  is  buried  in  Good 
Hill  Cemetery  in  Kent,  beside  his  first  wile. 
His  tondjstone  bears  the  following  inscription: 
Doctr.  Oliver  Fidler 
died  March  9,  1817 
aet  lb” 

The  notice  for  the  1786  meeting  also  appeared 
in  the  W'eekly  Monitor,  in  the  editions  of  May  2.H 
and  30,  as  follows: 

“The  first  Medical  .Society  etc.  meet  at  Doctor 
Phineas  Smith’s  in  Sharon  on  the  third  I’uesday 
of  June  next. 

Samuel  Rockwell,  Sec’ry 
Sharon,  May  4,  1786” 

.\o  notice  of  a meeting  in  1787  appeared  in  either 
the  Connecticut  Courant  or  the  Weekly  Monitcw, 
but  in  the  latter  journal  of  June  2,  9 and  Ki,  1788 
we  find  the  following: 

“The  annual  meeting  of  the  I'nited  Medical 
■Society  will  be  holden  at  (',aUoiv’s  Tcwcrn  in 
Sharon,  on  the  third  Tuesday  of  June  next,  at 
ten  o’(dock  A.M.  of  which  all  concerned  are  de- 
sired to  take  notice. 

•Samuel  Rockwell,  Sec’ry 

Sharon,  May  1 llh” 

A similar  notice  appeared  for  a meeting  in 
Sharon  in  June  1789  at  the  house  of  Mr.  Joseph 
Callow,  the  society  being  again  called  the  United 
Medical  .Society.  'Fhe  last  meeting  of  which  there 
is  any  record  took  place  on  the  third  4'ue.sday  of 
June,  1790  in  Xew-Faii fiehl,  the  home  town  of  Dr. 
James  Potter.  The  atinouncemetit  of  this  meeting 
appeared  unsigned  in  three  issues  of  the  W’eekly 
Monitor  as  follows: 

“d'he  Members  of  the  I’.S.  Medical  Society,  are 
reminded,  that  their  Annual  Meeting  will  be 
holden  at  New-Faii  field  at  the  House  ol  Mr. 
John  Hubbel  on  the  third  Fuesday  of  June  next 
at  10  o’clock  .A.M. 

.May  21,  1790” 

The  incorporators  of  the  Medical  Society  ol  New 
Haven  County  and  its  members  had  striven 
arduously  to  obtain  a state  charter  and  to  indicate 


to  the  legislature  that  their  efforts  represented  the 
hopes  and  desires  of  the  profession  throughout 
Connecticut.  'Fhey  urged  physicians  to  form 
societies  in  each  county  and  invited  .some  from  other 
sections  to  join  the  New  Haven  Society.  Accord- 
ingly, in  1791,  James  Potter,*  among  others,  was 
elected  to  their  membership.  4'he  eight  year  struggle 
of  the  members  of  the  Medical  Society  of  New 
Haven  County  to  obtain  a state  charter  gained  the 
interest  and  su|iport  of  the  physicians  of  Con- 
necticut for  which  we  have  any  record  of  continuing 
activity— the  society  which  began  in  the  north- 
western reaches  of  the  state  in  1779  as  the  Sharon 
.Medical  Society  for  the  “Physicians  from  the  Massa- 
chusetts, York,  and  Connecticut  states”— came  to 
an  end  after  ele\en  years  of  .service  to  the  profession. 
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election  in  1791  it  seems  strange  that  his  natne  “.  . . . stands 
at  the  head  of  corporators,  forty-six  in  nuinher,  six  of 
vvhotn  were  from  New  Haven  Coutity.” 


Man  is  not  the  creature  of  circumstances.  Cirnirnstatices  are  the  creatures  of  men. 

—Disraeli 
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Gonnf.cticut  Mpdicink,  M.\Rt:H,  1966 


174th  ANNUAL  MEETING 


of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

Statler-Hilton  Hotel 
10  Ford  Street,  Hartford,  Connecticut 

April  26,  27,  28,  1966 


PROGRAM  COMMITTEE 

Paul  F.  McAlenney,  Nexc  Haven,  Chairman 
Rudolf  E.  Klare,  W oodstock 
David  Babbott,  Hartford 


PRELIMINARY  PROGRAM 
Tuesday  April  26 

Mezzanine  Floor 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

Kenneth  F.  Brandon,  Hartford,  Speaker  of  the  House,  presiding 

10:00  Call  to  Order 
Business  Session 

1:00  Luncheon  for  Officers,  Members  of  the  House  and  Guests 
2:00  Resumption  of  Business 
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Wednesday,  April  27 


9:00  Registration— Mezzanine 

Terrace  Room 

9:30  Call  to  Order— President  of  the  Society 

Address  of  Welcome— President,  Hartford  County  Medical  Association 

9:45  Drug  Induced  Hepatic  Injury 

Fen  ton  Schaffner,  New  York,  New  York 

10:30  Hepatic  Disease— Some  Recent  Advances  in  Treatment 
W'lLLiAM  H.  J.  SuMMF.RSKiLL,  Rochester,  Minnesota 

11:10  Intf:rmission  to  \4sit  Technicai,  Exhibits 

11:10  Polycythemia 

Louis  R.  Wasserman,  New  York,  New  5'ork 

12:20  Post  7’raumatic  Epilepsy 

A.  Earl  Walker,  Bahiinore,  Maryland 

1:00  Luncheon— City  Rooms 

Intermission  to  Visit  Lechnical  Exhibits 

2:00  Disorders  of  Cortisol  Production 

Frank  H.  Tyler,  Salt  Lake  City,  Utali 

2:40  Fhe  Baitfred  C^hild  with  lNNor;ENT  Parents 
John  Caffey,  Pittsburgh,  Pennsylvania 

3:30  Meetings  of  Sections  of  the  Society  and  Guest  Organizations 

Section  on  Dermatology 
Section  on  Gastroenterology  1 

Joint  Meeting 

Section  on  Internal  Medicine  J 
Section  on  Neurology  ] 

Joint  Meeting 

Section  on  Neurosurgery  J 

Section  on  Obstetrics  and  Gynecology 

Connecticut  Society  of  Pathologists 

Section  on  Pediatrics  (Hezekiah  Beardsley  (4ulj) 

Section  on  Physical  Medicine 

Section  on  Preventive  Medicine  and  Public  Health 

Section  on  Proctology 

Section  on  Urology 

Connecticut  Diabetes  Association 

7:00  Annual  Dinner  of  the  Society — Terrace  Room 

Guest  Speaker:  Durward  G.  Hall,  M.D. 

Congressman  from  Missouri 
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Thursday,  April  28 


9:00  Registration— Mezzanine 

Terrace  Room 

9:45  Organ  Transplants— Medical  Management 

Edward  B.  Hager,  Boston,  Massachusetts 

10:30  Organ  Transplants— Surgical  Management 

Richard  E.  Wilson,  Boston,  Massachusetts 

11:10  Intermission  to  Visit  Technical  Exhibits 

11:40  The  Use  OF  Diuretics 

AVhLLiAM  B.  Schwartz,  Boston,  Massachusetts 

12:20  Official  Investigation  of  Sudden  Suspicious  and  Violent  Death— What  Is  Needed 
Milton  Helpern,  New  York,  New  York 

(Program  arranged  with  Association  of  Medical  Examiners  of  Connecticut) 

1:00  Luncheon— City  Rooms 

Intermission  to  Visit  Technical  Exhibits 

Program  Arranged  with  the  Connecticut  Society  of  American  Board  Surgeons 
and  the  Section  on  Orthopedics 

2:00-3:30  A Symposium  on  Trauma 

Moderator:  William  W.  L.  Glenn,  New  Haven 

Panel:  Ronald  A.  Malt,  Boston,  Massachusetts 

Fiorindo  a.  Simeone,  Cleveland,  Ohio 
John  D.  States,  Rochester,  New  York 

3:30  Meetings  of  Sections  of  the  Society  and  Guest  Organizations 

Section  on  Allergy 
Section  on  Anesthesia 
Section  on  General  Practice 
Section  on  Ophthalmology 

Section  on  Orthopedics  1 

y Joint  Meeting 

Connecticut  Society  of  American  Board  Surgeons  J 
Section  on  Otorhinolaryngology 

Connecticut  District  Branch— American  Psychiatric  Association 
Section  on  Radiology 

Association  of  Medical  Examiners  of  Connecticut 
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First  aid  for  a button  popper 


Second  aid  for  a button  popper 
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liAVlADKX*  ,, 

■'fKD.AMpm  r AMINf.  "*  ** 
^IIH  MU’KItBAM'f* 

SEQUELS* 

6^  Wkb«(  ta»mt  Co(»^  , 

^ "“I  to.  Bf«h,h,,s  " 

977.8(9 


iy  providing  combined  anorexigenic-tranquilizing  action, 
3AMADEX  SEQUELS  Capsules  help  your  nonshrinking 
)atients  to  establish  new  patterns  of  eating  less.  The  am- 
phetamine component  suppresses  the  appetite,  while  the 
neprobamate  helps  allay  nervousness  and  tension.  And  for 
nost  patients,  the  sustained  release  of  the  active  ingredients 
provides  convenient  one-capsule-a-day  dosage. 

Side  Effects  commonly  associated  with  either  compo- 
lent  are  possible  but,  to  the  extent  these  are  dose-related, 
hey  should  normally  be  mild  and  infrequent,  since  the 
:otal  dosage  of  each  component  on  the  usual  one-capsule- 
daily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
neprobamate  and  the  stimulating  effect  of  d-amphetamine 
iulfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
verse effects  not  peculiar  to  either  component  have  not 
been  reported.  Side  effects  associated  with  d-amphetamine 
sulfate  include:  insomnia,  excitability,  increased  motor 
activity,  confusion,  anxiety,  aggressiveness,  increased  li- 
bido, hallucinations,  rebound  fatigue,  depression,  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
cardiovascular  reactivity.  Effects  associated  with  meproba- 


mate include;  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex'  Sequels* 

d-amphetamine  sulfate  (15  mg. ) Sustained  Release  Capsules 
and  meprobamate  ( 300  mg. ) 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


FROM  THE  GENERAL  MANAGER’S  OFFICE 


James  G.  Burch 
Director  of  Public  Relations 


William  R.  Richards,  m.d.,  General  Manager 

160  St.  Ronan  Street,  New  Haven,  Conn.  Josephine  P.  Lindquist 

Telephone  865  0587  Assistant  to  General  Manager 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Wednesday,  January  26,  1966 
I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
.Martin,  were:  Drs.  Cidlen,  Hess,  Bradley,  (iold- 
herg,  W.  Marlin,  WTise,  Sr.,  M.  Caplan,  Brandon, 
Rogol,  Grendon,  Egan,  Spit/,  Palumbo,  Shepard, 
.N'olan,  Ciccarelli,  Cramer,  .Abbot,  Petrie,  Wilson, 
Hastings,  and  Roch.  .Also  present  were:  Mrs.  I.ind- 
(piist,  Mr.  Chikoal  (.A.M.A)  and  Dr.  Richards.  .Ab- 
sent were:  Drs.  (iardner,  H.  Caplan,  Pitotk,  .-Vyres, 
Fabro  and  Epstein. 

Invited  guests  atteiuling  the  meeting  were:  Dr. 
Hvman  .A.  Levin,  New  Haven,  and  Dr.  Franklin  .M. 
Foote,  Commissioner  ol  Health. 

II.  Routine  Business 

Approval  Of  Minutes 

.As  printed  and  (listril)uted,  it  was  VO  FED  to 
approve  the  minutes  ol  the  meeting  ol  December 
9,  1965. 

Life  Membership 

It  was  VOTED  to  approve  applications  lor  File 
Membership  of  the  following  eligible  .Active  .Mem- 
bers of  the  Society: 

I.  L.  Amos,  Danbury  (F'C.M.A) 

W'alter  Blogoslawski,  Hartford  (HC.M.A) 

Waldo  F'.  Desmond,  Newtowti  (P'CMA) 

K.  Gregory  Elliot,  W.  Hartford  (HC.M.A) 

David  L.  Ellrich,  Westport  (F"CMA) 

Mark  .A.  Gildea,  Bridgeport  (F'CM.A) 

Nicholas  .A.  Giorgio,  W.  Hartford  (HC.M.A) 
Harry  Ciolston,  Hartford  (HCM.A) 

I.  L.  Harshbarger,  Bridgeport  (F'C.M.A) 

Harold  ,A.  Howard,  ^\^ethersfield  (HC.M.A) 
Dewey  Kat/,  Hartford  (HCM.A) 

Samuel  Marran/ini,  Hartford  (HCMA) 

Frederick  W.  McF'arland,  Stamford  (F'CMA) 
Frit/  M.  Meyer,  Bridgeport  (FThMA) 

Henry  J.  Murray,  Stamford  (FCMA) 

Denis  S.  O’Connor,  New  Haven  (NHCM.A) 
Egmont  |.  Orbach,  New  Britain  (HCMA) 
Francis  Paul,  Norwalk  (F'CMA) 

Peter  Pileggi,  Bridgeport  (F'CMA) 


Irving  Platt,  New  Haven  (NHCMA) 

Fhomas  Preston,  Hartford  (HCMA) 

William  H.  Resnik,  Stamford  (F'CM.A) 

Peter  [.  Scafarello,  Hartford  (HCM.A) 

Nathan  R.  Tolk,  Britlgeport  (F'CM.A) 

\Villiam  H.  Upson,  Suflield  (HCMA) 

F'rancis  B.  Woodford,  Ridgefield  (F'CM.A) 

Election  Of  Student  Members 

It  was  \'OT'ED  to  elect  9 Connecticut  residents, 
who  are  attending  schools  of  metlicine,  to  Student 
Membership  in  the  Society.  Fheir  names  will  be 
published  in  an  early  issue  of  the  Journal. 

Resignations  And  Appointments— Committee  On 
Accident  Prevention 

It  was  \'0  FED  to  accept  the  resignations  of  two 
members  of  the  Committee:  Clement  C.  Clarke, 
New  Haven,  and  Vincent  |.  Turco,  Hartford.  It 
was  further  VOTED  to  appoint  Isao  Hirata,  Jr., 
\ew  Haven,  to  membership  on  the  Committee. 

Replacement— chairman  Of  Subcommittee  To 
Study  And  Revise  The  Bylaws 

By  closed  ballot,  it  was  VOT  ED  to  elect  J.  Alfred 
Fabro,  T'orrington,  as  Chairman  of  this  Subcom- 
mittee of  the  Council,  to  replace  Jachin  B.  Davis, 
New  Haven,  who  is  no  longer  a member  of  the 
Council. 

Confirmation— Interim  Authorization  Of  The  Chairman 

It  was  VOT  ED  to  confirm  an  interim  authoriza- 
tion of  the  Chairman  to  have  Charles  B.  Cheney, 
New  Haven,  a member  of  the  CS.MS  Committee  on 
.Medical  Education  and  Licensure,  attend  the  62nd 
National  Congress  on  .Medical  Education,  Chicago, 
February  3-8,  and  to  reimburse  Dr.  Cdieney  for 
usual  expenses  in  the  amount  of  $250  (approx.)  . 
.As  a representative  of  the  Society,  it  is  understood 
that  Dr.  Cheney  will  file  an  informative  report 
with  the  Council  on  the  proceedings  of  the  Con- 
gress. 

Confirmation— Interim  Appointments  Of  The  Chairman 

It  was  VOT  ED  to  confirm  appointments  of  the 
Chairman  to  have  Peter  J.  Scafarello,  Hartford,  and 
Isadore  H.  F'riedberg,  Newington,  represent  the 
Society  at  an  .AM.A  National  Conference  on  Federal 
.Medical  .Assistance  Programs,  Chicago,  January  20- 
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21,  at  the  expense  of  the  AMA.  A report  oir  the 
proceedings  of  the  Conference,  filed  jointly  by  Drs. 
Scafarello  and  Friedberg,  was  received  too  late  to 
present  at  this  meeting.  It  will  be  reproduced  for 
distribution  to  members  of  the  Council,  the  Com- 
mittees on  National  and  State  Legislation,  and  the 
Committee  on  Third  Party  Payments  and  the  Ad- 
visory Committee  on  Welfare,  Finance  and  Control, 
and  will  be  submitted  for  Council  acceptance  at 
the  next  meeting. 

Representative  To  AMA  Legal  Conference 

In  response  to  a request  from  AMA,  it  was 
\'OTED  that  if  Max  Caplan,  Meriden,  attended 
this  Conference  as  a representative  of  another 
agency,  he  also  serve  as  the  representative  of  the 
Society  and  report  to  the  Council  on  the  proceed- 
ings of  the  Conference. 

Appointment— Committee  On  Medical  Quackery 

In  response  to  a request  from  the  AMA,  it  was 
VOTED  to  appoint  Max  Caplan,  Meriden,  chair- 
man of  a Committee  on  Medical  Quackery  (to  in- 
clude chiropractic  problems,  if  any) , and  to  ask 
Dr.  Caplan,  in  consultation  with  the  President,  to 
recommend  for  appointment  by  the  Council  other 
members  of  the  Society  to  serve  on  the  Committee. 

Date  Of  Next  Meeting 

The  next  meeting  of  the  Council  was  scheduled 
for  Thursday,  February  17,  1966. 

III.  Old,  New  And  Special  Business 

Report— AMA  National  Symposium  On  Venereal  Disease 

Hyman  A.  Levin,  New  Haven,  filed  a written  re- 
port on  his  attendance  at  this  Symposium  as  a 
representative  of  the  Society,  and  joined  the  Coun- 
cil to  augment  his  report  in  person.  Commissioner 
Foote  of  the  State  Health  Department  was  also 
present,  and  participated  in  the  discussion  of  Dr. 
Levin’s  report.  It  was  VOTED  to  accept  the  report, 
with  commendation,  and  to  refer  it  to  the  Commit- 
tee on  Public  Health  for  study  and  recommenda- 
tions, in  concert  with  the  Health  Commissioner, 
with  a view  toward  committing  the  Society  to  the 
support  of  efforts  of  the  Health  Department  and 
others  to  make  health  and  sex  education  a mean- 
ingful, regular  part  of  the  curricula  of  public 
schools  and  state-supported  colleges  and  univer- 
sities. 

Presentation— Certification  Of  Institutional 
Providers  Under  Medicare 

Invited  by  the  Council,  Health  Commissioner 
Eranklin  M.  Foote  joined  the  meeting  to  present 
and  make  a progress  report  on  the  work  of  the 
agency  in  his  Department  which  is  carrying  out  the 


program  of  certification  of  providers  of  institu- 
tional-type services  under  Part  A of  P.L.  89-97.  He 
described  the  immediate  and  continuing  role  the 
agency  expects  to  play  in  such  areas  as  standards 
of  services,  utilization  review  committees,  etc.  After 
a considerable  period  of  time  devoted  to  “questions 
and  answers,”  it  was  VOTED  to  thank  the  Commis- 
sioner for  his  attendance  and  presentation,  and  to 
request  him  to  repeat  his  visit,  from  time  to  time, 
as  the  certification  program  progresses.  In  keeping 
with  a suggestion  of  Dr.  Foote,  it  was  further 
VOTED  that,  on  written  request,  the  Council  act 
favorably  to  appoint  a “small  committee  of  CSMS 
members  to  advise  the  Commissioner  and  his 
agency  on  the  professional  asj^ects  of  certification 
criteria  and  related  matters.” 

Reports— The  Committee  On  Hospitals 

Three  reports  were  received  from  the  Committee 
on  Hospitals.  The  subject  of  the  reports  and  the 
actions  taken  thereon  follow: 

(a)  AMA  Resolution  on  “Physician  Representa- 
tion In  Areawide  Hospital  Planning 

It  was  VOTED  to  accept  as  information  the  Com- 
mittee’s favorable  report  as  to  the  implementation 
of  this  Resolution  in  Connecticut,  with  its  atten- 
dant information  concerning  the  Society’s  partici- 
pation in  the  newly-formed  Hospital  Planning 
Commission  being  activated  under  the  auspices  of 
the  Connecticut  Hospital  Association. 

(b)  “Point-System  of  Rating  Convalescent  Hospi- 
tals and  Nursing  Homes:’’  Enlarging  on  its  pre- 
viously submitted  preliminary  findings,  the  Com- 
mittee filed  a final  report  on  this  subject.  In  brief, 
it  is  the  Committee’s  opinion  that  the  point-system 
is  more  arithmetical  than  medical,  but  that,  at  the 
present  time,  it  is  probably  the  most  practical  way 
of  evaluating  extended  care  facilities  in  the  State. 
It  was  VOTED  to  accept  this  report  as  information. 

(c)  Plans  for  Seminar  on  “The  Implejnentation 
of  Medicare  in  Connecticut:”  It  was  VOTED  to 
accept  as  information  a report  of  the  Committee 
on  its  plans,  in  cooperation  with  the  CHA’s  Council 
of  Professional  Practice,  to  conduct  a seminar  on 
implementing  Part  A of  Medicare,  New  Haven, 
April  20,  1966.  The  audience  will  be  made  up  of 
hospital  medical  staff  representatives,  hospital  ad- 
ministrators and  directors,  representatives  of  CSMS 
sections  on  hospital-based  specialties,  fiscal  inter- 
mediaries, and  others  who  have  a known  interest  in 
the  subject. 

Report— Ad  Hoc  Committee  On  CSMS  Staff  Structure 

Acting  for  this  Committee,  Orvan  W.  Hess, 
Chairman,  filed  a report  containing  two  recom- 
mendations which  summarized  the  Committee’s 
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final  evaluation  of  the  Society’s  public  relations 
needs  at  the  j>resent  time  and  for  the  future.  It 
was  VO  TED  unanimously  to  accept  the  report  and 
recommendations,  and  to  direct  the  Committee  to 
set  about  implementing  its  recommendations  with- 
out delay. 

Directives  To  The  Council— House  Of  Delegates, 

December  9,  1965 

(a)  NHCMA  Resolution : It  was  VOTED  to  refer 
this  resolution  (concerned  with  various  matters 
relating  to  payment  of  physicians  for  their  services) 
to  the  Committee  on  Third  Party  Payments,  sup- 
plemented by  county  association  representatives  and 
Council  representatives  appointed  by  the  Chair- 
man, for  study  and  report  to  the  Council  prior  to 
the  April  26  meeting  of  the  CSMS  House  of  Dele- 
gates. 

(b)  Resolution  on  Reports  oj  Officers  and  Others 
at  Semi-Annual  Meetings  of  the  CSMS  House  of 
Delegates:  It  was  VOTED  to  refer  this  resolution 
for  study,  report  and  recommendations  to  an  .\d 
Hoc  Committee  composed  of  the  Speaker  of  the 
House,  the  Vice-Sj)eaker  and  the  General  Manager. 
In  brief,  the  resolution  calls  for,  as  far  as  possible, 
publishing  the  reports  and  remarks  of  officers,  dele- 
gates and  committees  iti  the  Delegate’s  Handbook 
mailed  out  with  the  call  to  semi-annual  mectitigs  of 
the  House.  It  was  further  \'OTED  to  inform  the  .Ad 
Hoc  Committee  that  the  Council  favors  the  intetit 
of  the  resolution,  but  feels  that  officers  should  be 
privileged  to  augment  (orally)  their  written  reports 
at  the  meetings. 

(c)  COMP  AC  Dues  Billing:  It  was  reported  that, 
as  directed  by  the  House  ol  Delegates,  billings  lor 
volutitary  COMP.AC-.AMP.AC  membership  dues 
have  been  included  on  the  same  statement  as  billings 
for  (;SMS  and  county  association  membership  dues. 
.At  the  time  of  this  report,  the  returns  were  in- 
sufficient to  draw  any  conclusions  as  to  the  efficacy 
of  this  new  approach  to  enrolling  COMP.AC- 
.A.MP.AC  members.  The  report  was  received  as  in- 
formation. 

(d)  The  I9(D  Kerr-Mills  (MAA)  Amendments: 

Received  as  information  was  the  report  that  it  had 
not  been  possible  to  get  this  item  on  the  agenda 
of  the  .Special  Convention  of  the  General  .Assembly 
held  on  January  13,  1966.  The  purpose  of  the  House 
in  seeking  to  aicomplish  this  was  to  give  the  .As- 
•sembly  an  ojiportunity  to  correct  its  “legislative 
oversight’’  in  amending  the  M.A  A ‘'tatutes  at  the 
1965  session  so  as  to  depi/'^i^Iderly  beneficiaries  of 
their  right  to  have  instithtiond  cere  under  the 
direction  of  the  physicians  of  U,  »'oice.  Reason 
for  lack  of  success:  Legislauvc  “ported 

that  the  legislative  leaders  had  d»  ei.  'rg 


business  of  the  .Special  .Session  to  two  specific  items 
and  would  not  permit  other  “meritorious”  matters 
to  be  added.  Ihider  this  item.  Dr.  Hess  reported 
that,  at  the  recpiest  of  Dr.  Cullen,  he  had  joined 
representatives  of  the  state  government,  insurance 
companies,  etc.  in  making  a television  and  radio 
tape  designed  to  bring  various  facets  of  the  Medi- 
care Law  to  the  attention  of  the  public.  Part  of  the 
program’s  purpose,  he  reported,  was  to  urge  the 
elderly  to  sign  up  for  Medicare’s  Part  B without 
delay,  but  that  since  so  little  was  known  about  the 
sjiecifics  of  Part  B at  that  time,  he  had  felt  obliged 
to  exercise  caution  in  making  any  “sales-pitch”  for 
hasty  enrollment. 

Report— Committee  On  Investments 

It  was  \'0  TED  to  reecive  as  information  a (ur- 
rent  report  (through  12/1/65)  of  the  Committee  on 
Investments,  presented  by  Isadore  S.  Goldberg, 
Chairman  (’Treasurer).  In  brief,  the  report  pre- 
sentetl  evitlence  of  a modest  but  steady  growth  in 
the  value  of  investments  made  with  a portion  of  the 
.Society’s  reserve  funds. 

Second  Request— Committee  To  Study  Perinatal 
Morbidity  And  Mortality 

.As  reported  iti  the  minutes  of  the  meeting  of 
November  17,  1965,  the  Council  voted  to  apinove, 
“in  principle,”  plans  for  holding  a seminar  on 
Perinatal  Problems;  to  underwrite  only  a “nominal 
]iart”  of  the  estimated  cost  of  $2,705;  and  to  urge 
the  (Committee  to  seek  other  sources  of  co-spon.sor- 
ship  and  co-financing,  including  commercial  .sources. 
In  a second  reipiest,  pre.scnted  at  this  meeting, 
the  Committee  re]X)ited  that  it  was  unanimous  in 
its  feeling  that  commercial  subsidy  should  not  be 
sought;  that  committments  totalling  $1850  had  been 
obtained  from  two  voluntary  sources;  and  that,  in 
effect,  the  Committee  was  now  requesting  the  Coun- 
cil to  agree  to  underwrite  the  balance  of  the 
estimated  cost  (approximately  $800-1000). 

.\lter  considerable  discussion,  including  a review 
of  allocations  in  the  19(i()  Budget,  it  was  VOTED  to 
oiler  the  (Committee  the  sum  of  $500  as  the  .Society’s 
contribution  to  the  costs  of  the  proposed  seminar; 
to  recommend  that  the  (iommittee  continue  to  seek 
additional  financial  support  from  other  sources; 
ami  to  suggest  that  the  Committee  consider  assessing 
a suitable  “registration  fee”  (as  the  Committee  on 
Hospitals  is  doing  for  its  -April  Medicare  .Sympos- 
ium) to  defray  the  costs  of  the  social  functions  of 
the  seminar  (lunches,  dinners,  cocktails,  etc.) . 

Nominations  To  The  "Hospital  Planning  Commission" 

The  Council  was  advi,sed  that  five  of  its  six 
nominees  for  service  with  the  Hospital  Planning 
Commission  had  accepted  such  service  and  been 
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elected  to  membership  on  the  Commission,  repre- 
senting medical  practice,  as  follows: 

Thomas  M.  Feeney,  Hartford 
Leopold  M.  Trifari,  Hamden 
\Valdo  E.  Martin,  Milford 
E.  Tremain  Bradley,  Norwalk 
Bruce  R.  Valentine,  Abington 

The  sixth  nominee,  G.  S.  Gudernatch,  Sharon, 
had  declined  to  serve  with  the  Commission,  because 
of  other  professional  committments,  and  had  so  noti- 
fied the  CHA  authorities.  Recognizing  that  the 
Planning  Commission  had  been  formally  incor- 
porated on  January  25,  1966,  and  that  the  incor- 
poration may  have  changed  the  modus  operandi  for 
electing  new  members,  the  Council  felt  it  remained 
important  to  have  a full  complement  of  six  repre- 
sentatives of  medical  practice  on  the  Commission, 
and  therefore  VOTED  to  direct  the  nominating 
committee,  made  up  of  the  President,  the  Chairman 
of  the  Council  and  the  Chairman  of  the  Committee 
on  Hospitals,  to  select  a sixth  nominee  and  submit 
same  to  the  Commission. 

Notification  From  C5MS  Section  On  Physical  Medicine 

It  was  VOTED  to  accept,  as  information,  official 
notice  that  the  CSMS  Section  on  (the  Connecticut 
Society  of)  Physical  Medicine  has  voted  to  adopt  a 
resolution  in  favor  of  fee-for-service  (separate  bill- 
ing) for  all  physicians,  in  keeping  with  similar  posi- 
tions adopted  by  the  CSMS  Sections  on  Radiology 
and  Pathology. 

Pursuant  to  this  action,  it  was  further  VOTED 
to  communicate  with  the  officers  of  all  these  Sec- 
tions, asking  how  the  Society  might  assist  them  in 
furthering  the  intent  of  the  resolutions  adopted  by 
the  House  of  Delegates  (December  9,  1965)  con- 
cerning support  of  separate  billing  to  all  patients 
by  hospital-based  specialists. 

Report— Committee  On  Accident  Prevention 

Reporting  on  a matter  previously  referred  to  it 
by  the  Council,  the  Committee  is  of  the  opinion 
that  a physician  examining  an  applicant  for  pos- 
sible service  as  a school  bus  or  other  public  vehicle 
operator  may  not  only  attest  to  the  physical  findings 
elicited  by  his  examination,  but  may  also  certify 
the  examinee  as  physically  qualified  to  operate  such 
vehicles  without  incriminating  or  legally  involving 
himself  by  so  doing.  It  was  VOTED  to  accept  the 
report  of  the  Committee,  and  to  inform  the  Board 
of  Directors  of  HCMA  (who  originally  requested  an 
opinion  in  the  matter)  that  the  Council  concurs 
with  the  opinion  of  the  Committee. 

Request  For  Opinion— HCMA 

Having  received  a request  from  the  Board  of 
Directors  of  HCMA  for  a Council  opinion  on  the 
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cpiestion  of  “the  legality  of  performing  voluntary 
vas  ligations  to  prevent  conception  when  it  (the 
operation)  is  agreed  to  by  a husband,  a wife  and  a 
physician,”  it  was  VOTED  to  recommend  to  the 
HCMA  Board  that  this  matter  of  legality  be  studied 
locally.  Erom  the  discussion  engendered  by  this 
cpiestion,  it  appeared  that  some  members  of  the 
Council  felt  the  recpiest  was  for  an  opinion  as  to 
the  medical  (ethical)  legality  of  the  procedure,  and, 
if  so,  that  the  Council  should  take  no  position  in 
this  regard.  Others  appeared  to  feel  that  since 
policy  has  been  established  by  some  individual  hos- 
pital medical  staffs  with  respect  to  sterilization  and 
related  procedures,  it  might  be  better  to  “let  sleep- 
ing dogs  lie.”  In  any  event,  a motion  to  reconsider 
the  cpiestion  (with  a view  toward  obtaining  formal 
legal  opinion  from  the  Society’s  attorneys)  failed  to 
receive  the  recpiired  two-thirds  affirmative  vote. 

The  DeBakey  Legislation— Heart  Disease, 

Cancer  And  Stroke 

It  was  VOTED  to  receive  as  information  an  in- 
formational report  on  the  present  status  of  plans  to 
implement  this  legislation  in  Connecticut,  with 
the  Yale  and  UConn  Schools  of  Medicine  to  be  the 
“centers”  around  which  a “regional  medical  pro- 
gram” will  be  constructed.  It  was  further  VOTED 
to  recjuest  the  President  to  wnite  to  the  Deans  of  the 
two  medical  schools  concerning  the  Society’s  interest 
in  the  Connecticut  implementation  of  P.L.  89-239, 
and  offering  the  assistance  of  the  Society  in  the  pre- 
liminary planning  for  such  implementation. 

There  appeared  to  be  general  agreement  that  it 
would  be  desirable  for  the  Society  to  have  available 
for  reference  and/or  specific  purposes  sets  of  “policy 
statements,”  “guiding  principles,”  “preferred  ob- 
jectives” or  “minimum  standards”  on  both  Medi- 
care and  the  DeBakey  legislation,  and  it  was  there- 
fore VOTED  to  recpiest  the  Committee  on  Hos- 
pitals (which  has  been  studying  these  laws)  to  make 
recommendations  to  the  Council  w'hich  might  be 
used  as  the  basis  for  developing  such  statements, 
objectives,  etc.,  hopefully  in  time  to  be  discussed  at 
the  next  meeting.  The  latter  Committee’s  previously 
submitted  report  on  Medicare  utilization  review 
committees  was  advanced  as  an  example  of  what  is 
desired. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  January 
26,  1965.  Detailedf- minutes  of  the  meeting 
are  on  file  at  160  Sf^'^Ponan  Street,  New 
Haven,  for  hero’  ' '''ested  mern- 

Jtor  o^  , , 
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PLACEMENT  WANTED 


PLACEMENT  OPPORTUNITIES 


DERM  A rOLOGIS  1 — Broad  backgiouiul  with 
extensive  training.  Seek  gronp  association,  |)osition 
or  desiraltle  practice  location  upon  completion  of 
residency  in  )nne,  19(i().  Boarcl  eligible,  military 
obligations  completed. 

(.ENERAL  SURCiEOX  - Boaid  certified,  sub- 
specialty  training  in  Head  and  Neck  surgery.  Espe- 
cially interested  in  Derby-.Vnsonia  or  Danbury 
areas. 

IN  EERNIS'E— Board  certified,  SS  years  of  age, 
military  obligations  completed.  Would  like  to  prac- 
tice in  a medium  to  large  community  with  an  asso- 
ciate oi  group,  but  will  consider  .solo  practice  as 
well.  .Available  immediately. 

( )BS.-G\N.— Board  eligible  ()bs.-(iyn.  with  Gon- 
necticnl  license  wishes  to  locate  in  piaclice  in  (ion- 
nectient  with  cither  a |)artner  or  group.  Will  con- 
sider a solo  practice  as  well.  .Available  immediately. 

1*.\  rilOIXKiiS  r — Board  certified  in  Glinical 
Pathology  and  eligilile  in  .Anatomic  Pathology  and 
Internal  .Medic  ine,  (ionnectic  iit  license.  Degree  in 
Public  Health.  Wishes  to  locate  in  Gonnecticiit  in 
a situation  that  will  allow  lull  use  oi  tliveisilled 
ti  aining. 


^^'.AN^ED— House  Physician— diversified  duties 
in  accredited,  volimtary  hospital.  Gonnecticiit  li- 
cetise  recpiired,  no  weekends,  .lid .'),()()()  yearly.  Please 
reply  to:  P.  O.  Box  (H8,  Bridgeport,  Gonnecticiit 
ObbOl. 

INl'ERN l.Sl— Board  eligible  or  certified  Intei- 
nist  with  sub-speciality  training  in  Gastroenterol- 
ogy to  join  a multi-specialty  group  in  New  Britain. 
Eligibility  for,  or  Cionnecticiit  license  recpiired. 

IN'I'ERNESl’— Board  certified  or  eligible  Intern- 
ist needed  to  take  over  fully  established  practice 
and  office  of  physician  who  is  going  into  Peace 
Gorps  shortly.  Located  in  C.lastonbury,  Gonnecli- 
c iit,  just  a few  minutes  from  Hart  lord  Hospital. 

.VNE.SEHESlOIXKil.sr— Board  certified  or  eli- 
gible .Anesthesiologist  to  serve  in  (i.a  bed,  fully 
accredited  rural  hospital  which  .serves  two  com- 
munities of  about  10, ()()()  total  population. 

(i.P.’s  needed  for  Wallingloi il-.Aferiden  area  for 
private  practice  in  a rapidly  growing,  industrial 
area  of  (ionneclic ut.  Eor  lurlhei  information,  con- 
tact .M.  J.  Esposito,  .M.D.,  ‘kH;')  Gook  ,A\enue,  .Meri- 
den, (Connecticut. 


The  majority  of  stable  adult  diabetics  are  overweight. 

The  excessive  body  weight  is  accompanied  by  an  increased,  albeit  delayed, 
release  of  insulin  in  response  to  hyperglycemia. 

Insulin  promotes  lipogenesis  and  suppresses  fat  mobilization, 
thus  favoring  continued  obesity  in  the  presence  of  hyperglycemia 
and  glycosuria  and,  at  the  same  time,  resistance  to  ketoacidosis. 


DBI-TD  lowers  Mood  sugar 

without  stimulating  insulin  secretion 


PATHOLOGIST— Full  or  halt-lime  to  direct  the 
clinical  laboratory  in  a 230U-bed  mental  hospital. 
Ample  opportunity  for  teaching  and  research  avail- 
able. ^Fell  equijiped  and  fully  staffed  laboratory. 
Emphasis  on  neuropathology.  Board  certified  or 
eligible  Pathologist  preferred.  Salary  range:  $14,740- 
.$19,100.  Fringe  benefits:  3 weeks’  paid  vacation,  3 
weeks’  paid  sick  leave,  11  paid  holidays,  free  Blue 
Cross,  CMS  and  Major  Medical  insurance.  Con- 
tact John  F.  Lowney,  Jr.,  M.D.,  Stqjerintendent, 
Connecticut  Valley  Hospital,  Middletown,  Con- 
necticut. 

CLINICAL  DIRECTOR  for  Metlical-Surgical 
Sert  ice  in  a decentralized  2300-bed  mental  hospital. 
.\ctive  teaching  program  in  psychiatry,  affiliated 
with  Yale  University.  Fully  staffed  medical  service. 
Board  certified  or  eligible  Internist  preferred.  Sal- 
ary range:  $15,460-,|20,000.  Fringe  Benefits:  3 weeks’ 
]>aid  vacation,  3 weeks’  paid  sick  leave,  11  paid 
holidays,  free  Blue  Cross,  CMS  and  Major  Medical 
insurance.  Contact  John  F.  Lowney,  Jr.,  M.D., 
Superintendent,  Connecticut  Valley  Hospital,  Mid- 
dletown, Connecticut. 

CLINICAL  OPENINGS  for  physician,  internist 
or  general  medical  background  to  practice  in  asso- 
ciation with  other  physicians;  merit  system,  attrac- 
tive salary  and  retirement  program  with  excellent 


sick  leave,  vacation  and  insurance  benefits. 
WRITE:  State  Health  Department,  79  Elm  Street- 
Room  301,  Hartford,  Connecticut  06115.  EOUAL 
OPPORTUNITY  EMPLOYER. 

WANTED,  COLLEGE  PHYSICIAN  - for 
women’s  college,  1400  students.  Out-patient  and  in- 
patient services,  with  nursing  staff  and  laboratory. 
Full-time  or  part-time.  Write:  Mary  N.  Hall,  M.D., 
Connecticut  College,  New  London,  Connecticut. 


1966  MEETINGS 

March  24—  182nd  Annual  Meeting  of  the  New 
Haven  County  Medical  Association  to  be  held 
at  the  Waverly  Inn,  Cheshire,  Connecticut. 
Business  Meeting  tentatively  set  for  3:30  P.M. 

March  30— Second  Symposium  on  Kidney  Di- 
sease by  the  Kidney  Foundation  of  Connecti- 
cut to  be  held  at  the  Mary  S.  Harkness  Audi- 
torium, Yale  University,  New  Haven,  Con- 
necticut. Program  sessions  9:00  A.M.  to  5:00 
P.M.  Registration  Fee  $5.00. 

April  26-28  — 174th  Annual  Meeting  of  The 
Connecticut  State  Medical  Society  to  be  held 
at  the  Statler-Hilton  Hotel,  Hartford,  Con- 
necticut. 


II  the  stable  adult  diabetic  who  is  diet-unresponsive  and  overweight 
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Uol"l  U 

BRAND  OF 

PHENFORMIN  HCl 

timed-disintegration  capsules  50  mg. 


tus  DBI-TD  together  with  proper  diet  usually  affords  effective  control  in  the  overweight,  ketoacidosis-resistant  diabetic 
. reduces  high  blood  sugar  and  elevated  serum  insulin  levels,  and  leads  to  gradual  weight  loss.  Anorexia  has  been 
iggested  as  a possible  basis  for  weight  loss;  however,  controlled  studies  suggest  that  it  is  due  to  the  mechanism  of  drug 
rtion.  Comparable  dosages  of  DBI-TD  do  not  induce  weight  loss  or  lower  blood  sugar  in  nondiabetic  subjects.  For  the 
ftoacidosis-prone  diabetic,  insulin  is  still  the  essential  hypoglycemic  drug. 


aw  in  its  seventh  year  of  clinical  use . . . DBI-TD  affords  simple,  convenient  once-a-day  or  at  most  twice-a-day  dosage  for 
ost  patients. 


>sage:  1 to  3. capsules  dally.  Side  Effects:  Gastrointestinal, 
curring  more  often  at  higher  dosage  levels,  abate  promptly  upon 
sage  reduction  or  temporary  withdrawal,  Precautions:  Occasion- 
y an  insulin-dependent  patient  will  show  "starvation”  ketosis 
:etonuria  without  hyperglycemia)  which  must  be  differentiated 
>m  "insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
!ated  accordingly.  Lactic  acidosis  has  been  reported  in  nondia- 
tics  and  diabetics  treated  with  insulin,  with  diet,  and  with  DBI. 
lestion  has  arisen  regarding  possible  contribution  of  DBI  to 
rtic  acidosis  in  patients  with  renal  impairment  and  azotemia  and 
!o  those  with  severe  hypotension  secondary  to  myocardial  or 
wel  infarction.  Periodic  B.  U.  N.  determinations  should  be  made 
len  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
!l  should  not  be  used  when  there  is  significant  azotemia.  Any 
rdiovascular  lesion  that  could  result  in  severe  or  sustained  hypo- 
I'sion,  which  may  itself  lead  to  development  of  lactic  acidosis. 


should  be  considered  cause  for  immediate  discontinuation  of  DBI 
at  least  until  normal  blood  pressure  has  been  restored  and  is  main- 
tained without  vasopressors.  Should  lactic  acidosis  occur  from  any 
cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  Contraindications:  Severe  hepatic 
disease,  renal  disease  with  uremia,  cardiovascular  collapse.  Not 
recommended  without  insulin  in  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery). 
Pregnancy  Warning:  During  pregnancy,  until  safety  is  proved,  use 
of  DBI,  like  other  oral  hypoglycemic  drugs,  is  to  be  avoided. 

Consult  product  brochure. 

Also  available:  DBI  tablets  25  mg. 

u.  s.  vitamin  & pharmaceutical  corp. 

800  Second  Avenue,  New  York,  N.Y.  10017 
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MAJOR  MEDICAL  EXPENSE  PLAN 


A.  NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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Letters  To  The  Editor 


To  The  Editor: 

The  suspension  of  a physician  from  his  county  medical 
association  is  a very  severe  punishment.  When  an  M.D.  is 
suspended,  lie  can  be  deprived  of  his  hospital  privileges.  He 
cannot  move  to  another  state,  becatise  the  primary  condition 
to  obtain  a reciprocity  license  is  "good  standing”  in  his 
original  county  association.  He  may  lose  a lifetime  oppor- 
tunity of  a job,  for  which  he  is  particularly  cjualifietl.  Thus, 
the  word  suspension,  which  on  the  surface  does  not  appear 
crtiel  at  all,  is  in  fact  a cpiasi  complete  destruction  of  a 
colleague’s  career. 

To  deserve  such  a punishment  an  INf.D.  mtist  lie  guilty  of 
very  .serious  unethical  acts.  A simple  complaint  of  a third 
party,  which  is  not  satisfied  cvith  a doctor’s  bill,  when  the 
patient  was  pleased  with  the  doctor’s  care  and  not  only  paid 
the  bill,  but  also  showed  his  appreciation  in  some  other 
way,  cannot  and  should  not  be  used  by  a committee  on  ethics 
to  whip  and  to  break  clown  a memiter  of  the  medical  pro- 
fession. To  treat  a doctor  this  way  is  "to  take  away  all  liberty 
from  one’s  action  and  thoughts.”  This  is  in  flagrant  contra- 
diction with  Article  1,  Section  1 of  “The  Duties  of  Physicians 
to  Each  Other”  (Principles  of  Medical  Ethics,  American 
Medical  Association).  Coming  from  a committee  on  ethics, 
which  is  supposed  to  be  a watchdog  over  other  members  of 
the  association,  it  is  particularly  distasteful. 

Why  the  insurance  companies  are  trying  to  use  an  ethical 
committee  to  keep  doctors  under  their  control  is  difficult  to 
understand.  Instead  of  promising  to  pay  100%  or  80%  of  a 
doctor’s  bill,  they  could  state  clearly  the  maximum  amount 
they  would  pay  for  each  medical  act.  They  would  thus  have 
no  need  to  interfere  in  the  relationship  between  doctor  and 
patient. 

For  a committee  on  ethics  to  order  a doctor  to  reimburse 
to  a patient  a few  dollars,  which  he  paid  his  doctor  with 
gratitude,  in  order  to  please  an  insurance  company,  is  to 
forget  that  the  primary  role  of  a medical  association  is  to 
uphold  the  doctor’s  dignity  and  to  protect  the  doctor-patient 
relationship. 

I think,  it  is  high  time  for  all  of  tis  to  ask  ourselves  the 
cjuestion  "Quo  vadis,  Meclicus”  and  after  reflection,  to  act 
the  right  way.  To  begin  with,  we  should  make  it  a rule  that 
"no  member  of  a county  medical  association  will  be  sus- 
pended without  a vote  of  two  thirds  of  the  members  jnesent 
at  a regular  or  special  meeting  of  the  association.” 

Marcel  Thau,  M.D. 

Hartford,  Conn. 

This  letter  was  referred  to  Dr.  Fabro  who  has  the  follow- 
ing to  say  about  Dr.  Thau’s  communication. 

Dr.  Marcel  Thau’s  letter  raises  several  interesting  issues, 
mainly  by  implication.  Its  essence  seems  related  to  the  pro- 
cedures in  handling  questions  related  to  fees. 


Regarding  the  C[uestions  of  fact  in  the  case  of  the  suspen- 
sion of  a physician,  I can  of  course  say  nothing.  But  as  to  the 
procedure  to  be  used  in  such  cases,  I can  make  several 
observations  resulting  from  my  experience  as  chairman  of 
ilie  subcommittee  on  censorship  questions  of  the  Council. 

.Vlthough  Di.  dhau’s  motion  is  a valid  one  for  con.sider- 
ation,  we  ought  to  examitie  our  county  l)yhiws  to  evaluate 
our  methods  for  handling  ])ioblems  related  to  fees. 

Especially  rvith  Medicare  and  major  medical  insitrancc  we 
will  note  use  of  the  expressions:  "usual  and  customary,”  and 
"reasonable,”  and  “prevailing”  fees.  Who  is  to  determine 
the.se?  Each  county  .society  should  have  a committee  to  answer 
recjuests  abottt  such  fees  and  to  give  information.  This  com- 
mittee is  usually  called  a Review  Committee.  It  is  not  dis- 
ciplinary. 

Complaints  by  third  parties  aboitt  fees  shotdd  be  handled 
by  a diflerent  procedure.  This  committee  is  usually  called 
a Grievance  Committee.  It  also  is  not  disciplinary.  It  acts  to 
arbitrate  and  resolve  complaints  about  fees. 

Then  there  are  fees  so  unconscionable  .as  to  rellect  on  the 
good  name  of  the  profession.  Stich  fees  can  be  grounds  for 
disciplinary  action  by  a county  medical  society  if  a fee 
charged  by  one  of  its  members  is  so  exorbitant  as  to  repre- 
sent an  infraction  of  our  principles  of  medical  ethics. 

It  is  quite  important  that  a county’s  methods  and  pro- 
cedures for  handling  fees  be  carefully  considered.  The  above 
differences  in  function  and  procedure  may  seem  subtle,  but 
they  are  definite  and  important. 

I would  like  to  remind  Dr.  Thau  that  every  member  is 
protected  by  the  right  to  appeal  of  any  county  action  to  the 
Council,  and  ".  . . its  decision  in  all  such  matters  shall  be 
final.”  (Article  7,  section  1,  paragraph  4.)  .‘\lthough  I serious- 
ly doubt  that  any  committee  of  doctors  is  being  “used”  by 
insurance  companies,  after  the  C.M.S.  episode  of  several  years 
ago.  Dr.  Thau  is  right  in  being  alert. 

One  last  jroint:  Is  the  primary  role  of  a medical  as,sociation 
to  uphold  the  doctor’s  dignity— as  Dr.  Thau  states? 

J.  A.  Fabro.  M.D. 

Torrington,  Conn. 


Letters  to  the  Editor  are  luelcome  and  will  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  with  other  material  which  is  submitted  for  publication, 
all  letters  ivill  be  subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Editor,  Connecticut  Medicine, 
160  St.  Ronan  Street,  New  Haven,  Connecticut,  06511. 
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THE  CONNECTICUT  PHYSICIANS'  ART  ASSOCIATION  1966  EXHIBITION 


The  Connecticut  Physicians’  Art  Association 
is  planning  the  1966  art  exhibit  in  conjunction 
vvitli  the  annual  meeting  ol  The  Cionnectiait 
State  Medical  Society.  This  will  be  held  at  the 
Statler  Hilton,  Hartford,  Conn,  on  ,\j)iil  2h,  27, 
28,  1966. 

All  previous  exhibitors  are  invited  to  show 
their  works  at  this  meeting  and  new  exhibitors 
among  physicians  and  their  lamilies  are  cor- 
dially invited  to  join  the  group  of  art  hobbyists. 
Works  eligible  will  include  oil,  water  color, 
tempora,  black  and  white,  etchings,  ])hotogra- 
jdiy,  pastels,  sculjtture  and  ceramics.  Eligible 
exhibitors  are  members  of  The  Connecticut 
State  Medical  Society,  their  wives,  and  children. 
.\rt  works  will  be  judged  in  four  categories:  1. 
children  throtigh  16  years  (over  l(i  will  be 
judged  with  adults)  ; 2.  beginners  to  three  years; 
■S.  over  three  years;  4.  professional. 

Fee:  A hanging  fee  of  one  dollar  (,‘>1.00)  will 
be  charged  for  each  entry  and  fifty  cents  (.‘Ji.-aO) 
for  children  under  16  with  three  pictures  al- 
lowed per  artist. 

Pictures  should  be  framed  and  wired  for 
hanging.  1 he  exhibition  will  be  judged  by 
professional  artists. 

.\  special  effort  will  be  made  to  recogni/e 
merit  in  each  group  .so  it  is  important  to  fill  in 
the  entry  blank  completely  stating  the  number 
of  years  that  you  have  been  enjoying  this  hobby. 
Profe.ssional  artists  are  welcome  and  will  be 
judged  in  the  j)rofessional  class. 

.Art  works  must  be  submitted  tcj  a representa- 
tive of  the  .Art  .Association  in  the  lobby  ol  the 
.Statler  Hilton  Hotel  on  Sunday,  .April  21th 
between  the  hours  of  12  and  8 P.M.  Parking 
temporarily  near  the  side  entrance  is  possible 
for  the  few  minutes  involved  in  dropping  oil 
these  art  works.  Please  forward  entry  bhinks 
and  checks  to  the  address  listed  below  prior  to 
-Ajnil  15th.  .Make  checks  payable  to:  Conuecli- 
cut  Physicians’  Art  Association. 

.Members  who  wish  to  exhibit  may  contac  t the 
following  chairmen  for  further  information  and 
additional  entry  blanks: 


Stewart  J.  Petrie,  .M.D.,  56  Minerva  Street, 
Derby,  Conn.,  president,  Cionnecticut  Physi- 
cians’ .Art  .Association. 

Mrs.  Orvan  Hess,  29  Old  Orchard  Road,  North 
Haven,  Conn.,  vice  president. 

Edward  AVilliams,  M.D.,  269  Chitrch  Street, 
Naugattick,  Conn. 

Ciharles  O’Neil,  M.D.,  18  .Vsylum  Street,  Hart- 
ford, Conn. 

Herman  .Austrian,  M.D.,  9.85  White  Plains 
Road,  Erumbull,  Conn. 

Other  auxiliary  membeis  that  may  be  con- 
tacted if  further  infonnation  is  needed  include: 

.Mrs.  Ernest  Rosenthal,  17  Pine  Street,  W’est 
Hartford  Hartford  County 

Mrs.  .Merrill  Rubenow,  68  Butternut  Road, 
Manchester  Hartford  County 

Mrs.  David  W'askowic/,  85  A\’hitemen  Road, 
New  Britain  Hartford  County 

.Mrs.  Clarence  Harwood,  1850  Old  .Alill  Road, 
.Middletown  Middle.sex  Countv 

Mis.  Ralph  Gilman,  W illow  Brook  Road, 
Storrs  A\'inclham  Ciount) 

Mrs.  William  S.  Matirer,  Babcock  Hill  Road, 
.South  Whndham  AVindham  County 

Mrs.  .Mark  Hayes,  l(i8  Ridgewood  .Avenue, 
North  Haven  New  Haven  County 

Dr.  Ste])hen  .Magyar,  875  Ceoige  Street,  New 
Haven  New  f hiven  County 

Mrs.  .Albert  (fosselin,  RED  No.  1,  Norwich 

New  London  County 

Mrs.  Roland  .A.  Mariani,  99  Ocean  .Avenue,  New 
London  New  London  County 

Since  a good  art  sho\\-  will  add  much  to  the 
success  of  this  meeting,  participation  and  co- 
operation of  all  art  hobbyists  is  solicited. 

Sti:w.\ri  J.  PriRti:,  President, 
Connecticut  Physicians’  .Ait 
Association, 

56  Minerva  Street, 

Derby,  Connectiuit. 
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FOR  NEW  ENGLAND  PHYSICIANS: 


BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician 
associations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 

Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 


mail  coupon  for  prospectus 


Beacon  Investing  Corp. 

C O National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 


Mectical  Society. 


Whwt  Afou 

dIntocain  lotiok  mild 

f li 

•;PqR^^A—  Alcohol . 70% 

^ Benzocaine  10*4 

. Chloroform,  4 mins,  per  lluidounce. 

SaikA  OK  TSabtf  . . . 

KlKEliTbCAIN  LOTION  MILD  makes  it  eosier  to  go  through 
troublesome  teething  period.  A small  amount,  applied  with 
massage,  brings  quick,  soothing  relief  to  irritated  and 
^liUnned  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

)ut  Mtc  Mother  . . . 

By  Pt»viding  more  comfort  and  extra  sleep  for  the  baby.  DENTO* 

. lotion  MILD  grants  the  mother  greater  peace  of 

' n^Stl'and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
V' h,  for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,U.S.A. 


Prolessional  samples 
and  descriptive 
literature  sent  on 
requMt. 
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WESTFIELD 

NURSING  HOME 
Inc. 


Westfield  Road,  Meriden 


CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  CONDITIONS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 
238  1291 


ESTFIELD 

NURSIN6 
HOME 

tncorpmaled 

WESTFIELD  ROAD 

MftlDfN.  CONN 

Telephone  238*1291 

Horold  D«d*rieli  Adminidrotor 


Connecticut  Western: 

I want 

to  know  more 
about  your 
Mutual  Fund 
that  invests  in 
Insurance 
Stocks. 

Please  send  me 
a prospectus. 

Name 

Address 


(I  understand  there  is  no  load  ^ 
or  redemption  charge  — 
and  no  salesman  will  call.  / 

Connecticut  Western  Mutual  Fund 

One  Atlantic  Street,  Stamford  2,  Conn. 
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AROUND  THE  STATE 


New  Haven  County 

The  182nd  Annual  Meeting  of  the  New  Haven 
County  Medical  Association  will  be  held  at  Waver- 
ly  Inn,  Cheshire,  on  Thursday,  March  24th  at  3:30 
P.M.  This  is  the  first  meeting  since  the  change  in 
By-Laws  which  will  make  attendance  at  a meeting 
once  in  two  years  a requirement  for  membership. 
It  is  at  the  annual  meeting  that  the  ladies  are  our 
guests.  The  agenda  is  made  up  with  this  in  view. 

The  Woman’s  Auxiliary  will  be  entertained  in 
the  afternoon  by  Mr.  Frederick  Sternberg  of 
“Flowerland”  with  an  illustrated  talk  on  “Flower 
Arrangement.” 

The  agenda  for  the  county  members  will  call  for 
the  election  of  officers,  committee  members  and 
alternate  delegates  for  the  year  1966-67,  and  those 
provisory  members  recommended  by  the  Committee 
on  Credentials  and  Orientation. 

A social  hour  and  dinner  will  follow  at  which 
time  Dr.  Luca  Celentano  will  be  presented  with 
the  Retiring  President  Placque. 

To  make  the  evening  program  memorable.  Dr. 
Charles  Verstandig’s  committee  has  arranged  an  en- 
tertainment program  by  Shearen  Elebash  of  Mont- 
gomery, Alabama.  Mr.  Elebash  is  an  exceptional 
pianist  and  entertainer,  combining  a program  of 
wit  with  concert  artistry.  His  performance  will 
make  this  an  evening  to  be  remembered,  along  with 
others  of  the  past  which  we  still  talk  about. 

H.  A.  Levin,  M.D. 

Clerk 

Board  Of  Governors 
New  Haven  County  Medical  Association 
January  27,  1966 

I The  first  meeting  of  the  Board  of  Governors  of 
j the  New  Haven  County  Medical  Association  in  the 
I year  1966  was  held  on  Thursday,  January  27,  1966 
I at  the  Colonial  House,  Hamden,  with  Dr.  Luca 
! Celentano,  presiding. 

, None  of  these  meetings  are  simple  routine.  Of  in- 
terest, I mention  that  plans  were  discussed  for  the 
Annual  Meeting  to  be  held  at  Waverly  Inn,  on 
' March  24th.  The  Ladies  Auxiliary  will  be  guests 
of  the  Association.  Since  this  will  also  be  the  first 
of  our  meetings  at  which  attendance  is  to  be  regis- 
tered as  provided  by  By-Laws  changes,  we  desire  to 
make  our  Annual  Meeting  outstanding  as  reward 
j rather  than  routine.  The  program  will  be  an- 
j nounced  at  an  early  date. 

I 


The  Orientation  Dinner  and  Indoctrination 
Ceremony  for  Provisory  members  held  on  January 
20,  1966,  was  described  to  the  Board  as  most  re- 
warding to  all  participants. 

Life  membership  was  granted  to  Dr.  Henry 
Giamarino  after  42  years  of  membership. 

The  next  meeting  will  be  held  on  February  24, 
1966  at  4:30  P.M.  at  the  Colonial  House. 

From  The  Connecticut  State 
Department  Of  Health 

The  Connecticut  Council  for  Planning  Hospital 
and  Medical  Facilities  today  reviewed  and  ap- 
proved the  1966  revision  of  the  statewide  plan  for 
the  program,  it  was  announced  by  Franklin  M. 
Foote,  M.D.,  Commissioner,  Connecticut  State  De- 
partment of  Health.  He  said  that  an  entirely  new 
system  of  priorities  for  U.  S.  Public  Health  Service 
grants  had  been  made  a part  of  the  1966  revision. 

This  year’s  plan,  under  which  approximately 
$2,000,000  will  be  distributed,  incorporates  changes 
in  methods  of  determining  the  need  for  hospital, 
nursing  home  and  public  health  centers,  and  other 
medical  facilities  in  accordance  with  the  require- 
ments of  federal  Public  Law  88-443. 

One  of  the  changes  effected  by  the  passage  of  this 
law  was  to  provide  funds  for  the  modernization  of 
hospitals  and  medical  facilities.  The  needs  for  such 
modernization  in  Connecticut  has  been  determined 
in  this  year’s  plan.  Another  change  will  virtually 
eliminate  new  construction  of  religious  sponsored 
and  non-proHt  nursing  homes  with  the  help  of 
federal  funds. 

Dr.  Foote  explained  that  the  council  decided  to 
retain  the  same  11  hospital  service  areas  as  last 
year  and  to  establish  4 priority  groups  for  each 
category  of  facility  for  both  new  construction  and 
modernization.  The  priorities  are  used  in  deter- 
mining allocation  of  federal  grants  to  assist  in 
constructing  or  modernizing  medical  facilities. 
These  grants  are  available  to  sponsors  of  eligible 
non-profit  projects  which  serve  a community  need 
and  have  admission  policies  unrestricted  as  to  race, 
color  or  religion. 
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WOMAN’S  AUXILIARY 

President 

Mrs.  William  R.  Richards,  Hamden 


President-Elect 

Mis.  John  D.  O’Connell,  \Vest  Hartford 

First  Vice-President 
Mrs.  James  F.  Jones.  Danielson 

Second  Vice-President 
Mrs.  Ralph  T.  Telia,  Stamford 


Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbull 

Corresponding  Secretary 
Mrs.  .Anthony  Cipriano,  Hamden 

Treasurer 

Mrs.  Stephen  A.  Hulme,  ^Vest  Hartford 


ANNUAL  MEETING  OF  THE 

WOMAN'S  AUXILIARY  TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 

Wednesday,  April  27,  1966 
The  Corner  House,  Farmington,  Conn. 

Save  The  Date 


riie  22nd  .\niui;d  Meeting  ot  the  W'oman’s 
.Attxiliary  to  the  Conneetieiit  .Slate  Medical  .Society 
will  he  lield  on  .April  27th,  at  d'he  Corner 

House  in  Farmington,  Conn. 

Registration  will  be  at  10:00  .A.M.,  with  the  htisi- 
ne,s,s  meeting  at  10:30  .A..M. 

Dr.  Francis  Chillo,  Chairman  of  the  Board  of 
(X)MPAC;  will  address  the  members  at  the  bttsiness 
meeting. 

Fhere  will  be  a hospitality  hotir  from  12:00  to 
1:00  with  hnuheon  at  1:00.  At  the  luncheon,  Mrs. 
Karl  F".  Ritter  of  Lima,  Ohio,  a national  director 
of  the  Whiman’s  .Auxiliary  to  the  .American  .Medical 
.Association  will  speak. 


D a I KS  Fo  Rk.mi,miu.r 

Annual  Convnition  of  WAAMA,  June  20-30,  1900, 
at  the  Drake  Hotel,  Chicago,  Illinois. 

Atinnal  Conference  of  U'AAMA,  October  2-5,  1900, 
at  the  Drake  Hotel,  Chicago,  Illinois. 

Regional  ]]'ork.slioj>,  Eastern  Region,  New  A'ork, 
I9()0,  October  10-11,  (hotel  to  be  announced). 
1 he  Regional  Workshoj)  will  be  for  the  follow- 
ing State  Committees:  .AM.A-ERF,  Community 
Service,  Legislation,  Membershij),  Mental  Health, 
Rural  Health. 

November,  1900— Clinical  (Conference  of  the  .A.M.A 
will  be  held  in  Las  VY'gas,  Nevada. 


Which  Son  Will  Be  A Doctor? 

If  you  aspire  to  have  a doctor  in  your  family,  your  eldest  son  may  turn  out  to  be  the  one  who  aims 
for  a medical  career. 

Fhe  eldest  may  be  most  likely  to  enter  medical  school,  particularly  if  he  has  several  brothers  and 
sisters,  or  if  his  father  didn’t  achieve  (piite  the  status  that  coidd  be  ex])ected  from  the  father’s  level  of 
education. 

d'he.se  are  .some  of  the  preliminary  findings  of  a report  in  the  current  Journal  of  the  American  Medi- 
cal .Association. 

Fhe  report  is  by  two  staff  members  of  the  Institute  for  .Social  Research  at  the  University  of  Michigan. 
It  is  ba.sed  on  a survey  ot  the  class  of  19()8  at  the  university’s  School  of  Medicine. 

Wdien  the  2()7-member  class  entered  medical  school  in  fall  19()-1,  it  contained  2i/,  times  as  many  eldest 
sons  of  families  as  youngest  sons,  the  report  said.  (I’he  report  actually  is  based  on  a study  of  172  male 
students  who  had  hrothers  or  sisters.  Fhe  class  also  contained  1 1 women  and  20  men  who  were  only 
children.  Four  students  were  absent  at  the  time  of  the  survey.) 

The  unusual  frequency  of  eldest  sons  as  medical  students  was  “pariiadarly  striking”  for  families  in 
which  the  father’s  occupation  is  ‘‘low  in  the  socioeconomic  .scale  relative  to  his  education,”  the  authors 
said. 

'Fhey  suggested  that  fathers  who  fail  to  achieve  some  of  their  own  ambitions  may  strongly  influeme 
the  aspirations  of  their  sons. 
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OBITUARY 


William  J.  Bodie,  M.D. 

1897-1965 

Dr.  WTlliam  Joseph  Bodie  of  Branford,  Connecti- 
cut, died  in  the  Hospital  of  St.  Raphael  on  Decem- 
ber 21,  1965.  Death  was  due  to  multiple  myeloma 
and  pneumococcus  meningitis. 


Dr.  Bodie  was  the  son  of  the  late  John  and  Marie 
McKeon  Bodie.  He  was  born  in  New  Haven  and 
attended  Sacred  Heart  School,  Hillhouse  High 
School  in  1918  where  he  played  on  the  baseball  and 
football  teams  with  distinction.  He  was  graduated 
in  1925  in  the  first  graduating  class  of  Providence 
College,  where  he  played  on  the  baseball  team.  He 
graduated  in  1929  from  Georgetown  Medical 
School  in  Washington  and  served  his  internship  at 
the  Hospital  of  St.  Raphael  from  1929  to  1930. 

Dr.  Bodie  practiced  general  medicine  in  Bran- 
ford from  1931-1962  when  he  became  ill.  He  served 
as  assistant  attending  in  medicine  at  the  Hospital 
of  St.  Raphael  from  1933  to  1962. 

Dr.  “Bill”  served  in  the  Navy  in  World  War  I 
and  as  a Major  U.S.M.C.  from  1942  to  1945,  dur- 
ing which  service  he  was  awarded  the  Bronze  Star 
and  Special  Commendation  Medal  for  Outstanding 
Service  Beyond  the  Call  of  Duty. 

Providence  College  rewarded  him  a degree  of 
Honorary  Master  of  Science  in  1963. 

Dr.  Bodie  leaves  his  wife,  Mrs.  Rebecca  Glazer 
Bodie,  a daughter,  Mrs.  Rebecca  Bomster,  and  a 
son  William  }.  Bodie,  Jr.,  his  brother  Dr.  John  A. 
Bodie  of  New  Haven,  and  five  grandchildren. 

Dr.  “Bill”  Bodie  was  blessed  with  a fine  physique, 
was  noble  in  appearance,  possessed  a gentle  and 


kindly  manner.  He  was  observant  and  tolerant.  He 
had  spent  several  years  in  the  seminary  prior  to 
deciding  upon  medicine  as  a career,  thus  being  ex- 
ceedingly well  prepared  to  meet  the  vicissitudes  of 
life  and  the  variations  of  his  fellow  men  in  a most 
philosophical  manner. 

He  was  the  ideal  practitioner  in  general  practice, 
beloved  and  respected  by  his  patients  and  his  com- 
munity and  highly  regarded  by  his  colleagues  who 
looked  upon  him  as  a gentleman  in  the  practice  of 
medicine.  Requiescat  in  pace. 

Albert  J.  Howard,  M.D. 


In  Memoriam 


Dennehy,  William  J.— New  Haven;  Yale  School 
of  Medicine,  i9f8.  Dr.  Dennehy  had  practiced 
medicine  in  New  Haven  for  40  years.  During  World 
War  I,  he  served  as  a lieutenant  in  the  Navy.  He 
was  a member  of  the  staff  of  the  Hospital  of  St. 
Ralphael.  He  tvas  a member  of  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  He  was  also  a member  and  past  secre- 
tary of  the  New  Haven  County  Medical  Associ- 
ation. Dr.  Dennehy  died  January  31,  at  the  age 
of  70. 

Garlick,  George  B.— Fairfield;  Yale  School  of 
Medicine,  1912.  Before  retiring  in  f958.  Dr.  Car- 
lick  had  been  an  ear,  nose  and  throat  specialist  in 
the  Fairfield  area  for  44  years.  During  World  War 
I,  he  served  in  the  Medical  Corps  as  a First  Lieu- 
tenant. Dr.  Carlick  was  a memiter  of  the  Bridge- 
port Medical  Association,  the  Fairfield  County 
Medical  Association,  the  Connecticut  State  Medical 
Society,  and  the  American  Medical  Association. 
Dr.  Carlick  died  February  1,  at  the  age  of  80. 

Giamariiio,  Henry  J.— New  Haven;  Baltimore 
University  School  of  Medicine,  1906.  Dr.  Ciamarino 
was  a veteran  of  World  War  I and  a practicing 
surgeon  in  the  New  Haven  area  for  more  than  54 
years.  He  was  a member  of  the  Courtesy  Surgical 
Staff  at  Yale-New  Haven  Hospital,  the  American 
and  International  Colleges  of  Surgeons,  the  New 
Haven  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society,  and  the  American  Medi- 
cal Association.  Dr.  Ciamarino  died  February  10, 
at  the  age  of  83. 
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special  Notices 


Doctor's  Office 


YALE  MEDICAL  SOCIETY  SYMPOSIUM 
Tuesday,  March  15th 

4:30  P.M. 

Mary  S.  Harkiiess  Auditorium 
Sterling  Hall  of  Medicine 
333  Cedar  Street,  New  Haven 

“Of  All  Female  Teenagers  in  Connecticut  in  19()5,  One  Out  of 
Six  was  Illegitimately  Pregnant.  Is  There  a Solution?” 
Panel  Members; 

Dr.  George  James,  Dean,  Medical  College  of  Mount  Sinai 
Hospital,  New  York 

Dr.  Stephen  Fleck,  Department  of  Psycliiatry,  Vale  Ihiiversity 
School  of  Medicine 

Dr.  Philip  Sarrel,  Department  of  Obstetrics  and  Gynecology, 
Vale  University  School  of  Medicine 

KIDNEY  FOUNDATION  OF  CONNECTICUT 
March  30,  1966 

Fhe  Kidney  Foundation  of  Connecticut,  an  afliliate  of  the 
National  Kidney  Foundation,  announces  the  Second  Sym- 
posium on  Kidney  Disease  at  the  Mary  S.  Harkness  Audi- 
torium, \'ale  University,  333  Cedar  Street,  New  Haven, 
Conneclictit,  \\'ednesday,  March  30th,  1960.  Program  sessions 
9:00  .-\.M.  to  5:00  P.M.  Registration  Fee  .?5.00.  Phis  includes 
hincheon.  Courtesy  registrations  (do  not  inchide  luncheon) 
are  available  for  house  staff,  re.search  fellows  and  nurses 
upon  retpiest  from  their  supervisor.  Fhe  current  status  of 
kidney  transplantations  and  the  management  of  thronh 
renal  diseases  will  he  included  iu  the  program. 

ANNUAL  MEETING  OF  THE  CONNECTICUT 
DIABETES  ASSOCIATION 
April  27,  1966 

Dr.  Martin  G.  Goldner,  Professor  of  Medicine  at  .State 
University  of  New  York  and  Director  of  the  Department  of 
Medicine  at  the  Jewish  Hospital  of  Ilrooklyn,  will  speak  at  the 
.\nnual  Meeting  of  the  Connecticut  Diabetes  .\ssociation  on 
Wednesday,  .\pril  27  at  3:30  P.M.  at  the  Statler  Hotel  in 
Hartford. 

His  topic  will  he  “Drug  Management  of  Organic  Hypo- 
glycemias.” 

SYMPOSIUM  ON  MODERN  TRENDS  IN  MIDDLE  EAR  SURGERY 
Newark,  New  Jersey 
Wednesday,  May  IB,  1966 

I'hc  Academy  of  Medicine  of  New  Jersey  and  the  New 
Jersey  .Veademy  of  Ophthalmology  and  Otolaryngology  will 
present  a one  day  program  on  current  trends  in  middle  ear 
surgery.  Topics  include  eudolymidiatic  sac  surgery,  Meniere’s 
disease,  acoustic  neuroma,  complications  of  stajres  surgery, 
progress  in  middle  ear  microsurgery,  and  inner  ear  pathology 
associated  with  chionic  otitis  media  and  mastoiditis.  'Fhe 
speakers  will  he  Dr.  J.  Brown  Farrior,  Dr.  Frederick  R. 
Guilford,  Dr.  Harold  F.  .Schuknecht,  and  Dr.  George  E. 
Shambough. 

Registration  fee  of  .SIO  should  he  sent  to  .kcademy  of 
Medicine  of  New  Jersey,  317  Belleville  Avenue,  Bloomheld, 
New  Jersey  before  May  1,  19GG. 


Beverly  A.  Foss,  M.D.,  announces  the  opening  of 
an  office  for  the  practice  of  obstetrics  and  gynecol- 
ogy at  159  Ocean  Avenue,  New  London. 

Joseph  M.  Groinults,  Jr.,  M.D.,  announces  the 
opening  of  an  office  for  the  practice  of  internal 
medicine  at  (ffiS  Post  RcNid,  Darien. 

John  W.  Htiine,  M.D.,  announces  the  removal  of 
his  office  to  8.^  Morgan  Street,  Stamford. 

\\'illiam  A.  Sinton,  M.D.,  Robert  P.  Fornshell, 
M.D.,  and  Felix  J.  Callan,  M.D.,  announce  the 
association  of  Francis  P.  Saitnders,  M.D.  in  the 
practice  of  orthopedic  surgery  at  85  Osborne 
Street,  Danbury. 

Robert  Turlboer,  i\f.D.,  announces  the  removal 
of  his  office  for  the  practice  of  jjsychiatry  to  300 
.Vmity  Road,  Woodbritlge. 


CLASSIFIED  ADVERTISING 

59.00  for  25  words  or  less; 

$13.00  for  50  words;  20(f  for  cadi  additional  word. 

51^  extra  if  keyed  through  CONNECTICUT  MEDICINE 

P.W.Vlil.E  I.N  ADV.VNCE 

Closing  Date  for  copy;  10th  of  month  PRECEDING 
date  of  issue. 

FOR  .S.VLE.  Completely  fuiiiished  and  ctptipped  internist's 
ollice  in  northern  Fairfiekl  County.  Office  almost  brand  new. 
Practice  is  growing  in  a very  promising  area  near  a 500-hed 
hos]iital.  Would  like  to  arrange  a cpiick  sale  to  the  right  man. 
Can  arrange  introductions  in  the  community  and  hospital 
privileges.  tVrite  to  M.F..S.  c/o  Connecticut  Medicine,  IGO 
■St.  Ronan  Street,  New  Haven,  Conn. 


SUB-LE'F,  furnished  or  unfurnished  medical  office  space,  890 
stjtiare  feet,  in  new,  modern  btiliding,  Stamfonl,  Conn. 
Eqtiippcd  for  X-ray  and  jihysical  therapy.  Write  to  R.C.K. 
c/o  Connecticut  Medicine,  160  St.  Ronan  Street,  New  Haven, 
Connecticut. 


FOR  SALE-Ji’ly  ist^HARIFORD  REGION-high  class 
stthurhan  area— internist  practice— no  money  down— all  office 
e<[tiipment  included  in  selling  price  of  25%  of  the  1965  gro.ss. 
Write  to  F.P.C.  c/o  Connecticut  Medicine,  KiO  St.  Ronan 
Street,  New  Haven,  Conn. 


DOCTOR — Does  your  wife  like  to  read 
the  Auxiliary  news?  Then  he  sure  and  take 
your  eopy  home. 
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CHANGED  YOUR  ADDRESS 
RECENTLY? 

I 

If  you  have  changed  your  address  recently, 
or  intend  to  do  so  shortly,  please  return  this 
coupon  properly  filled  out  to  insure  uninter- 
rupted delivery  of  your  copies  of  CONNECTICUT 
MEDICINE.  Send  your  change  of  address  to: 
Connecticut  Medicine,  160  St.  Ronan  Street,  New 
Haven,  Connecticut,  06511. 

Name  

Former  Address: 

Street  

City 

State  

New  Address; 

Street 

City  

State Zip  Code  No 

Journals  mailed  to  the  wrong  address  are  returned  to  the 
Journal  oflFice  which  pays  an  average  of  10^  per  copy.  To 
insure  prompt  delivery  and  keep  journal  expenses  at  a mimi- 
mum,  please  notify  this  office  as  far  in  advance  as  possible. 


SYMPOSIUM 

ADVANCES  IN  THE  DIAGNOSIS 
OF  MALIGNANCY 

Wednesday,  April  13,  1966 

The  New  Haven  Branch  of  the  American 
Cancer  Society,  in  association  with  the  Acad- 
emy of  General  Practice,  New  Haven  Branch, 
are  presenting  a one  day  symposium  on  Ad- 
vances in  the  Diagnosis  of  Malignancy  on 
Wednesday,  April  13,  1966,  from  9;00  A.M.  to 
3:00  P.M.  at  the  Education  Binlding,  Hospital 
of  St.  Raphael,  New  Haven. 

The  speakers  will  be  Simon  Berger,  Phila- 
delphia; Burton  Lee,  New  York;  Merrill 
Bender,  Buffalo,  New  York,  and  Averill 
Liebow  of  New  Haven.  Topics  will  include 
cytologic  technitpies,  mammography,  thermog- 
raphy, isotope  techniques,  and  lymphangi- 
ography. 

There  will  be  no  registration  fee  and  the 
meeting  is  open  to  all  physicians. 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned^^ 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  coupon  today! 


Underwritten  by. 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York,  N.Y. 

IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


1 Dr 

Address 

I City  or  town 


Zip  Code 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitro’, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 


LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident.  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  offices  in  . . . 

BRIDGEPORT  - HAMDEN  — NEW  LONDON  — WATERBURY 
WETHERSFIELD  - STAMFORD  - TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Lite  Insurance  Alliliate:  United  ol  Omaha 
Home  Olfice:  Omaha,  Nebraska 


Niirsinjj  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HAHTP’ORI).  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency.  Cheater  Hartford  Community  Council 
Estahlislied  1949 

.Mrs.  R.  C.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 
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NEW  BOOKS  IN  REVIEW 


HYPERTENSION.  Pol.  13.  Proceedings  of  the  Council 
for  High  Blood  Pressure  Research.  American  Heart 
Assoc.  Cleveland.  November  13-14,  1964.  Edited  by 
Simon  Rodbard,  M.D.  200  pp.  Illustrated.  $2.50. 

Re%iewed  by:  LOUIS  H.  NAHUM 

There  are  43  contributors  of  high  standing  in  the  basic 
science  field  to  this  issue  and  14  original  contributions 
divided  into  three  sections,  each  followed  by  a spirited  dis- 
cussion. 

The  first  group  of  papers  deal  with  such  studies  as  lenal 
tissue  tluid  turnover,  uptake,  storage  release  and  metabolism 
of  catecholamines  by  the  heart,  metabolism  of  nor-cpine- 
phrine  in  patients  with  hypertension,  interrelationship 
between  elevation  of  blood  pressure  and  angina  pectoris, 
and  the  action  of  nor-epinephrine  and  nerve  stimulation  on 
a perfused  foreleg  of  the  dog. 

1 he  second  group  of  papers  are  devoted  to  the  lenin- 
angiotensin  system  and  their  actions. 

The  third  group  is  made  up  of  five  papers  dealing  with 
peripheral  circulation,  auto-regulation,  capillary  circulation, 
and  the  calcium  control  of  the  arterial  wall  in  normotensive 
and  hypertensive  rats. 

This  symposium  is  obviously  by  and  for  physiologists  with 
the  relation  of  the  findings  to  clinical  hypertension  some- 
what unclear.  As  is  true  of  basic  science  in  general,  it  is 
hoped  that  out  of  it  will  come  some  practical  benefits  that 
the  physician  will  be  able  to  use  in  understanding  and  man- 
aging the  hypertensive  patient. 

A paper  on  primary  aldosteronism  and  how  it  produces 
hypertension  would  have  belonged  in  this  symposium  and 
would  have  been  of  practical  value  also  to  the  clinician  as 
well  as  the  physiologist. 

SURGERY  IN  WORLD  WAR  II,  THORACIC  SURGERY, 
Volume  II.  Prepared  and  published  under  the  direc- 
tion of  Lieutenant  General  Leonard  D.  Heaton,  The 
Surgeon  General,  United  States  Army.  Office  of  the 
Surgeon  General,  Department  of  the  Army,  Washing- 
ton, D.C.,  1965.  Illustrated. 

Reviewed  by:  C.  ELTON  CAHOW 
Few  areas  of  endeavor  derive  lasting  benefit  from  war. 
Surgery,  and  thoracic  surgery  in  particular,  are  exceptions  to 
this  rule.  The  principles  governing  thoracic  surgery  gained 
impetus  during  World  War  I.  Thereafter,  progress  was  surely 
hut  at  times  painstakingly  slowly  achieved.  With  the  advent 
of  World  War  II,  advances  in  the  understanding  of  basic 
pathophysiologic  concepts  and  the  development  of  technics 
based  on  these  concepts  were  tremendously  accelerated.  This 
did  not  happen  by  chance  but  occurred  as  a result  of  very 
careful  interpretation  and  analysis  of  the  data  accumulated 
from  battle  casualties.  As  in  volume  I,  the  authors  of  this 
second  volume  on  Thoracic  Surgery  in  World  War  II  present 
the  results  of  their  cumulative  experience  in  the  Medi- 
terranean and  European  theaters  of  operation  and  in  the 
Zone  of  Interior. 


The  hook  is  divided  into  three  sections.  In  section  I, 
“Special  Types  of  Wounds  of  the  Chest,”  thoracic,  cardiac 
and  thoracoabdominal  wounds  are  considered  in  detail.  The 
material  is  presented  in  a straightforward  factual  manner, 
including  pertinent  case  material  illustrative  of  each  type  of 
wound.  Of  special  interest  in  this  section  is  the  discussion 
of  wounds  of  the  heart,  including  retained  foreign  bodies. 
Newer  concepts  in  management  of  these  wounds  are  discussed 
in  detail. 

In  section  II,  “Complications  of  Wounds  of  the  Chest,” 
special  attention  is  devoted  to  “certain  complications  of  these 
injuries  whose  significance  was  realized,  or  fully  realized,  for 
the  hist  time  in  W'orld  W at  II.  These  complications  include 
the  "wet  lung”  syndrome,  hemothorax  and  hemothoracic 
empyema.  The  natural  history  of  traumatic  hemothorax  as 
it  progresses  to  thrombosis  and  organization  or  develops  into 
hemothoracic  empyema  is  clearly  described.  In  addition, 
pertinent  histologic  sections  are  reproduced  to  illustrate  these 
changes.  The  authors  then  proceed  with  a well-grounded  dis- 
cussion of  the  necessity  for  and  the  timing  of  decortication 
in  these  cases.  The  successful  removal  of  retained  foreign 
bodies  from  the  heart  and  great  vessels  at  134  operations 
without  a mortality  constitutes  a remarkable  surgical  accom- 
plishment. 

■Section  III,  “Observations  on  4Vounds  and  Diseases  of  the 
Chest  in  the  Zone  of  Interior,”  includes  the  more  complicated 
cases  from  the  battle  zones  as  well  as  the  pulmonary  diseases 
ordinarily  encountered  in  any  large  population.  An  especially 
interesting  feature  of  this  section  is  the  15-18  year  followup 
and  rc-evahiation  of  167  patients  who  sustained  thoiacic 
trauma  during  1943-45.  The  good  end  results  in  this  small 
group  substantiates  the  sound  reasoning  upon  which  therapy 
was  based. 

The  tremendous  volume  of  material  encompassed  by  these 
authors  represents  an  editorial  accomplishment  worthy  of 
praise.  That  this  material  is  well  organized,  thoroughly 
digested  and  presented  in  a comprehensive  manner  is  further 
reason  to  consider  this  work  one  of  the  more  significant 
contributions  to  the  surgical  literature.  If  at  times  the  authors 
seem  repetitive  and  didactic  this  is  a minor  fault  of  a book 
which  is  otherwise  so  well  written. 

TEXTBOOK  OF  OBSTETRICS.  Authors:  John  C. 

Ullery,  Zeph  J.  R.  Hollenbeck.  The  C.  V.  Mosby  Com- 
pany, Saint  Louis  1965,  752  pp.  with  292  fig.  and  3 

color  plates.  $17.50. 

Reviewed  by;  ORVAN  W.  HESS 

This  guide  for  the  care  of  obstetrical  patients  is  a product 
based  on  the  abundant  clinical  experience  of  members  of 
the  Department  of  Obstetrics  and  Gynecology  at  Ohio  State 
University  School  of  Medicine.  It  is  augmented  by  contri- 
butions from  others  representing  several  closely  related 
disciplines.  In  accordance  with  a presently  prevailing  concept 
among  medical  educators,  the  objective  of  the  book  is  an 
attempt  to  supply  students  at  all  levels  with  insight  concern- 
ing methods  of  arriving  at  the  solution  of  problems  of  man- 
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agemeiu  rather  than  to  furnish  a didactic  outline  to  be 
dutifully  followed  for  the  treatment  of  disease  entities. 

Presentation  of  clinical  material  concerned  with  a par- 
ticular subject  under  discussion  is  correlated  with  pertinent 
anatomical,  physiological  and  pathological  considerations. 
I his  is  done  in  such  a manner  as  to  effectively  provide  a 
logical  c.xplauatiou  for  the  management  of  a wide  variety 
of  conditions  which  may  be  encountered  in  either  private 
practice  or  a hospital  emironment. 

This  7,')2  page  textbook  is  very  readalde  and  should  be  of 
great  practical  value  to  practitioners. 

CELLULAR  RIOLOCY  OF  MYXOVIRUS  IXFECTIOXS. 

Edited  hr  G.  E.  VTolsteuholme  tmd  Julie  Knight. 

Ciha  Foundation  Srinposiuin.  Little,  Rrotvn  and  Co., 

Boston,  Massachusetts.  1964.  368  pp.  $12.00, 

Reviewed  by:  PE  PER  LS.\CSON 

Inllnen/a  was  one  of  the  first  well-studied  animal  viinses 
since  it  grows  readily  in  embryonated  eggs  and  can  be  easily 
as.sayed  by  hemagghitination.  Up  to  1950  most  texts  on  ani- 
mal virology  were  primarily  concerned  with  inlincnza  and  the 
related  mumps  and  Newcastle  Disease  viruses;  there  was 
simply  little  else  to  discuss.  Then  tissue  culture  appeared 
on  the  scene  and  allowed  for  precise  cpiautitativc  technicpies 
in  the  study  of  many  other  animal  viruses.  Orientation  in 
basic  re.search  shifted  markedly  towards  the  simider  animal 
viruses  such  as  itoliovirus.  .Aside  from  the  availability  for 
research  tools,  this  shift  was  aided  by  the  extensive  grant 
su])port  of  the  National  Eoundation  for  Infantile  Paralysis. 

In  this  ])roce.ss  myxoviruses  lost  much  of  their  attention. 
In  the  past  ew  years,  however,  there  has  been  a lesmgeuce 
of  interest  in  myxoviruses  for  reasons  well  illustrated  by  this 
sympexsium.  lo  begin  with,  this  family  of  viruses  has  con- 
siderably enlarged  and  now  includes  parainfluen/a  viruses 
1-1,  measles,  rinderpest,  distemper,  and  R.S  (resi)iratory 
syncytial)  as  well  as  the  previously  mentioned  influenza, 
mumps,  and  Newcastle  disease  virmses.  .Secondly,  myxo- 
viru.ses  are  chemically  and  structurally  complex  and  pose 
many  fascinating  cpiestious.  In  contrast  to  the  simple  viruses 
which  are  composed  .solely  of  nucleic  acid  covered  by  sym- 
metrically arranged  viral  protein  subunits,  myxoviruses  con- 
tain an  inner  ribonucleojjrotein  helical  core  surrounded  by  an 
envelope  through  which  .spikes  project.  1 he  envelope  con- 
tains li|)ids,  enzymes,  and  a variety  of  incorporated  pre- 
formed host  macromolecules,  including  host  antigens.  Aside 
from  the  ability  to  infect  host  cells,  these  viruses  have  the 
biological  features  of  hemagglutination,  internal  and  external 
antigens,  and  some  possess  the  enzyme  neuraminidase  as  well 
as  a hemolysin  and  cell  fusion  factors.  Virologists  who  were 
at  first  dismayed  by  the  complexity  of  these  viruses  arc  now 
realizing  that  a correlation  of  structure  and  function  in 
myxoviruses  will  be  of  considerable  importance  in  under- 
standing host-parasite  relationships  to  a level  somewhat  more 
involved  than  represented  by  the  simple  viruses. 

This  symposium  brings  together  the  pertinent  recent  ad- 
vances in  the  areas  of  structure,  classification,  intracellular 
development,  genetics,  and  antigenic  composition  of  myxo- 
viruses. There  are  fourteen  contributions  by  leading  workers 
in  the  field  with  discussions  after  each  article.  Although  not 
in  the  format  of  journal  articles,  most  are  presentations  of 


original  data  from  the  authors'  own  laboratories,  rather  than 
serving  as  literature  reviews.  There  is  the  inevitable  un- 
evenness of  style  but  the  majority  of  the  presentations  are 
clear,  concise,  and  valuable  contributions. 

I he  appeal  of  this  symposium  will  be  largely  limited  to 
those  actively  engaged  in  laboratory  research  in  animal 
virology.  I'his  is  the  audience  for  whom  it  was  intended  and 
theie  is  no  pretense  at  developing  any  direct  implications  to 
cliucal  disease.  For  anyone  with  more  than  superficial  interest 
in  infectious  di.sease,  however,  this  collection  will  give  valuable 
insight  into  the  trends  of  fundamental  research  on  myxo- 
viruses. 
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Books  received  for  review  are  acknowledged  in  this 
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Polymyxin  B- Neomycin -Bacitracin 

ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base)  ..5  mg. 


Tubes  of  V2  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo. 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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MEDICAL  NEWS 


AMA  Nutrition  Lectures  Presented  At 
Two  Connecticut  Colleges 

I he  Connecticut  State  Medical  Society,  in  co- 
oj>eration  with  the  American  Medical  Association 
and  two  Connecticut  county  medical  associations 
sponsored  clinical  nutrition  lectures  in  two  colleges 
during  the  month  of  March. 

Dr.  Nevin  S.  Scrimshaw,  Professor  and  Mead  of 
the  Department  of  Nutrition  and  Food  Science, 
Massachusetts  Institute  of  Technology,  delivered 
(he  lectures,  both  on  the  topic  of  “Food  and  Nutri- 
tion in  the  Future.” 

'Fhe  lectures  were  ]jresented  at  the  \\’illitnantic 
State  College,  \\hllimantic,  on  March  3,  in  coopera- 
tion with  the  Windham  County  Medical  Associ- 
ation, and  at  Quinnipiac  College,  Hamden,  with 
the  cooperation  of  the  New  Haven  County  Medical 
Association  on  March  15. 

Designated  staff  personnel  of  area  hospitals, 
schools,  and  convalescent  homes  were  invited  to 
attend  the  lectures. 

Fhe  AMA’s  Council  on  Foods  and  Nutrition 
initiated  the  clinical  nutrition  program  during  the 
last  academic  year  and  it  is  being  carried  out  in 
regions  of  the  United  States  witli  several  |)rominent 
lecturers  participating. 

The  lectures  are  planned  to  stimulate  under- 
graduate students  to  consider  careers  in  the  health 
sciences  and  to  inform  physiciatis  and  health  per- 
.sonnel  of  new  developments  in  nutrition. 

'Fhirty-six  lectures  have  been  scheduled  in  the 
four-state  region  which  includes  (atnnecticut.  New 
5'ork,  Ohio,  and  Pennsylvania. 


Athletes  Warned  About  Drugs 

.An  American  Medical  .Association  committee  to- 
day warned  athletes  and  coaches  that  unauthorized 
use  of  two  types  of  drugs  in  sports  carries  serious 
health  risks. 

llie  drugs  are  DMSO  (dimethylsulfoxide),  the 
highly  publicized  solvent  and  “pain  reliever”  that 
is  still  in  the  testing  stage,  and  androgenic-anabolic 
steroids,  which  are  sometimes  used  with  the  hope 
of  inducing  weight  gain. 

Use  of  these  drugs  has  apparently  been  creeping 
into  athletics,  said  the  .AMA  Committee  on  the 
Medical  Aspects  of  Sports.  Both  types  of  drugs  arc 
comjdetely  inadvisable  for  athletes,  as  are  the 
amphetamines  (pep  pills)  about  which  previous 
wartiings  have  been  issued. 

Androgenic-Anabelic  Steroids 

‘‘'Fhere  is  no  excuse  for  giving  (these  steroids)  to 
healthy  athletes  of  any  age,”  the  committee  said. 


“These  drugs  are  categorically  condemned  for  the 
athlete.  Any  drug  sufficiently  potent  to  alter  the 
body’s  metabolism  is  sufficiently  potent  to  have  un- 
desirable as  well  as  desirable  effects.” 

In  prepubertal  boys,  the  committee  said,  the 
steroids  may  prematurely  stop  growth,  induce  pre- 
cocious puberty,  and  result  in  decreased  testicular 
size.  In  the  pubertal  boy,  the  steroids  markedly  sup- 
press production  of  testosterone,  a male  hormone, 
in  the  developing  testes.  In  adult  male.s,  testicular 
size  and  function  revert  to  the  prepubertal  stage, 
and  there  is  “decreased  libido,”  the  committee  said. 
Oral  doses  of  the  steroids  have  produced  changes 
in  liver  function  in  all  age  groups. 

If  these  effects  aren’t  enough  to  discourage  use  of 
the  “weight-gain”  steroids,  the  committee  said  ath- 
letes should  consider  that  a recently  completed 
study  showed  no  significant  performance  differ- 
ences between  athletes  who  received  an  anabolic 
steroid  and  others  who  received  a placebo,  or 
“blank.” 

The  androgenic-anabolic  steroids  are  so  named 
because  they  resemble,  chemically  and  functionally, 
the  male  sex  hormones.  Male  (androgenic)  hor- 
mones are  produced  primarily  by  the  testes;  testos- 
terone is  the  principal  androgen.  All  the  commer- 
cially available  androgenic  steroids  share  the  prop- 
erties of  testosterone,  which  are  (1)  growth  stimu- 
lation, (2)  acceleration  of  bone  maturation,  and 
(3)  virilization. 

It  is  true  that  androgenic-anabolic  steroids  may 
lead  to  increased  weight.  These  drugs  also  have 
other  benefits  that  make  them  useful  in  the  treat- 
ment of  .some  anemias,  osteoporosis  of  bone,  and 
chronic  debilitating  illnesses,  as  well  as  male  hor- 
mone deficiencies. 

However,  w’hen  the  drug  consumer  is  a healthy 
male  without  deficiencies,  significant  new  problems 
are  posed.  'Fhe  ill  effects,  such  as  decrease  in  ulti- 
mate height,  decreased  testicular  size,  and  changes 
in  liver  function,  are  insidious  and  not  immediate-  ^ 
ly  ajiparent,  the  .AM.A  committee  said. 

DSMO 

.As  for  DMSO,  the  problem  is  that  “popular  pub- 
licity jumped  the  gun  on  the  necessary  testing  pro-  i 
cedures  established  by  law  to  protect  the  public,” 
the  committee  said.  “A  ptiblic  demand  for  DMSO’s  i 
purported  sensational  cpialities  has  reached  the  I 
physician  long  before  sound  scientific  investigations  ; 
can  define  its  values  and  hazards.”  I 

DMSO  is  an  old  chemical  solvent  that  is  being  ^ 
investigated  as  a drug.  Currently,  its  only  legal  j 
ethical  use  is  by  physicians  in  registered  studies  ^ 
with  .several  sponsoring  drug  companies.  'Fhis 
status  of  DMSO— for  sports  or  other  uses— will  not 
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change  until  the  U.  S.  Food  and  Drug  Administra- 
tion releases  it  for  stipulated  clinical  purposes,  or 
declares  it  ineffective  or  too  hazardous  for  use. 

Compounding  the  problem  is  that  there  are  two 
grades  of  DMSO,  the  medically  pure  grade,  which 
is  under  test,  and  readily  available  industrial-grade 
solvent,  which  contains  impurities. 

The  DMSO  that  would  be  used  on  an  athlete  by 
anyone  other  than  a physician  in  a registered  study 
would  be  the  impure  industrial  grade.  (If  pro- 
moted otherwise,  the  promotion  is  fraudulent  or 
stolen  goods  are  being  used.) 

DMSO  is  a potent  solvent  and  penetrating  agent, 
and  is  even  a carrier  of  other  agents  through  the 
skin.  Whatever  impurities  are  dissolved  in  the  in- 
dustrial-grade DMSO  could  be  absorbed  in  the 
body. 

Even  when  medically  pure  DMSO  is  used,  an 
athlete  might  also  absorb  toxic  “external  use  only’’ 
ingredients  of  commonly  used  medicinal  products. 
Insecticides  and  other  chemicals  sprayed  on  a foot- 
ball field  might  be  carried  into  a player’s  blood 
stream  by  DMSO  and  cause  serious  side  effects. 

“With  some  chronic  conditions,  pain  relief  is  un- 
doubtedly a benefit.  But  in  sports,  pain  is  a re- 
spected safeguard  against  the  premature  return  of 
the  athlete  to  competition,’’  the  AMA  committee 
said. 

Using  DMSO  to  mask  pain  so  that  an  athlete  can 
return  to  activity  may  cause  a serious  injury  or 
health  problem  to  be  overlooked.  It  also  might  re- 
sult in  further  abuse  of  the  injury. 

“Athletes,  coaches,  trainers,  and  team  physicians 
should  depend  only  upon  products,  practices,  and 
resources  known  and  proven  to  be  of  help  in  reach- 
ing and  maintaining  optimal  performance  levels— 
before  and  after  injury. 

“By  doing  so,  they  are  safeguarding  the  health 
of  the  athlete  as  well  as  assuring  peak  perform- 
ance,” the  committee  said.  “Improper  or  doubtful 
care  of  the  injured  athlete  does  him  no  service;  it 
merely  leads  to  aggravation  and  extended  absence 
from  peak  performance  if  not  in  fact  to  the  obliter- 
ation of  future  goals.  This  should  be  enough  to 
prevent  anyone  devoted  to  athletics  from  trying 
unproven  drugs  such  as  DMSO.” 


Married  Couples  Strike  A Bargain 

To  make  their  marriages  work,  many  middle- 
class  American  husbands  and  wives  strike  long- 
term “bargains”  with  each  other,  suggests  an  article 
in  the  current  Archives  of  General  Psychiatry,  pub- 
lished by  the  American  Medical  Association. 

These  agreements  often  have  litle  to  do  with 
commonly  recognized  sexual  roles,  said  Don  D. 
Jackson,  M.D.,  director  of  the  Mental  Research 
institute,  Palo  Alto,  Calif. 


The  quid  pro  quo  (“something  for  something”) 
relationships  are  simply  a way  to  work  out  the 
running  of  a household. 

One  of  the  most  common  arrangements.  Dr. 
Jackson  said,  is  one  in  which  the  husband  is  “an 
instrumental  type  who  deals  with  matters  logically 
and  intellectually,  and  is  considered  the  practical, 
realistic  one.  His  wife  is  the  more  sensitive,  affec- 
tive or  ‘feeling’  sort  of  person  who  understands 
people  better  than  things.” 

But  there  are  other  arrangements.  One  is  a “time 
bound”  relationship: 

“The  husband  may  suggest  to  his  wife  that  they 
go  to  a movie;  she  says  yes,  and  then  she  has  the 
right  to  say,  we  can  have  a beer  afterwards.  Simi- 
larly, the  wife  may  take  certain  rights  which  the 
husband  will  grant  because  he  knows  he  will  have 
a turn  in  the  near  future.” 

Dr.  Jackson  said  there  also  is  a peculiar  relation- 
ship which  can  be  observed  in  both  marital  and 
political  situations,  “when  the  quid  pro  quo  is 
not  time-bound,  but  is  treated  as  if  it  is. 

“If  A says  to  B,  let  us  do  X,  B says  yes  because  A 
indicates  that  eventually  B will  get  his  reward. 
B’s  day  is  allegedly  coming,  and  though  it  never 
does,  A keeps  acting  as  if  it  is  going  to  and  B keeps 
acting  as  if  he  accepts  this.” 

These  are  often  pathological  relationships  which 
in  marriage  are  frequently  characterized  by  depres- 
sion and  even  suicide. 

“The  vicious  cycle  aspect  of  this  relationship  is 
apparent— the  more  B lets  himself  be  conned,  the 
more  he  has  coming  eventually  and  the  less  free 
he  is  to  try  another  game,  since  he  has  so  much 
already  invested,”  the  report  said. 

Still  another  tactic  is  “one  down”  behavior: 

Husband:  I wish  you  would  fix  yourself  up. 
Take  |50  and  get  a permanent,  a facial— the 
works! 

Wife:  I’m  sorry  dear,  but  I don’t  think  we  ought 
to  spend  the  money  on  me. 

Husband:  *Sc%#\  I want  to  spend  it  on  you! 

Wife:  I know  dear,  but  there  are  all  the  bills 
and  things.  ... 

“If  we  look  beyond  the  particular  $50  about 
which  they  are  disputing,  we  can  see  the  relation- 
ship they  have  worked  out,”  the  report  said. 

“The  husband  is  allowed  to  complain  about  the 
wife  and  act  in  charge,  but  the  wife  indicates  she 
does  not  intend  to  follow  his  orders,  that  in  fact 
his  orders  are  stupid  and,  since  she  sets  no  time 
conditions,  we  do  not  know  if  she  will  ever  get  a 
permanent  or  not. 

“This  is  one  clue  to  the  quid  pro  quo.  Rather 
than  executing  a piece  of  action,  this  couple  is 
going  through  a repetitive  exchange  which  defines 
and  redefines  the  nature  of  their  relationship.” 
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It’s  possible  that  the  formulation  of  “rules”  such 
as  the  quid  pro  quo  has  “enormous  predictive  po- 
tential,” the  report  said,  “ff  we  are  reasonably 
accurate  in  our  formulation  of  a metaphor  for  a 
couple’s  relationship,  we  can  forecast  the  likeli- 
hood of  success  or  failure  (of  the  marriage)  and 
even  the  fate  of  children  in  the  family  system.” 


Special  Report  On  Pollution 

Our  increasingly  dirty  skies,  polluted  water,  and 
mounting  jjiles  ol  rubbish  are  health  problems  that 
must  be  solved  soon,  says  the  current  Today’s 
Ilealth  mag:i/ine. 

rite  maga/ine,  published  by  the  .\merican  Medi- 
cal .\ssoc  iation,  devotes  most  ol  the  issue  to  a spe- 
cial repoit  on  pollution  and  environmental  health. 

■ Mr  pollution,  one  article  notc'cl,  is  subth  allect- 
ing  everything  we  buy  and  do,  yet  we  are  not  using 
all  the  available  tools  to  combat  it. 

We  re  learning  more  about  re-using  waste  water, 
but  water  pollution  is  robbing  us  ol  one  ol  the  ele 
ments  most  vital  to  existence,  two  articles  say. 

.\nother  aiticle  tells  how  engineers  are  studying 
ways  to  leuse  the  thousands  of  tons  of  rubbish 
created  in  this  countiy  every  day.  .Some  can  be  used 
as  heating  fuel,  some  goes  into  uselul  sanitai  ) lancl- 
Idls,  and  some  metal  waste  can  be  salvtiged.  (ietting 
rid  of  rubbish,  however,  is  a mounting  headache. 
.\mericans  are  throwing  away  800  milliciii  pounds 
of  it  every  day;  collecting  ;mcl  disposing  of  it  costs 
more  than  .SI. 5 billion  a year. 

Other  articles  tell  of  the  continuing  scientific 
elloi  t to  assure  the  safety  of  chemically  treated  food, 
and  ol  the  growing  interest  in  the  relationshij)  ol 
trace  metals  to  nutrition. 

Our  national  planning  for  conservation  involves 
a struggle  between  the  “preservationists”  and  the 
“utili/ationists,”  says  ;m  article  by  llal  Higdon. 
The  public,  caught  in  the  middle,  has  a right  to 
ask  lor  a workable  national  plan,  the  article  says. 

The  sjiecial  issue  of  Today’s  Health  precedes  the 
.\.M.\’s  first  Air  Pollution  .Medical  Research  Con- 
ference, .March  2-1  at  the  .Ambassador  Hotel,  Los 
.Angeles. 

.Six  other  medical  and  health  organisations  are 
cooperating  with  the  .A.M.A  in  the  conference  on  air 
pollution  and  chronic  respiratory  diseases.  They  are 
the  .American  College  of  Chest  Physiciatis,  the 
•American  Thoracic  Society  and  the  C.S.  Public 
Health  Service,  the  Califcjrnia  Departmetit  of  Pub- 
lic Health,  California  .Medical  .Association,  and  the 
I. os  .Angeles  County  .Medical  .Association. 

The  third  .A.M.A  Congress  on  Lnvironmental 
Hetihh  Problems,  concentrating  on  the  impact  of 
environment  on  accidental  injuiies  and  latalities, 
will  be  .April  1-.5  at  the  Drake  Hotel,  Chicago. 
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DEPROE 

meprobamate  400  mg.  4- 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— C^rtinX  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  rneprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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a logical  first  choice 

FOR  DEPRESSION 

e’  en  \*'hen  complicated  by  anxiety,  tension,  insomnia, 

agitation  6r  rumination. 

• Acts  rapidly. 

• Side  effects  at  recommended  dosage  infrequent, 
usually  easily  controlled. 


Have  You  Heard  This  True  Story? 

There  is  a meaty  kernel  of  truth  in  the  story  that 
pharmaceutical  companies  have  to  tell  to  doctors. 
Some  of  these  companies  have  developed  splendid 
laboratories  for  research.  They  spend  millions  oi 
dollars  a year  looking  for  new  drugs.  .\nd  every 
year  they  are  finding  new  thugs,  some  of  width 
lower  mortality  rates,  shorten  illness,  prevent  tlis- 
ea.se  or  make  life  fttr  the  chrt)nically  ill  more  toler- 
able. The  mt)re  ethical  comjxmies  search  tliligently 
for  the  truth  about  the  effects  of  their  drugs  anti 
tell  doctors  plainly  what  they  have  fonntl.— Harry 
T.  Dowling,  M.D.  in  Emory  I’nixx’rsity  ()iiarl(nly, 
(21:98-99),  Summer  19(i5. 

What  Cures  Acne? 

.\cne,  the  oltl  scourge  of  teenage  complexions, 
may  be  helped  as  much  by  the  patient  s cortlial  re- 
lationship with  his  tlottor  as  by  treatment  with 
antibiotics. 

'That’s  one  of  the  fmtlings  of  re.search  reported 
in  the  current  Jt)urnal  of  the  .American  Medical 
.Association. 

Tests  of  two  antibiotics  on  15  college  and  nur.s- 
ing  students  showed  tlnit  their  skin  troubles  came 
and  went  irregulai  ly,  seemingly  regardless  of 
whether  drugs  were  administered. 

.Sometimes  a patient’s  skin  t leared  up  when  all  he 
or  she  had  been  given  was  a placebo,  or  dummy 
cajrsule.  In  fact,  “significant  improvement”  was 
notetl  in  24  per  cent  of  patients  when  given  place- 
bos. 

“It  is  clear  that  sympathetic  and  enthusiastic 
physician-patient  relationships  can  markedly  bene- 
fit many  acne  patients  even  in  the  absence  of  active 
medication,”  said  the  author  of  the  report,  Robert 
(k  (aounse,  M.D.,  of  the  Ihiiversity  of  Miami 
School  of  Medicine,  Coral  Cables,  Fla. 

.As  for  the  antibiotics.  Dr.  Crounse  said  results  of 
his  study  do  not  support  the  use  of  systemic  anti- 
biotics in  treating  acne  vulgaris.  This  varies  with 
the  widely  held  belief  that  antibiotics  are  an  effec- 
tive acne  treatment,  he  said. 

In  his  investigation,  there  were  no  significant 
statistical  differences  in  results  otained  with  one  or 
the  other  of  the  antibiotics  or  the  |»lacebos.  Dr. 
Caounse  said. 

.Although  some  good  results  were  obtained 
with  one  antibiotic,  demethylchlortetracycline.  Dr. 
Crounse  urged  caution  in  interpreting  these.  In  8 
of  15  “excellent”  and  “good”  responses  to  anti- 
biotic treatment,  the  patients  developed  undesir- 
able photoreactivity  to  sunlight.  The  other  anti- 
biotic tested  was  tetracycline  hydrochloride. 

The  relatively  high  cost  of  antibiotics,  their  fre- 
(juent  ineffectiveness,  and  the  occasional  dangers  of 


.sensitization  should  be  weighed  in  treating  each  in- 
dividual patient.  Dr.  Crounse  said. 


Mutilation  Or  Prophylactic  Surgery? 

fn  his  many  years  of  medical  practice  in  northern 
.Morocco,  Charles  .A.  .Apllel,  AI.D.,  met  many  pa- 
tients who  had  no  uvula,  ihe  fleshy  pendant  at  the 
back  of  the  soft  palate. 

He  discovered  that  the  ancient  custom  of  surgical 
removal  of  the  uvula  in  early  childhood  persists 
among  certain  Moroccan  tribes. 

Dr.  .Apllel  made  another  di.scovery:  in  none  of 
more  than  200  persons  on  whom  the  operation  had 
been  performed  could  he  see  or  feel  any  trace  of 
tonsils  or  adenoids.  The  child’s  regional  lymphoid 
tissue  simjdy  doesn’t  develop  after  the  operation, 
he  concluded. 

“Such  individuals  may  contract  a diffuse  pharyn- 
gitis, but  never  a tonsilitis  or  adenoiditis,”  Dr. 
.Apffel  writes  in  the  current  Journal  of  the  Ameri- 
can Medical  Association. 

Uvulectomy’s  bearing  on  reduction  of  rheumatic 
fever  or  (hronic  arthritis  can  only  be  suspected.  Dr. 
.Apffel  said.  However,  eliminating  the  uvula  gets 
rid  of  one  center  of  infection,  he  pointed  out. 

Uvulectomy,  as  practiced  in  northern  Morocco, 
has  no  religious  motivatioti  and  is  not  related  to 
any  of  the  rites  enjoined  in  the  Koran,  Dr.  Apffel 
said,  ft  is  transmitted  from  generation  to  genera- 
tion as  a family  tradition.  It  is  meant  to  aid  breast 
feeding  and  speech. 

The  operation  is  customarily  performed  by  the 
sexton  of  the  neighborhood  mosque,  or  by  a bar- 
ber. Many  Moroccan  barbers  still  act  as  practical 
surgeons. 

“Wdiatever  the  consetjuences  of  neonatal  uvul- 
cctomy,  they  point  to  a close  interdependence  be- 
tween the  uvula  and  the  constituents  of  the  AVaT 
deyer  ring  (the  adenoidal  tissue  formed  by  the 
lingual,  pharyngeal,  and  faucial  tonsils)  ,”  Dr. 
.Apffel  said. 

He  suggested  that  the  custom  may  have  origin- 
ated in  the  ancietnt  .Spanish  medical  schools,  and 
then  been  transferred  to  northern  Morocco  when 
the  Moors  were  forced  out  of  Spain. 

Dr.  .Apffel  is  on  the  staff  of  Pondville  Hospital, 
W^alpole,  Mass. 


The  Wonderful  World  Of  Drug 
Serendipity 

Serendipity  has  always  provided  .some  of  the 
greatest  discoveries.  Search  for  a seasickness  remedy 
produced  the  antihistamines.  Investigation  of  a hic- 
cough remedy  yielded  a potent  analgesic.  Subse- 
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quently,  the  antihistamines  were  discovered  to  be 
antinauseants;  then  tranquillizers.  Snake  venoms, 
studied  for  the  treatment  of  arthritis,  were  found  to 
be  anticoagulants  and  fungicides.  The  combined 
study  of  antibacterial  drugs  and  cabbage  feeding 
led  to  the  antithyroid  drugs.  From  these,  it  can  be 
seen  that  the  ultimate  destiny  of  a new  drug  is  not 
always  predictable  until  its  use  is  widespread.— A. 
Lee  Lichtman,  M.D.,  in  Experimental  Medicine 
and  Surgery,  22:2-3  (Jun.-Sep.)  1964. 


Within  5 Years— 14  New 
Medical  Schools 

Fom  teen  new  medical  schools  are  expected  to  be 
in  oueration  in  the  United  States  by  1970. 

These  will  bring  to  101  the  nation’s  total  of 
schools  of  medicine,  and  mark  an  “era  of  major  ex- 
pansion’’ in  .American  medical  education,  said  the 
current  Journal  of  the  American  Medical  Associ- 
ation. 

“Of  obvious  and  immediate  importance  is  the 
fact  that  800  to  1,000  new  positions  will  be  avail- 
able to  qualified  medical  applicants,”  the  Journal 
said.  “This  will  help  to  meet  the  urgent  national 
need  for  more  physicians.” 

In  addition  to  these  14  firm  commitments  to 
binld  schools,  at  least  10  other  institutions  “seem 
to  be  reasonably  good  possibilities  to  follow 
through  with  the  development  of  a new  (medical) 
school,”  the  Journal  said. 

The  new  medical  schools  are  but  one  of  the  indi- 
cators that  American  medical  education  is  expand- 
ing. 

The  65th  annual  report  on  medical  education  by 
the  AMA’s  Council  on  Education  is  published  in 
the  current  issue  of  the  Journal.  The  report  con- 
tains data  which  mark  continuing  gains  in  gradu- 
ate medical  education,  continuing  medical  educa- 
tion, educational  programs  in  areas  allied  to  medi- 
cine, and  programs  of  government  agencies  perti- 
nent to  medical  education. 

All  of  the  new  medical  schools  will  introduce 
modifications  of  the  standard  medical  curriculum. 
This  should  lead  to  “some  very  interesting  experi- 
ments in  medical  education,”  the  Journal  said. 

The  new  schools  also  will  be  competing  for 
faculty  with  existing  schools. 

“This  will  certainly  aggravate  an  existing  man- 
power problem,  but  it  will  also  open  up  new  oppor- 
tunities for  leadership  to  young,  vigorous  medical 
scientists,”  the  Journal  said. 

Over  the  past  20  years,  the  number  of  medical 
schools  has  increased  steadily  from  77  schools  in 
1945  to  88  in  1965.  The  next  five  years,  however, 
will  mark  the  period  of  greatest  expansion. 


Eight  of  the  14  schools  being  planned  will  pro- 
vide full  four-year  programs  leading  to  the  M.D. 
degree.  The  other  six  are  envisioned  as  two-year 
schools  of  the  basic  medical  sciences. 

“Elowever,  three  or  four  of  the  latter  may  well 
progress  directly  to  four-year  programs  after  they 
have  become  firmly  established,”  the  Journal  said. 

The  four-year  schools:  The  University  of  Arizona 
College  of  Medicine,  Tucson;  University  of  Cali- 
fornia, San  Diego,  School  of  Medicine;  University 
of  Connecticut  School  of  Medicine,  Earmington; 
Milton  S.  Elershey  Center,  Pennsylvania  State  Uni- 
versity, Hershey;  Mt.  Sinai  School  of  Medicine, 
New  York  City;  South  Texas  Medical  School,  Uni- 
versity of  Texas,  San  Antonio;  University  of  Massa- 
chusetts, and  Toledo  State  College  of  Medicine, 
Toledo.  Ohio. 

The  two-year  schools:  Brown  University  Program 
in  Medical  Science,  Providence,  Rhode  Island;  Uni- 
versity of  Hawaii  Medical  School,  Honolulu;  Mich- 
igan State  University  College  of  Human  Medicine, 
East  Lansing;  Rutgers  University  Medical  School, 
New  Brunswick,  New  Jersey;  University  of  Cali- 
fornia at  Davis,  and  the  University  of  New  Mexico 
School  of  Medicine,  Albuquerque. 

The  University  of  New  Mexico  accepted  its  first 
(lass  in  September  1964.  As  a developing  two-year 
school,  it  becomes  eligible  for  full  accreditation 
when  its  first  class  nears  the  end  of  the  sophomore 
year. 

Rutgers  expects  to  admit  a small  class  in  Septem- 
ber 1966.  Arizona,  Brown,  Hawaii,  Hershey,  Michi- 
gan State,  and  South  Texas  are  planning  to  begin 
in  1967.  All  of  the  14  schools  should  be  in  operation 
by  1969  or  1970. 


From  The  Connecticut  State 
Department  Of  Health 

Streptococcal  sore  throat  infections  reported  by 
local  directors  of  health  in  Connecticut  totaled 
937  cases  during  the  week  ending  January  29,  down 
from  1228  cases,  the  previous  week,  said  Eranklin 
M.  Eoote,  M.D.,  Commissioner,  Connecticut  State 
Department  of  Health.  The  high  level  of  reported 
cases  appears  to  reflect  substantial  occurrence  of  the 
disease  in  broadly  scattered  areas,  rather  than  in 
a few  concentrated  communities. 

Reported  measles  cases  remained  few  in  number 
at  13,  compared  with  11  the  week  before.  Chicken- 
pox  was  224,  against  256,  mumps,  246  against  286, 
and  infectious  mononucleosis  27  against  36. 

Gonorrhea  reports  came  to  67,  up  from  55,  while 
syphilis  moved  up  to  21  from  14. 
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MANUSCRIPTS 

Manuscripts  should  he  typewritten,  double-spaced  on 
white  paper  8i/^  x 11  inches  with  adequate  margins  on 
firm  paper.  The  original  copy,  not  the  carbon  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  considered.  Authority  for  approval  of  all  con- 
tributions rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned..  The  publishers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

Tlie  first  page  should  list  title,  the  author  (or  authors)  , 
degrees,  and  any  institutional  or  other  credits.  Bibliogra 
pities  should  conform  to  the  style  of  the  Quarterly  Cumu 
lative  Index  published  by  the  American  Medical  Associa 
tion.  This  requires  in  the  order  given:  Name  of  author, 
title  of  article,  name  of  periodicals  with  volume,  page, 
month— day  of  month  if  weekly— and  year.  Number  should 
be  limited  to  absolute  minimum.  References  should  be 
numbered  consecutively  in  ordei  in  which  they  appear  in 
the  text. 

I.ENC  I M OF  ARTICLES 

Ordinal  y ai  tides  should  not  exceed  3,000  words  (ap 
(tioximately  3 printed  pages).  Under  exceptional  circum- 
stances only  will  aiiicles  of  more  than  i,000  words  be 
published. 

ILLUSIRATIONS 

lllustiations  should  be  numbeicd  consecutively  and  inch 
cated  in  the  text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  he  attached  to  the  back  of  each 
illustration.  Legend  should  he  typed,  numbered,  and  at 
tached  to  each  illustration.  I’hotographs  should  he  deal 
and  distinct;  drawings  should  be  made  in  black  ink  (pre- 
feiably  India  ink)  on  white  paper.  For  half  tones,  glossy 
photographs  should  he  submitted.  Connecticut  Medicine 
will  bear  the  cost  of  piinting  two  cuts  accompanying 
manuscripts  submitted  foi  publication.  The  cost  of  print 
ing  mote  than  two  cuts  must  he  home  by  the  author. 

NEWS 

Our  leadeis  are  leipiested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of 
interest  to  physicians.  We  shall  he  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  he 
received  one  month  piioi  to  the  expected  date  of 
publication. 

AUVERIISING 

All  adveitising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Aledical  Journal 
Advertising  Bureau  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  reviewed 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REPRINTS 

Reprint  orders  should  he  rctuined  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript. 

Communications  should  he  adrhessed  to  Connecticut 
Medicine,  160  St.  Ronan  Stiect,  New  Haven,  Conn., 
Telephone  865-0587. 
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editorials 


Medical  Teaching  Rounds 

There  is  a general  uneasiness  both  in  minds  of 
the  public  and  also  in  the  practicing  physician,  that 
future  specialists  in  internal  medicine  will  become 
mostly  reliant  on  laboratory,  computerized,  non- 
personal techniques  of  management,  and  the  patient 
as  a human  being  with  emotional  and  psychological 
aspects  will  be  forgotten.  If  such  physicians  are  to 
come  into  being,  it  must  be  due  to  the  kind  of 
training  and  environment  to  which  they  are  ex- 
posed in  their  years  in  the  medical  school.  A study 
by  Payson  and  Barchas^  on  the  nature  of  teaching 
rounds  in  three  teaching  and  one  university 
affiliated  hospitals  shows  that  there  is  a trend  to- 
ward theoretical  medicine  and  away  from  any 
emphasis  on  thorough  patient  care. 

Rounds  are  rightly  considered  the  most  impor- 
tant formal  teaching  exercise  of  clinical  discipline. 
Without  doubt  the  senior  man  present  usually  sets 
and  reinforces  the  model  of  such  discipline  at  such 
rounds.  It  is  here  that  the  student  and  junior  phy- 
sician learn  to  observe  the  clinical  performance  of 
the  leaders  of  American  medicine.  Rounds  there- 
fore may  be  expected  to  powerfully  influence  the 
orientation  and  performance  of  every  new  member 
of  the  profession. 

A generation  or  more  ago  before  laboratory  and 
specialized  techniques  became  a compelling  aspect 
of  medical  practice,  the  senior  physician  and  his 
group  of  juniors  stood  at  the  bedside.  Here  the 
senior  questioned  the  patient  to  clarify  his  com- 
plaint, analyzed  the  meaning  of  the  symptom  to  the 
patient  and  attempted  to  establish  a few  pertinent 
facts  about  the  personality  of  the  sufferer.  He  then 
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proceeded  to  make  a searching  physical  examina- 
tion, analyzing  the  true  and  false  physical  findings 
and  often  allowing  the  junior  to  elicit  the  physical 
findings  under  his  direction.  They  then  returned  to 
the  conference  room  where  a list  of  alternative 
diagnoses  were  written  down,  each  one  considered 
in  terms  of  the  extensive  physical  findings  and 
scanty  laboratory  data.  Finally,  two  or  three  alter- 
native diagnoses  remained  and  the  further  work 
necessary  to  arrive  at  a final  diagnosis  was  out- 
lined. 

Today  Payson  and  Barchas  find  three  different 
round  groups.  The  house  staff  rounds  spend  over 
half  their  time  with  the  patient.  The  regular  at- 
tending physician  in  his  rounds  spends  about  one- 
fifth  of  his  time  with  the  patient.  The  special  at- 
tending physician  or  senior  spends  about  one-tenth 
of  his  time  with  the  patient.  The  topic  discussed 
also  varied  according  to  the  rank  of  the  senior 
physician.  The  time  spent  on  discussion  of  physical 
factors  in  the  patient’s  presence  by  the  special  at- 
tending physician  was  two  per  cent;  by  the  regular 
attending  physician,  five  per  cent;  and  by  the  house 
staff  20  per  cent. 

No  group  spent  more  than  1 1 per  cent  of  the 
time  discussing  factors  other  than  physical,  such  as 
employment,  social  status,  personal  problems.  The 
regular  attending  physician  spent  two  per  cent  and 
the  senior  physician  only  1.7  per  cent  on  these 
“other”  aspects.  However,  the  time  spent  on  dis- 
cussing theory  by  regular  attending  staff  was  26.5 
per  cent  and  by  the  senior  attending  45.8  per  cent. 
In  short,  there  is  a definite  movement  away  from 
dealing  with  patients’  personal  problems  and  to- 
ward dealing  with  his  physical  problems  and  their 


LISTER  INTRODUCES  ANTISEPSIS 

WHEN  Surgeon  Joseph  Lister  (1827-1912)  of  Glasgow  Royal  Infirmary  removed 
dressings  from  James  Greenlees’  compound  fracture,  he  found  the  wound  had 
healed  without  infection— something  unheard  of  before.  For  six  weeks,  beginning 
August  12,  1865,  Lister  had  treated  the  boy’s  wound  with  carbolic  acid.  Now, 
Lister  had  proof  of  success  of  his  principle  of  antisepsis— which  was  to  revolu- 
tionize principles  of  wound  care  and  to  open  new  vistas  in  practice  of  surgery, 
of  medicine,  and  of  environmental  sanitation.  Hospitals  were  turned  from 
houses  of  horror  to  houses  of  healing;  countless  lives  were  saved. 
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theoretical  analysis,  and  the  time  so  sj)ent  increased 
with  the  rank  ol  the  senior  man.  This  startling  find- 
ing suggests  that  pathojjhysiology,  that  is  measur- 
able by  laboratory  or  physical  technicpies  is  taking 
time  emphasis  that  wonld  otherwise  be  given  to 
interview  and  bedside  examination. 

It  may  he  seen  that  on  house  stall  rounds  the 
proportion  of  time  spent  on  personal  factors  was 
highest,  but  it  was  only  eleven  per  cent  of  the 
time  as  compared  to  48.3  jjer  cent  of  the  time 
spent  on  discussion  of  physical  examination,  labora- 
tory data  and  theoretical  analysis.  Because  of  the 
limited  time  allotment  for  personal  factors  on 
regtdar  and  special  attending  rounds,  the  cpiestion 
may  he  asked  whether  students,  internes,  and  resi- 
dents are  given  an  exemplary  model  for  the  hand- 
ling of  personal  factors  by  the  senior  staff.  These 
findings  suggest  that  the  teaching  orientation  of 
medical  rounds  in  some  outstanding  teaching  hos- 
pitals is  not  directed  towards  thorough  patient  care 
which  requires  careful  study  not  only  of  the  physical 
factors  hut  also  personal  factors  as  well.  The  cjues- 
tion  of  course  arises  whether  spending  time  also  on 
analyzing  and  understanding  of  personal  factors 
are  still  necessary. 

There  is  a prevalent  belief  that  participants  in 
medical  rounds  should  learn  about  personal  factors 
on  other  services  and  then  form  their  own  com- 
posite idea  or  model  of  comprehensive  care.  But 
for  those  who  for  one  reason  or  another  are  unable 
to  do  this,  the  rounds  as  they  are  presently  con- 
stituted will  have  an  unfavorable  influence  on 
future  clinical  performance.  It  leads  us  to  ejuestion 
whether  future  specialists  in  internal  medicine  will 
he  able  to  carry  out  diagnostic  and  therapeutic 
programs  involving  the  personal  and  other  aspects 
of  patient  care  besides  the  physical  ones. 

The  way  teaching  rounds  are  presently  consti- 
tuted in  university  medical  centers,  the  senior 
physicians  seem  to  arrive  at  decisions  by  relating 
case  findings  to  medical  theory.  They  do  not 
emphasize  the  physician’s  ajjproach  to  the  patient 
as  a sick  human  being  nor  are  they  directed  to  the 
estal)lishment  of  a doctor-patient  relationship.  The 
consecpiences  of  this  performance  would  seem  to 
imply  that  in  the  future  the  internist  is  likely  to 
become  mostly  reliant  on  laboratory  and  non- 
personal techniques  in  the  management  of  the  sick 
person. 

It  isn’t  all  black,  however,  as  Dowling,  et  al. 
showed.-  Teachers  are  appreciated  for  their  knowl- 
edge of  the  subject,  for  their  attitude  towards  the 
student,  and  for  their  skillful  use  of  certain  teaching 
techniques.  The  teacher  demands  of  his  student  out- 
|side  reading.  He  emphasizes  basic  pathojdiysiologic 
processes  and  exhibits  knowledge  of  a specialty 
area  within  internal  medicine.  He  can  teach  and 


stimulate  the  graduating  medical  student  to  remain 
a student  for  life. 

L.H.N. 
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Hepatojugular  Reflux 

If  one  compresses  the  abdomen  with  both  hands 
gently  and  persistently  for  a minute  to  avoid  pain, 
there  is  a reduced  venous  return  from  the  venae 
cava  inferior,  thus  dropping  the  pressure  in  it  and 
its  tributaries,  mostly  visible  in  the  external  jugular 
vein.  The  weight  on  the  abdomen  leads  to  thoracic 
breathing,  replacing  abdominal.  Breathing  is  now 
in  a more  inspiratory  position  and  this  lowers  intra- 
thoracic  pressure.  Obviously  a patient  with  severe 
emphysema  who  must  use  his  diaphragm  to 
ventilate,  will  resist  intra-ahdominal  jDressure 
thereby  raising  both  intra-ahdominal  as  well  as 
intrathoracic  pressure.  The  venous  pressure  will 
then  reflect  high  intrathoracic  pressure  and  will 
rise  in  the  absence  of  heart  failure. 

Hitzig'*  believed  that  abdominal  compression 
forced  extra  blood  into  the  heart  and  raised  the 
venous  pressure  in  heart  failure.  But  the  question 
could  have  been  asked  why  the  veins  did  not  dis- 
tend to  accomodate  for  the  increased  volume  in 
heart  failure  since  normally  the  veins  are  very  dis- 
tensible. The  answer  of  course  came  from  Burch’s 
studies®''’’^  in  which  he  showed  that  in  heart  failure 
there  is  a high  venous  tone  which  diminishes  as 
heart  failure  improves.  I’his  increased  venous  tone 
seems  to  be  a part  of  a neurogenic  mechanism,  since 
it  subsides  with  sympathetic  blockade.  If  there  is 
an  increased  venous  tone  in  heart  failure,  the 
explanation  for  the  rise  in  venous  pressure  after 
abdominal  compression  follows  logically.  In  normal 
patients  the  veins  can  relax  to  accommodate  large 
volumes  of  blood  without  appreciable  change  in 
pressure.  Patients  in  congestive  heart  failure  have 
their  venous  system  adjusted  for  a high  tone  which 
maintains  a tight  stjueeze  around  the  enclosed 
blood.  Therefore,  when  jjressure  over  the  abdomen 
displaces  blood  from  the  splanchnic  area,  the  dis- 
placed volume  is  forced  into  poorly  distensible 
vessels  thus  raising  the  venous  pressure.  Apparently 
the  venous  pressure  which  in  heart  failure  is  high, 
can  be  brought  to  normal  by  a phlebotomy  of  800 
cc.  In  this  case  the  abdominal  conqnession  test 
returns  to  normal. 

The  question  of  course  is  whether  failure  of  the 
right  ventricle  itself  raises  venous  pressure  without 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\KfeCranbury,  N.J.  e-.srei 


''All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike. 
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the  aid  of  venous  tone.  This  view  is  the  basis  of  the 
“backward  failure  theory”.  Apparently  failure  of 
the  right  ventricle  itself  is  not  sufficient  since  Starr'^ 
destroyed  the  right  ventricle  in  dogs  without  pro- 
ducing a rise  in  venous  pressure.  However,  the 
pressure  of  the  right  ventricle  is  necessary  to  cause 
increased  venous  tone  when  it  fails.  It  must  there- 
fore be  the  source  of  reflexes  that  cause  increased 
venous  tone  and  increased  venous  pressure.  The 
increased  venous  tone  associated  with  heart  failure 
causes  the  blood  that  is  displaced  from  the  splan- 
chnic area  to  move  into  a venous  system  that  is 
tight.  This  raises  the  venous  pressure  throughout 
the  venous  system.  The  right  ventricle  cannot  re- 
spond to  the  increased  filling  pressure  caused  by  the 
displaced  blood  even  if  the  pressure  on  the 
abdomen  is  kept  elevated  for  one  minute. 

Certain  precautions  need  to  be  exercised  in  order 
to  obtain  reliable  results.  The  patient  may  in- 
voluntarily resist  the  pressure  on  the  abdomen, 
therefore  pressure  must  be  gradual  and  he  must  be 
asked  when  any  discomfort  arises.  The  maximum 
pressure  with  minimum  discomfort  can  be  achieved 
by  opening  the  hand  widely  or  by  using  both  hands 
to  compress  the  abdomen.  The  patient  should  be 
asked  to  breathe  with  the  mouth  wide  open,  to 
avoid  hyperventilation  that  itself  may  increase 
venous  tone  or  to  prevent  a minor  Valsalva 
maneuver.  The  effect  on  the  column  of  blood  in 
the  jugular  vein  is  observed  only  during  inspira- 
tion to  avoid  the  false  rises  during  expiration, 
bronchospasm  or  minor  Valsalva  maneuvers.  The 
compression  on  the  abdomen  is  maintained  for  at 
least  one  minute  to  distinguish  transient  from 
I persistent  elevation.  The  pressure  is  best  applied  to 
the  right  upper  cpiadrant,  but  if  it  is  tender,  then 
to  other  areas,  even  at  the  cost  of  less  pronounced 
results. 

Constant  and  Lij^pshutz  have  used  this  method 
on  over  hve  hundred  patients.^  They  found  that 
! all  patients  with  elevated  venous  pressure  had  a 
? rise  in  jugular  venous  pressure  of  at  least  1 cm.  on 
abdominal  compression.  They  found  that  many 
patients  with  normal  venous  pressures  but  with 
signs  of  congestive  heart  failure  had  an  abnormal 
rise.  Almost  all  patients  with  acute  myocardial  in- 
farction showed  an  abnormal  response  to  abdominal 
compression,  even  when  other  criteria  of  acute  in- 
farction were  inconclusive.  This  test  then  helped  to 
support  the  diagnosis.  First  they  tested  the  effect 
of  abdominal  compression  in  jugular  vein  disten- 
tion with  the  patient  in  the  supine  position.  Then 
they  propped  up  the  patient  to  an  angle  of  45° 
and  then  measured  the  absolute  level  of  venous 
pressure.  The  top  level  of  normal  is  4 cm.  above  the 
sternal  border.  They  then  applied  abdominal  com- 
pression and  in  one  minute  one  can  tell  whether 
the  venous  pressure  is  in  the  normal  range. 
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Thus  abdominal  compression  test  is  an  old  one. 
It  was  first  described  by  William  A.  Pasteur  in  1885 
and  offered  to  the  profession  as  a test  of  tricuspid 
regurgitation.-  Rondot^  soon  realized  the  broader 
signihcance  of  this  effect  and  considered  that  a 
positive  response  indicated  weakness  of  the  right 
ventricle  and  named  it  Hepatojugular  reflux.  He 
believed  this  term  meaningful  because  if  pressure 
was  applied  over  a large  congestive  liver,  much 
more  jugular  distension  was  produced  than  with 
pressure  on  a normal  abdomen.  He  of  course  was 
not  aware  of  the  role  of  venous  tone  in  its  pro- 
duction, a development  which  came  much  later. 
Nor  did  he  test  patients  with  chronic  lung  disease 
with  emphysema  and  asthma  as  Hitzig  did  in  1959 
who  found  positive  tests  in  them  also. 

The  results  of  the  test  have  been  remarkably  con- 
stant in  the  seventy-nine  years  since  its  introduction. 
The  searching  attempt  to  explain  its  dynamics  has 
revealed  much  more  than  the  value  of  its  clinical 
usefulness.  It  has  led  to  a synthesis  of  the  old  views 
of  “backward  failure”  and  new  views  of  increased 
venous  tone  in  heart  failure.  Understanding  the 
dynamics  of  the  hepatojugular  reflux,  will  now  lead 
to  a more  widespread  and  intelligent  use  as  a 
routine  part  of  every  physical  examination.  The 
test  will  add  but  a minute  to  our  routine  examina- 
tion of  a patient,  but  it  will  tell  us  whether  there 
is  or  is  not  clinical  or  subclinical  heart  failure. 
It  will  tell  us  whether  there  is  advanced  emphysema 
or  asthma.  But  equally  important,  it  will  make  us 
more  acute  clinicians,  with  better  understanding  of 
the  positive  role  of  venous  tone  in  heart  failure 
and  other  clinical  conditions.  It  will  probably  make 
unnecessary  manometric  determination  of  venous 
pressure,  therefore  helping  us  to  rely  more  on  our 
physical  examination  and  less  on  technical  pro- 
cedures. 

L.H.N. 
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The  LING  Takes  A History 

In  .sj)ite  of  the  homage  devoted  to  tlie  impor- 
tance of  the  medical  history,  neither  the  method  of 
history  taking  and  recording  nor  the  reliability 
anti  itsefnlness  of  the  data  collected  has  been  studied 
as  rigorously  as  the  other  tools  of  clinical  medicine. 
This  is  due  in  large  part  to  the  fact  that  neither 
the  method  of  history  taking  which  varies  widely 
from  one  physician  to  another,  nor  the  data  so 
assembled  lend  themselves  well  to  research. 

rraditionally  the  method  of  taking  and  recording 
medical  histories  involves  several  serious  problems 
for  both  the  practicing  physician  and  the  clinical 
re.search  worker.  History  taking  consumes  a large 
amount  of  the  physician’s  time  with  the  result  that 
inade(]uate  histories  frecpiently  residt  from  time 
limitation  beyond  his  control.  Then  there  is  the 
laborious  process  of  recording  the  findings  in  long 
hand.  In  consequence,  histories  are  often  not  stand- 
ardized, are  incompletely  and  illegibly  written. 
These  characteristics  greatly  hamper  information 
retrieval  and  hence  the  u.se  to  which  the  history 
data  can  be  put  in  medical  education,  patient  care, 
and  clinical  research. 

There  is  therefore  a drive  on  to  improve  methods 
of  collecting  and  recording  detailed  clinical  infor- 
mation directly  from  the  patient.  Most  of  them  are 
self-administered  systems  designed  to  take  standard- 
ized histories  in  a form  which  permits  computer 
processing  of  patients’  answers  to  given  cpiestions. 
The  questionnaires  consist  of  medical  questions 
designed  by  clinical  specialists  to  be  answered  “yes” 
or  “no”  by  the  patient  w'ithout  further  qualifica- 
tion. Furthermore  there  are  no  alternative  sets  of 
questions  to  be  asked  in  accordance  with  different 
patient  responses.  We  know  of  course  that  the 
physician  historian  does  vary  the  presentation  of 
his  questions  depending  in  part  on  the  responses 
of  the  patient.  It  is  the  flexibility  of  variation  in 
questioning  which  enables  the  physician  to  take 
histories  in  great  detail  and  which  has  been  the 
fault  of  computer  ba.sed  history  taking  up  to  the 
present  time. 

Slack,  et  al.^  have  developed  a computer  based 
medical  history  system  that  is  intended  to  introduce 
the  flexibility  in  history  taking  which  jirevious 
methods  did  not  have.  They  used  the  LING  (labora- 
tory instrument  computer)  for  their  pilot  study 
which  was  limited  to  symptoms  of  allergy.  It  is  a 
small  general  purpose  high  speed  digital  computer. 


especially  designed  for  the  collection  of  data  (on- 
live)  directly  by  the  comjniter  and  the  processing  of 
the  data  at  least  as  fast  as  they  are  generated.  The 
instrument  has  a typewriter  keyboard  for  direct 
input  to  the  processing  unit  and  two  magnetic  tape 
units  for  both  storage  and  retrieval.  Finally  there 
is  a cathode-ray  oscilloscope  resembling  a television 
.screen  which  is  capable  of  displaying  easily  readable 
statements. 

'Fhe  questions  in  the  medical  history  system  are 
presented  to  the  patient  who  sits  in  front  of  the 
computer  looking  at  the  screen.  They  provide  the 
patient  with  four  possible  responses;  Yes,  No,  don’t 
know  and  don’t  understand.  Then  the  question 
presentation  is  varied  in  accordance  w'ith  the 
patients’  responses.  Like  the  physician,  the  com- 
puter historian  also  diversifies.  ^Vhcn  the  computer 
gets  a “yes”  response,  it  follows  by  a series  of 
specific  cjualifying  questions.  A “no”  response  to 
a general  ejuestion  results  in  skipping  of  unneces- 
.sary  cjualifying  questions  and  the  presentation  of 
another  general  cpiestion,  just  as  an  astute  clinician 
would.  When  the  answer  to  certain  (juestions  are 
don’t  know  and  the  ejuestions  not  understood,  these 
(juestions  are  clarified  and  explained  with  vary- 
ing and  simplified  terminology. 

I’he  patient  is  allowed  to  correct  errors  or  change 
his  mind  by  deleting  the  number  he  has  pressed 
on  the  typewriter  and  he  can  then  answer  the 
([uestion  again.  When  he  is  satisfied  with  his  re- 
sponse he  presses  a bar  which  enters  the  answer  in 
tire  computer  memory  and  a new  (juestion  apjjears 
simultaneously  on  the  screen.  Magnetic-tape  stores 
questions  and  explanatory  statements.  I'he  print- 
out statements  matched  with  responses  deemed  of 
clinical  significance  are  also  stored  on  magnetic 
tape.  When  the  history  has  been  concluded,  all 
print-out  statements  associated  with  the  patient’s 
responses  are  read  into  the  computer  and  printed 
on  paper  by  a teletype  machine  for  immediate 
clinical  use.  Those  questions  consistently  not  under- 
stood can  be  altered  and  items  of  importance  not 
originally  part  of  the  system  can  be  easily  included. 
In  this  way  both  the  wording  of  .some  of  the  ques- 
tions and  the  logic  of  their  presentation  were  re- 
vised during  the  course  of  this  ex]:>erinient  finally 
leading  to  a highly  consistent  and  highly  logical 
.system  of  ejuestions. 

'Fhe  50  subjects  in  the  jjilot  study  at  the  Uni- 
versity of  Wisconsin  Hosjjitals  were  evaluated  for 
diagnosis  and  treatment  of  jjroblems  of  allergy.  I he 
results  are  listed  Ity  the  researchers  as  follows:  it 
took  an  average  of  15-20  minutes  for  a jjatient  to 
comjjlete  the  answers.  The  residts  of  the  comj:)uter 
history  as  jjrinted  out  by  the  teletyjje  was  then  com- 
jjared  in  each  case  with  the  allergy  history  as  re- 
corded in  the  hosjiital  chart  by  the  {physician.  It 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URET'EtrTIS 
BLADDER  SPASM 

, • • are  relieved  by  direct  musculotropic  action  with 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  pj'omptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HCl 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 


. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 


Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinica  s udies  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

I^MERCK  SHARP  & DOHME  Division  of  Merck  i Co..  Inc.,  West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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turned  out  that  the  reliability  of  the  computer  as 
an  asker  of  questions  is  great.  A physician  might  get 
tired  or  not  ask  all  the  appropriate  questions.  The 
computer  however  is  tireless,  consistent,  can  take 
exactly  repeated  medical  histories  from  the  same 
patient.  Inconsistencies  are  detected  and  studied  in 
the  patient’s  responses  and  the  computer  becomes 
an  instrument  also  to  test  reliability  and  useful- 
ness of  various  parts  of  the  medical  history.  In  fact 
the  computer  turned  out  to  be  superior  to  the 
physician  recorded  past  histories.  It  was  however 
less  detailed  tvhen  dealing  with  the  present  illness 
of  asthma. 

Wihout  doubt  the  taking  of  a computer  oriented 
history  will  be  expanded  from  allergy  to  every 
branch  of  disease  in  time.  The  kinds  of  questions 
and  the  sequence  will  be  worked  out  by  clinical 
experts  in  each  area  and  this  will  enrich  the 
physicians  ability  to  obtain  a personal  history  when 
a computer  is  not  available  for  the  purpose. 

What  is  of  further  interest  is  that  the  altitude 
of  patients  participating  in  the  study  tvas  generally 
one  of  interest  and  approval.  Twelve  perferred  the 
physician  as  historian,  but  18  prelerred  the  com- 
puter based  system  and  20  had  no  preference!  That 
38  out  of  the  50  should  not  have  missed  their  per- 
sonal physician  is  sufficient  to  lead  us  to  serious 
thinking  abut  the  personal  physician  in  our  chang- 
ing world,  what  we  would  like  to  know  is  how 
much  was  lost  in  the  establishment  of  physician- 
patient  rapport,  since  the  computer  was  not  pro- 
grammed to  obtain  the  data.  Does  this  mean  that 
in  the  university  setting,  the  patients  thought  less 
about  rapport  than  about  receiving  excellence  in 
medical  practice.  It  may  be  supposed  that  that  is 
what  the  patients  believed  the  computer  was  sup- 
posed to  do. 

What  is  certain  however  is  that  programming  the 
computer  by  highly  skilled  clinicians  in  their 
respective  specialties  must  produce  cjuestions  which 
the  physician  can  use  in  his  own  history  taking 
thereby  becoming  a better  physician  more  nearly 
approaching  excellence  in  medical  practice. 

L.H.N. 
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Clues  In  Dealing  With 
Cancer  Patients 

Cancer  is  the  most  feared  of  all  diseases.  It  is 
looked  upon  as  a killer.  Both  to  the  patient  and 
the  doctor  it  is  a dreaded  word.  The  jtatient  is 
often  aware  of  the  fact  he  has  cancer  and  is  react- 
ing to  it  whether  he  says  so  or  not.  He  may  not  use 


the  word  but  all  his  verbal  activity  points  to  his 
clear  understanding  of  the  nature  of  the  disease. 
Nothing  he  does  or  refrains  from  doing  can  alter  it. 
This  is  strikingly  different  from  heart  disease  which 
frequently  can  be  stabilized  through  rest  and  medi- 
caticjii.  It  is  different  from  diabetes  which  the 
patient  can  control  through  diet  and  insulin.  It  is 
different  in  emotional  disturbances  when  the  per- 
son may  learn  through  the  therapeutic  doctor- 
patient  relationship  to  modify  or  eradicate  con- 
flicts tvhich  disturb  his  functionine. 

The  jjatient  with  cancer  sees  his  disease  as  a 
purely  medical  one  in  which  control  of  his  physical 
or  emotional  activity  ctinnot  alter  its  progression. 
It  is  this  fact  more  than  any  other  which  ajrpears 
to  inlluence  his  verbal  and  non-verbal  activity  es- 
pecially in  the  advancing  stage.  Abrams,  a social 
worker  who  sheds  much  light  on  this  subject,’ 
points  out  that  the  usual  remark  expressed  by  the 
patient  before  the  diagnosis  is  confirmed  is  “I  want 
to  know  the  truth.”  However,  his  study  suggests 
that  this  positive  attitude  facies  or  changes  during 
subsecpicnt  stages  of  the  disease. 

In  the  initial  stage  there  is  direct  truthful  com- 
munication, faith  in  the  physician,  maintenance  of 
good  relations,  no  depression  or  hostility.  Some 
patients  even  seem  to  accjuire  emotional  strength, 
never  previously  observed.  The  patient  knows  the 
medical  situation  initially  and  the  reasons  for  treat- 
ment. He  follows  advice  laithfidly.  He  is  aware  of 
the  problem  and  is  anxious  I err  something  to  be 
clone.  He  needs  to  talk,  give  details,  when  he  first 
noted  symptoms,  why  he  delayed  in  seeking  medi- 
cal advice.  Often  he  indicates  the  type  of  treat- 
ment he  anticipates  and  fears.  At  this  stage  there  is 
minimal  need  for  defenses.  He  may  even  be  op- 
timistic. He  wishes,  he  says  “to  know  the  truth.” 

One  of  the  areas  for  caution  at  this  stage,  the 
study  shows,  is  to  guard  against  telling  a patient 
more  than  he  wants  to  know.  One  patient  expressed 
this  by  saying  “I  was  glad  the  doctor  told  me  after 
removal  of  my  breast  that  I had  cancer,  but  I was 
frightened  when  he  added  that  it  had  not  spread— 
I never  thought  of  that.”  Of  course  although  one 
need  not  tell  the  whole  truth,  whatever  one  must 
say  must  be  truthful.  A distinguished  scientist  who 
after  his  operation  knew  the  disease  had  spread 
said  to  a colleague  “the  surgeon  told  me  he  found 
a neoplasm  which  he  believes  he  got  completelv— 
so  if  he  thinks  so.  I’ll  agree.”  Obviously  this  pa- 
tient Avas  content  with  the  partial  truth. 

In  other  Avoids,  at  the  time  diagnosis  is  estab- 
lished and  treatment  recommended,  communica- 
tion is  usually  iruthfid  if  only  partly  so.  The  pa- 
tient asks  the  doctor  for  information  seeking 
further  clarification  from  a significant  professional 
or  non-professional  person  in  the  setting.  At  this 
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stage  it  seems  good  tor  the  patient  to  talk  about 
cancer  or  tumor  and  speaking  with  physicians,  with 
tamily  and  witli  some  others  too. 

The  interval  alter  the  initial  treatment  up  to 
the  advancing  stage  oilers  significant  ami  unex- 
pected clues  to  management,  rhis  “lollow-nji 
period”  can  cover  a variable  span,  but  as  the  time 
passes  there  is  a distinct  change  iti  the  patient’s 
need  to  communicate.  He  retreats  from  talking 
about  his  diagnosis  and  oilers  unrealistic  reasons 
lor  breaking  appointments.  We  now  must  begin  to 
decode  his  verbalization  and  behavior.  We  must 
understand  he  now  has  a need  to  escape  from  the 
clinic.  He  olfers  excuses  for  breaking  appointments 
he  must  hurry  home,  he  must  not  keep  a friend 
waiting.  The  new  attitude  is  retreating  from  the 
truth,  and  fnnn  significant  other  people  in  the  set- 
titig  with  the  exception  of  the  physician. 

Next  comes  the  period  of  advancing  disease,  the 
one  jnesenting  the  greatest  problem  for  the  jiatient, 
the  doctor,  the  professional  personnel  and  the  fam- 
ily. For  it  is  now  apparent  that  the  initial  treat- 
ment has  not  eradicated  the  disease,  that  it  has 
progressed.  The  patient  knows  this  from  pain  in 
new  areas  and  from  the  new  treatments  that  are 
now’  recommended.  Everyone  is  itow  anxious,  un- 
tierved  and  communication  reaches  an  impasse.  In 
this  trying  period  the  cine  to  optimism  manage- 
ment is  evident.  The  patients  must  now  be  given 
the  opportunity  to  talk  or  not  as  they  choose.  Ac- 
tually Abrams  finds  that  the  key  is  the  difference 
between  what  the  patient  now  asks  as  contrastetl 
with  earlier  cjuestions. 

Physicians  know  that  in  this  period  the  patients 
do  not  want  to  tliscuss  their  illness  with  them.  'I'he 
patients  do  not  ask  about  their  medical  status. 
They  employ  excuses  “the  doctor  was  so  busy,”  “he 
looked  tired,”  “there  w'ere  so  many  other  patients 
to  be  seen,”  ‘1  don’t  want  to  upset  him  because  he 
has  tried  so  hard  to  help  me.”  I'he  occasional  pa- 
tient who  did  iiu|uire,  Abrams  states,  usually  indi- 
cated a wish  not  to  have  done  so.  This  suggests  that 
the  patients  really  know  the  score  but  are  sensitive 
about  revealing  their  anxieties,  especially  to  those 
best  able  to  give  them  the  atiswers  and  on  whom 
they  depend  for  treatment. 

Ehe  patient  in  this  stage  becomes  amnesic  about 
the  course  of  his  illtiess,  focuses  on  bodily  symp 
toms  or  even  suggests  other  po.ssible  ex}3lanations 
for  their  new  found  jJain.  There  is  a slow  insidious 
change  in  the  doctor-patient  relationship.  Patients 
fear  abandonment  and  become  more  and  more  de- 
pendent upon  the  doctor.  They  show  willingness 
to  be  referred  to  other  physicians  and  limit  their 
contact  with  paramedical  personnel.  They  waited 
indefinitely  without  obvious  impatience  or  resent- 
ment. They  made  no  demands.  Now’  they  w’ere  con- 
cerned with  diet,  bodily  symptoms.  Should  she  take 


Bufferin,  a douche,  w’alk  more,  bathe  more,  etc., 
all  matters  of  daily  living. 

A patient  who  in  the  initial  stage  wanted  to 
know’  the  whole  truth,  now’  said  ‘I’ve  been  w’heez- 
ing  at  home.  I’m  tired  all  the  time,  I’m  having 
trouble  with  my  breathing— that’s  my  greatest  prob- 
lem.” Another  patient  said  “if  only  my  legs  would 
imjnove  I’d  be  all  right.”  Now'  they  are  dissatisfied 
with  everyone  but  the  doctor.  The  patient  departs 
with  only  one  hope— that  the  physician  will  .see 
Iiiin  again.  A retttrn  appointment  is  confirmation 
ol  hope  that  there  is  still  .some  treatment  to 
cotmter-act  the  disease.  Now’  he  relies  upon  the 
“omnipotence”  erf  the  medical  profession. 

I'he  terminal  stage  begins  w’hcn  the  disease  is 
considered  irreversible  and  treatment  ollered  is 
only  palliative,  d'he  dying  patient  is  miserable,  in 
pain,  discomfort,  and  faces  emotional  problems  of 
great  magnitude,  fear  of  death  itself,  fear  of  the 
oideal  of  dying,  and  most  devastating  of  all  is  fear 
ol  abandonment.  For  he  becomes  prcrfonndly  lone- 
ly, a state  not  reversed  by  drugs.  Ehe  terminal  stage 
Abrams  describes  as  one  in  which  there  is  sus- 
pended hcjpelessness;  A patient  who  is  sick  enough 
to  die  know’s  it  w’ithout  beitig  told.  I he  patient 
continued  control  of  self  and  the  situation.  Only  a 
small  percentage  of  patients  in  the  terminal  stage 
displayed  reactions  reejniring  special  measures  for 
ccmtrol  by  the  physician.  Above  all  w’hen  there  was 
respect  for  the  patient  as  he  w’as  and  w’anted  to  be, 
there  w’as  a minimum  of  overt  anxiety  on  the  part 
ol  the  })atient  and  those  concerned  with  his  care. 

.V  considerable  number  of  patients  in  the  term- 
inal stage  displayed  a positive  form  of  w’ithdrawal 
or  detachment.  They  develoj^ed  a total  acceptance 
of  the  nature  and  eventual  result  of  the  illness 
without  any  appearance  of  anxiety,  d hey  became 
detached  from  the  realities  of  life,  stopped  talking 
abottt  their  children.  At  the  same  time  they  w’cl- 
come  the  jtresence  of  a comforting  figure  w’ho  can 
meet  the  needs  of  heljjlessness. 

I’he  patients  with  marked  cle|nession  w’ere  par- 
ticidarly  disturbing  to  the  doctor  and  their  fam- 
ilies. d'o  overcome  depression  many  foensed  their 
concern  w’ith  a specific  interest  in  their  ow’ii  pets- 
terity.  One  donated  his  cennea  to  the  eye  bank.  He 
w’ished  to  leave  behind  a legacy. 

Abrams  suggests  that  religious  faith  can  add  com- 
fort and  support  to  many  patients  and  should  be 
considered  in  any  program  for  optimum  manage- 
ment, especially  in  the  terminal  stage.  Further- 
more, at  this  stage  the  patient  also  needs  his  doc- 
tor desperately  and  should  not  be  abandoned.  For 
the  dving  patient  needs  communication  and  ex- 
change W’ith  those  around  him  more  desperately 
than  do  other  types  of  patients.  “Dying  is  lonely 
and  closeness  and  w’armth  are  the  only  remedies.” 
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In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B I (Thiamine Mononitrate)  10  mg. 


Vitamin  82  (Riboflavin)  10  mg. 

Niacinamide  ICO  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  85  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 


^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


The  T^am  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin^  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Gompound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Va  (Warning— May  be  habit  forming),  Phenacetin  gr.  21/2, 
Aspirin  gr.  SVa.  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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It  is  clear  that  the  patient  with  cancer  changed 
his  pattern  of  commnnication  at  different  stages  ot 
the  disease.  These  patterns  in  communication  were 
the  basis  or  clues  tor  the  doctor  and  paramedical 
personnel  to  consider  in  making  total  care  more 
effective.  The  bedside  clinician  ot  past  days  knew 
these  clues  instinctively  in  his  wise  ministrations. 
Thanks  to  a gitted  social  worker  these  have  been 
now  made  manitest  to  help  all  of  us  in  dealing 
with  cancer  and  perhaps  other  chronic  relentless 
diseases. 

L.H.N. 
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Active-Passive  Tetanus 
Immunization 

Tetanus  in  this  country  is  no  longer  a serious 
problem  except  tor  the  person  who  contracts  it. 
Then  the  mortality  is  50-100  per  cent.  The  problem 
ot  prevention  has  been  greatly  improved  with  the 
administration  ot  tetanus  toxoid  on  a large  scale. 
However,  there  remain  large  numbers  ot  people 
who  have  not  been  immunized  and  who  present 
themselves  with  cuts  and  abrasions,  a potential 
source  of  tetanus.  In  these  patients  certain  ques- 
tions about  the  induction  ot  passive-active  im- 
munity have  as  yet  not  been  resolved.  One  is  the 
amount  ot  tetanus  immune  human  globulin  which 
is  adecjuate  tor  passive  immunization.  Another 
cjuestion  is  the  relative  merits  ot  alum  precipitated 
vs.  fluid  tetanus  toxoid,  in  creating  active  im- 
munity in  such  a patient.  The  final  c]uestion  is 
whether  simultaneotis  inoculation  of  globulin  and 
antigen  will  result  not  in  creating  active  immunity 
but  rather  in  mtitual  neutralization  with  the  con- 
sequent vitiation  ot  one  or  both  activities.. 

It  one  reasoned  that  the  smaller  mobile  toxoid 
molecule  were  given  first  and  it  would  thereby  have 
an  advantage  to  become  rapidly  attached  to  anti- 
body forming  cells,  initiate  the  antibody  forming 
process  and  avoid  mutual  neutralization  with  the 
passively  inoculated  antibody,  then  a time  interval 
between  the  injection  of  toxoid  and  antibody 
should  work  to  promote  active  immunity.  A corol- 
lary of  this  assumption  would  be  that  fluid  toxoid 
should  be  superior  to  alum  toxoid  because  ot  its 
greater  mobility.  Theoretically  therefore  fluid 
toxoid  which  is  more  mobile  than  alum  toxoid 


should  be  more  efficient  in  creating  active  im- 
munity in  a patient  at  risk.  So  should  an  appro- 
priate time  interval  which  Levine,  et  al.’^  placed  at 
three  to  lotir  hours  help  to  increase  effect  ot  the 
toxoid. 

To  answer  these  cjuestions  Levine,  et  al.  designed 
experiments  on  82  non-immune  individuals  to 
determine  whether  fluid  or  alum  tetanus  toxoid 
was  the  better  agent  in  producing  passive-active 
immunity  and  whether  delayed  or  simultaneous 
administration  ot  the  passive  antibody  was  the 
better  schedule.  Finally  they  wished  to  assess 
whether  the  dosage  of  250  antitoxin  units  ot  human 
tetanus  immune  globulin  was  adec[uate  or  whether 
as  Rubbo  and  Suri^  claimed  that  400  units  were 
more  efficient. 

The  duration  of  the  delay  between  toxoid  and 
globulin  was  dictated  by  two  considerations.  The 
first  being  that  undue  delay  in  the  face  ot  a tetanus- 
prone  injury  would  be  hazardous  to  the  patient. 
The  second  one  was  that  the  delay  must  not  ex- 
ceed the  possibility  ot  encompassing  a single  office 
visit  or  outpatient  visit  because  ot  the  ever  present 
risk  that  once  a patient  is  dismissed  he  may  not 
return.  The  experimental  results  were  incorrect  on 
both  counts  ot  the  theoretical  reasoning.  Namely  as 
regards  the  type  ot  toxoid  used  as  well  as  the 
reasonetl  schedule  ot  inoculation. 

The  indicator  ot  efficiency  employed  by  Levine 
et  al.  was  the  serum-tetanus  antitoxin  titre  ot  each 
subject  sampled  on  the  day  ot  iimmtnization,  then 
on  the  one,  two,  three,  seven,  fourteen,  twenty-one, 
twenty-eight,  and  fifty-sixth  day  after  immunization. 
A secondary  toxoid  inoculation  identical  in  dose 
and  type  of  that  given  on  the  day  ot  immunization 
was  given  on  the  twenty-eighth  day. 

The  findings  were  as  follows:  Alum  toxoid  in- 
dticed  a thirty-fold  higher  secondary  response  than 
fluid  toxoid;  Simultaneous  administration  ot 
human  tetanus  immune  globulin  did  not  preclude 
development  of  good  active  ■ immunity  to  alum 
toxoid,  but  the  passive  antibody  was  responsible 
tor  ajiproximately  a two  week  delay  in  the  onset  ot 
active  immunity.  This  emphasizes  the  importance 
of  the  dosage  ot  immune  globulin  for  this  type  ot 
treatment.  It  suggests  that  there  is  an  exceedingly 
narrow  optimum,  but  that  250  antitoxin  units  is 
not  far  from  optimum.  Levine,  et  al.  points  out 
however  that  a larger  dose  such  as  suggested  by 
Rubbo  and  Suri-  might  not  be  desirable  since  it 
coidd  delay  the  period  of  the  development  of  active 
immunity  beyond  the  twenty-eighth  day  by  partial 
suppression  ot  the  active  response. 

The  conclusions  to  be  drawn  from  these  careful 
experiments,  is  first  that  theoretical  considerations 
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may  lall  clown  when  they  arc  put  to  the  experi- 
mental test.  In  this  ease  there  was  no  demonstrated 
contra-indication  to  the  siniidtaneous  administra- 
tion ol  toxoid  and  glohnlin.  Furthermore  that 
alum  toxoid  is  superior  to  fluid  toxoid  in  establish- 
ing passive-active  immunity  in  a jxttient  at  risk. 
Fintdly  that  250  antitoxin  units  cjl  glohnlin  are 
near  the  maximinn  lor  induction  ol  passive  im- 
mnnity. 

l..H.\. 
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Antibodies  In  External  Secretions 

In  a recent  report  Fischer,  et  ah’  present  resiths 
on  ttnlihodies  in  gastric  juice  and  serum  in  lottr 
patients  with  pernicions  anemiti,  in  three  patients 
with  atiophic  gastritis  and  “histamine-last” 
achlohydritt,  all  ol  whom  had  antibodies  to  the 
gastric  jrarietal  cells.  For  controls  they  studied  five 
gastric  juices  from  normal  sulvjects.  .\11  were  tested 
by  the  method  cif  immunoelectrophorescs  and  im- 
munofluorescence to  identify  the  specific  globulins 
in  the  serum  and  the  gastric  juice. 

Fhey  were  aware  that  there  is  a significantly 
higher  incidence  of  circulating  antibodies  to  a cyto- 
pla.smic  microsomal  component  of  the  gastric: 
jiarietal  cell  and  the  thyroid  acinous  cell  in  sulijec  ts 
with  pernicious  anemia  or  atrophic  gastritis  without 
pernicious  anemia,  than  in  normal  subjects. 

When  tested  by  immunolluorescence,  four  out  ol 
the  .seven  gastric  jiuces  obtained  from  patients  with 
circulating  parietal  anto-antibodies  gave  evidence 
of  positive  antibody  activity,  two  weie  ecpiivocal, 
and  one  showed  no  antibodies.  ,\11  the  control 
gastric  juices  gave  negative  results,  .\fter  careful 
analysis  the  authors  lonncl  that  the  gastric  parietal 
cell  antibody  in  both  serum  and  gastric  juices  is 
both  of  the  IgG  and  Ig.\  type,  the  former  probably 
predominating. 

'Fhe  problem  still  remains  whether  the  parietal 
cell  antibodies  are  elaborated  in  the  gastric  mucosa 
or  not  since  the  two  components  are  jiresent  in 
both  gastric  juice  and  serum.  Synthesis  in  the  gastric 
mnco.sa  might  be  one  explanation.  In  that  case 
it  would  have  to  crcjss  the  mucosal  barrier  and  enter 
the  blood  stream,  .-\nother  explanation  is  that  the 
antibody  is  formed  in  the  lymjdi  system  ;uicl  passes 
through  the  mucosal  barrier  into  the  gastric  juice. 


.\n  alternative  explanaticjn  is  that  scjine  factors  in 
the  gastric  mucosa  determine  that  of  the  two  anti- 
boclies,  only  the  parietal  cell  antibody  will  pa.ss 
acrcjss  the  gastric  mneosa  to  enter  the  gastric  lumen. 
W e know  that  other  circulating  antibodies  such  as 
those  to  the  cytoplasm  of  the  thyroid  acinar  cell 
do  not  cross  the  mucosal  Ijarrier  and  do  not  appear 
in  the  gastric  juice. 

It  has  been  suggested  that  a preferential  secretion 
or  local  production  in  adjacent  lymph  ncxles  may 
account  for  some  of  the  globulins  present  in  fluids 
elaborated  in  different  regicjiis  of  the  body.  In  the 
salivary  gland  there  is  jjrobably  local  synthesis  of 
Ig.V,  a jKjlynier  which  is  found  in  saliva  and  colos- 
trum but  not  in  serum.  In  fact  there  is  a growing 
f)ocly  cjf  evidence  that  in  man  immunoglobulins  are 
normal  components  cif  various  secretions  such  as 
tears,  succus  entericus  as  well  as  saliva  and  colo.s- 
trum. 

Fhere  is  little  doubt  that  nasal  secretion  also 
contains  antibodies.  The  ease  with  which  patients 
with  normal  nasal  mucucjs  mendnanes  overcome 
nasal  infection  is  well  known.  On  the  other  hand, 
those  patients  ludortunate  enough  to  have  ‘dry  nose’ 
with  reduced  nasal  secretion  suffer  frecjuent  and 
prolonged  nasal  infections  with  Irecpient  sinus  in- 
volvement.- I'hese  patients  get  wcjr.se  with  antihis- 
tamines and  improve  with  cholinergic  stimulation 
of  nasal  secretion. 

d'he  cpiestion  of  the  nature  of  the  immuno- 
globulins is  important  and  has  been  subject  to  in- 
vestigaticjn  now  that  technic|nes  for  identification 
cjf  the  globidins  are  available.  In  human  saliva, 
colostrum,  and  lacrimal  secretions,  the  pre- 
dominant immunoglobulin  is  Ig.V  whereas  in  sernm 
IgG  is  the  major  gammaglobnlin.  In  bile  and  in 
small  intestinal  secretions  IgCi  predominates. 
Whether  these  are  prodneed  in  response  to  the 
organisms  to  which  these  glands  are  subject  is  not 
yet  established.  .Surely  however  the  existence  of 
these  immune  globidins  in  these  secretions  must 
present  an  important  barrier  to  systemic  infection. 

V\’e  have  then  a new  and  important  view  of  the 
antibodies  found  in  various  secretions.  .Some  are 
elaborated  in  the  gland  which  produces  the  secre- 
tion and  ser\e  a useful  and  therapeutic  purpose. 
Others,  however,  are  autoantiboclies  which  in  the 
case  of  pernicious  anemia  are  either  the  result  ol 
the  disease  or  the  cause  of  the  disease  as  is  seen 
in  the  case  oi  pernicicjus  anemia  and  atrophic 
gastritis 

L.H.N. 
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Taking  an  ECG? 


Complete  the  clinical  picture 
with  a heart  sound  recording 


...made  on  your  500VISO  when  you  take  the  ECG 


Increase  your  knowledge  of  cardiac  condition  with  the  valuable  additional 
information  provided  by  heart  sound  recordings.  With  this  new  Sanborn 
Heart  Sound  Amplifier  clipped  to  the  front  of  your  500  VISO*  you  can 
immediately  obtain  clear,  sharply  defined,  graphic  records  — which  iden- 
tify the  location,  intensity  and  duration  of  the  sounds  and  murmurs  within 
the  cardiac  cycle.  Even  in  the  presence  of  complex  arrythmias.  marked 
tachycardias  and  other  conditions  which  may  complicate  or  prevent  accu- 
rate auscultation  by  stethoscope  alone,  a definitive  record  of  diagnostic 
quality  can  be  obtained  with  this  new  instrument.  Frequency  cutoffs  of 
50,  100,  250  and  500  cps  can  be  switch-selected  to  separate  murmurs 
which  might  otherwise  be  masked  by  other  heart  sounds.  As  aii  electronic 
stethoscope,  all  sounds  from  50  to  2000  cps  can  be  heard  at  normal  or 
amplified  levels. 

This  precise  Sanborn  amplifier  has  convenient  controls  for  recording  the 
ECG,  PCG,  or  ECG  superimposed  on  the  PCG  . . . Cutoff  Frequency 
. . . Audiophone  Volume  . . . and  Sensitivity.  Complete  with  contact 
microphone,  cable  and  Audiophone  (for  use  as  an  electronic  stethoscope). 
Model  1506A  is  $450  f.o.b.  Waltham,  Mass,  (continental  U.S.).  For 
more  information,  use  the  convenient  coupon  below.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154.  In  Europe,  Hewlett- 
Packard  S.A.,  54  Route  des  Acacias,  Geneva. 

*or  almost  any  other  ECG  with  a 50  mm! sec.  chart  speed. 


□ Send  detailed  specifications  on  Sanborn  1506A  Heart  Sound  Amplifier. 

□ Have  HP/Sanborn  Field  Office  call  me  for  an  appointment.  2R1 


(address) 

(phone) 

(city) 

(state) 

(zip  code) 

HEWLETT  » 

PACKARD  M SANBORN 
mt  DIVISION 
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“Despite  the  lack  of  proof,  the  consensus  of  informed  persons 
has  tended  more  and  more  to  the  view  that  it  is  better 
to  have  ammal  cholesterol  level  than  an  elevated  one.”' 


THE  DRUG  TO  LOWER  CHOLESTEROL... 


NICALEX 

CALUMINUM  NICOTINATE) 


□ Reduces  cholesterol  by  15-30%  in  most  patients^ 

□ Matches  nicotinic  acid  in  effective  reduction  of  elevated 
serum  lipids— but  with  minimized  tendency  to  cause  flushing’ 

n Simpler,  more  practical  than  diet' 


\\:vi.KE 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon,  New  York  10551 


NICALEX  Prescribing  Information;  COMPOSITION;  Each  tab- 
let contains;  Aluminum  Nicotinate  625  mg.— a complex  con- 
sisting of  (approx.);  Aluminum  Hydroxydinicotinate  450  mg. 
and  Nicotinic  Acid  155  mg.  (Equivalent  in  activity  to  Nico- 
tinic Acid  500  mg.)  INDICATIONS;  The  primary  indications 
for  NICALEX  (Aluminum  Nicotinate)  are  to  reduce  the  serum 
cholesterol  and  total  lipid  levels  in  hypercholesteremia  and 
hyperlipemia.  It  may  also  be  useful  in  reducing  xanthomatous 
tissue  cholesterol  deposits.  PRECAUTIONS  AND  WARNINGS; 
Patients  with  peptic  ulcer,  liver,  or  gallbladder  disease 
should  be  observed  closely  while  taking  the  medication. 
Diabetic  patients  may  require  adjustment  of  diet  and  in- 
sulin dosage  in  the  event  of  decreased  tolerance.  Patients 
receiving  anti-hypertensive  drugs  of  the  adrenal-blocking 
type  should  be  watched  for  signs  of  postural  hypotension. 
Occasional  side  effects  of  Nicotinic  Acid  in  large  dosage 
are  decreased  glucose  tolerance  (resembling  diabetic-type 
curve)  sometimes  with  glycosuria,  temporary  activation  of 
peptic  ulcer,  transient  jaundice,  and  metabolic  disturbance 
of  liver  function  without  definite  hepatic  pathology.  These 
side  effects  were  found  to  be  reversible  upon  discontinuing 
nicotinic  acid  therapy.  Certain  transitory  skin  changes  have 
been  observed  with  nicotinic  acid  therapy.  These  include: 
dryness  of  the  skin  and  keratosis  nigricans,  particularly  in 
axillae.  SIDE  EFFECTS;  Administration  of  NKIALEX  (Alumi- 
num Nicotinate)  may  produce  temporary  flushing  and  pruri- 
tus, also  mild  gastrointestinal  distress,  but  these  reactions 
are  transient  and  apparently  not  serious.  DOSAGE:  The  adult 
dose  is  2 to  4 tablets  t.i.d.  with  meals.  HOW  SUPPLIED:  In 
bottles  of  100  and  1000.  CAUTION:  Federal  law  prohibits 
dispensing  without  prescription.  REFERENCES;  1.  Parsons, 
W.B.,  Jr.,  Mayo  Clin.  Proc.,  40:822,  1965.  2.  Goldsmith, 
G.A.,  Amer.  J.  Dig.  Dis.,  9:651,  1964.  3.  Boyle,  E.,  Jr..  J. 
Amer.  Geriat.  Soc.,  10:822,  1962.  U.S.  Patent  2,970,082 
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The  Ponderal  Index 

There  is  increasing  emphasis  in  American  society 
on  weight  control  because  of  justifiable  concern 
about  the  effects  of  adiposity  on  health,  function 
and  longevity.  This  makes  it  imperative  to  take  a 
hard  look  at  the  criteria  by  which  we  are  going 
to  judge  overweight  and  the  degree  of  overweight. 
AVe  need  to  know  when  we  are  justified  in  designa- 
ting a given  patient  as  obese.  Up  to  the  present 
time  the  height-weight  tables  most  commonly  used 
as  standards  of  overweight  and  obesity  are  those 
of  the  Metropolitan  Life  Insurance  Company. 
Seltzeri’2  points  out  that  there  are  certain  critical 
defects  in  these  height-weight  tables  and  that  those 
using  the  tables  of  “desirable”  weights  for  men  and 
women  should  be  aware  of  the  severity  and  often 
unrealistic  requirements  of  these  tables  and  the 
marked  extent  to  which  they  are  below  the  known 
average  weights  of  Americans,  including  young 
adults.  But  what  method  is  an  acceptable  substitute, 
and  how  are  we  going  to  judge  adiposity  as  distinct 
from  overweight. 

By  definition  overweight  refers  to  the  excess  of 
body  weight  from  a specific  standard  which  as  noted 
above  is  too  severe.  Obesity  on  the  other  hand  refers 
to  a condition  of  “fatness”  or  an  excess  amount 
of  adipose  tissue.  If  we  look  upon  body  weight  as  a 
result  of  the  contribution  of  all  the  elements  of 
body  composition,  bone,  muscle,  fat,  tissue  and 
fluid,  then  we  can  see  that  the  excess  weight  in  the 
overweight  state  does  not  specify  whether  it  is  the 
result  of  fat  or  other  elements  in  the  body,  except 
in  the  very  markedly  overweight  person.  In  short, 
not  all  overweight  people  are  necessarily  obese. 
This  differentiation  between  overweight  and  obesity 
is  very  important  so  that  we  may  recognize  where 
the  greater  health  hazards  lie.  We  can  do  this  if  we 
could  differentiate  between  the  relative  contri- 
bution of  variances  of  the  body  compartments  and 
“fatness”. 

Another  element  of  confusion  in  the  problem  is 
the  question  of  individual  variations  in  the  body 
build  structure.  There  are  ectomorphs,  mesomorphs 
and  endomorphs.^’ Some  of  these  may  have 
identical  heights  and  weights  although  vary 
markedly  in  their  adipose  composition.  The  Metro- 
politan tables  attempt  to  take  into  account  body 
build  through  the  use  of  the  categories  of  small, 
medium  and  large  frames,  but  these  appear  not 
to  be  based  on  actual  measurements  and  no  direc- 
tion is  offered  for  making  such  a distinction.  Since 
overweight  is  correlated  with  increased  mortality, 
it  is  justified  to  ask  whether  body  build  itself  can 
in  part  be  responsible  for  the  association  of  under- 
weight and  overweight  with  mortality  ratios. 

Great  strides  have  been  made  in  the  last  decade 
in  the  field  of  body  composition  measurements  for 


we  urgently  need  ways  of  judging  the  presence  and 
extent  of  obesity  as  contrasted  with  overweight.  One 
method  has  been  skin-fold  measurements.’^  For  this 
a single  skin-fold  thickness  measurement  in  the 
region  of  the  triceps  has  been  suggested.  This  how- 
ever would  require  medical  men  to  learn  to  use 
skin-fold  calipers  and  tables  to  establish  fatness  in 
relation  to  these  measurements. 

Another  method  is  the  ponderal  index  which  has 
come  to  be  a most  frecpiently  used  simple  measure 
of  body  shape  or  build.  This  concept  involves  the 
transformation  of  the  height  and  weight  data  in 
terms  of  the  ponderal  index— height  (inches)  over 
the  cube  root  of  weight  (pounds) . Seltzer’s  report- 
deals  exclusively  with  the  data  of  men  based  on  the 
transposition  of  the  weight  for  height  categories 
into  comparable  ponderal  indexes. 

The  ponderal  index  turned  out  to  be  a better 
index  of  linearity  and  laterality  than  simple  broad 
height-weight  categories.  Furthermore  it  had  the 
capacity  of  separating  out  body  build  types  in  the 
somatotype  sense  identifying  dominant  ectomorphs 
and  dominant  endomorphs  and  finding  that  obesity 
is  the  trademark  of  by  far  the  largest  proportion  of 
the  dominant  endomorphs. 

An  analysis  of  the  data  for  men  of  the  Build 
and  Blood  Pressure  Study  1959®  on  mortality  ratio 
by  means  of  the  ponderal  index  demonstrated  that 
there  is  not  a straight  line  relation  of  increasing 
mortality  with  increasing  weight  for  height  as  in- 
dicated by  the  insurance  company  hgures.  Instead 
there  is  a curvilinear  exponential  relation  of  mor- 
tality with  linearity  and  laterality  of  body  form. 
It  is  striking  that  there  is  no  significant  excess  of 
actual  mortality  over  that  expected  until  the  level 
of  extreme  laterality  is  reached.  At  this  general  level 
(over  30  lbs.  overweight)  the  mortality  ratio  rises 
in  a very  steep,  almost  geometric,  progression.  The 
men  with  extreme  laterality  of  body  build  are  pre- 
dominantly frankly  obese. 

It  is  important  to  the  doctor  to  learn  that  below 
the  level  of  extreme  laterality  the  trend  towards 
increased  mortality  is  very  modest.  Stated  another 
way  the  health  risk  of  fat  in  the  absence  of  frank 
obesity  is  therefore  not  clearly  established.  The 
analysis  further  demonstrates  that  physique  or  body 
build  in  the  somatotype  sense  is  an  important  factor 
in  health  and  longevity  and  we  must  begin  looking 
at  our  patients  and  attempt  roughly  to  classify 
their  somatotypes.  Extreme  ectomorphs  appear  to 
have  the  most  favorable  mortality  experience 
whereas  extreme  endomorphs  show  substantial 
excess  in  mortality. 

Seltzer  emphasizes  that  the  life  insurance  urSder- 
weights  are  in  all  probability  “normal”  weight  ecto- 
morphs and  not  necessarily  “slimmed-down”  en- 
dormorphs  or  mesomorphs.  It  turns  out  that  the 
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general  use  of  such  terms  as  “uuderweight”  or  “over- 
weight” ill  couuectiou  with  assessment  of  fatty 
tissue  may  have  little  relation  to  the  persons  actual 
fat  status. 

Studying  the  ponderal  index,  it  becomes  clear 
that  body  build  type  as  well  as  obesity  is  associated 
with  disease  and  mortality.  This  being  the  case,  we 
must  avoid  the  error  of  blaming  on  obesity  what 
in  fact  is  in  part  the  effect  of  the  bodv  build  tyjie. 
riicre  is  little  doubt  that  the  body  Iniild  type  may 
also  make  jieople  more  prone  to  disease  and  this 
is  jiarticularly  so  in  the  frankly  obese. 

The  ponderal  inde.x  studies  have  opened  up  new 
avenues  for  investigation.  W'e  need  to  accumulate 
more  descriptive  body-build  data  including  soma- 
totype  ratings  as  well  as  skin-fold  thickness  in 
connection  with  disease  and  mortality  studies.  In 
the  meanwhile  we  must  avoid  oversimplifying  the 
body  build  factor  when  it  is  so  poorly  characterized 
merely  by  height-weight  categories.  What  we  need 
now  is  conversion  of  the  height-weight  data  into 
a ponderal  index  table  which  should  l>e  matle  avail- 
able to  all  personnel  working  in  the  nutrition  field. 

'I'he  matter  of  desirable  weights  now  needs  re- 
vision in  terms  of  definition,  body-build,  and  the 
elements  of  body  composition.  However  it  must  be 
recognized  that  a great  deal  of  research  is  needed 
in  this  whole  area  if  the  ultimate  goal  of  evaluating 
the  useful  potential  of  weight  control  as  a pulilii 
health  measure  is  to  be  attained. 

l.II.N. 
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A Preventable  Cause  Of  Blindness: 
Temporal  Arteritis 

Regardless  of  how  rare  temporal  arteritis  is,  when 
it  occurs  it  ranks  as  a prime  medical  emergency 


Irom  the  octilar  standpoint.  In  no  other  disease 
tloes  the  prevention  of  blindness  depend  so  much 
on  prompt  recognition  and  early  treatment.  As 
.Shick^  says  “blindness  is  tragic,  and  preventable 
blindne.ss  is  catastrophic.”  If  the  incidence  of  blind- 
ness from  temporal  arteritis  is  to  be  reduced,  the 
physician  must  Ite  thoroughly  familiar  with  the 
syndrome,  and  remain  alert  to  his  important  part 
in  the  diagnosis  of  the  disease  as  well  as  its  success- 
ful treatmetit,  for  it  can  be  siucessfullv  treated. 

I'emporal  arteritis  has  been  known  since  1890 
when  Htitchinson  described  the  clinical  j)icttire. 
Now  the  clinical  and  histologic  features  of  the 
disease  have  become  widely  known  aiul  appreciated. 
From  the  voluminous  literature  we  are  aware  that 
the  disease  process  can  and  olten  does  involve 
arteries  other  than  the  temporals,  especially  those 
of  the  carotid  system,  although  the  predilection  is 
for  the  temporal  arteries  and  it  is  for  this  reason 
that  the  disease  is  rightly  called  temporal  arteritis 
rather  than  what  some  have  called  cranial,  grann- 
lomatons  and  giant  cell  arteritis. 

'I'he  affected  :n  teries  are  larger  than  normal,  may 
be  nodular  and  fretjuently  appear  to  be  solid  cords 
with  little  or  no  lumen.  'I'his  external  change  is 
caused  by  intimal  prolilcrat ion  with  ]jartial  to 
complete  occlusion  of  the  lumen  cairsed  bv  inflam- 
mation of  the  media  and  atlventitia  with  a granu- 
lomatous reaction  with  presence  of  foreign  body 
giant  cells.  Ihis  causes  pain  and  tenderness  in  the 
adjacent  structures,  such  ;is  scalp,  face,  eyes, 
temporo-mandiltular  joints.  I'he  reduced  blood 
supjdy  through  these  arteries  may  cause  “inter- 
mittent clatidication”  of  the  muscles  of  mastication, 
and  of  course  reduces  blood  supjjlv  to  the  optic 
nerve  and  retina  leading  to  isthcmic  otJtic  neuritis, 
i.schemic  retro-btilbar  neuritis  or  occlusion  of  the 
central  retinal  artery.  \'isual  loss  may  occur  any 
time  during  the  course  of  the  disease  but  ustially 
develops  within  the  first  few  weeks. 

Practically  all  reported  cases  have  been  oxer  55, 
most  of  them  over  65.  'I’he  ilisease  may  begin  in- 
sidiously or  sudden  and  the  course  is  that  of  a suit- 
acute  or  chronic  itilection  with  local  and  systemic 
manifestations.  Fhe  dominating  and  diagnostic- 
symptoms  and  signs  in  addition  to  those  mentioned 
above  are  severe  headache,  low  grade  fever  and  high 
erythrocyte  sedimentation  rate.  In  fact,  the  diag- 
nosis is  seriotisly  in  doubt  if  the  E..S.R.  is  not 
significantly  elevated.  Accompanying  these  symp- 
toms are  other  systemic  reactions  such  as  malaise, 
myalgias,  arthralgias,  anorexia  and  xveight  loss. 
Fhese  may  jnecede  the  local  symptoms  and  signs 
by  a few  weeks  or  months  and  itersist  for  several 
xveeks  or  months  after  the  local  signs  have  disap- 
peared. .Since  the  major  complication  is  loss  of 
vision  in  one  or  both  eyes  in  approximately  50 
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claims  arising  from  the  operation  of  your  office,  (3)  “All  Risks”  Insurance  for  loss  of,  or 
damage  to  your  equipment. 

Your  signature  is  all  an  .^tna  Casualty  agent  needs.  Then  he’ll  prescribe  the  protection 
that  best  suits  you.  And  you’ll  appreciate  his  competence  as  an  insurance  professional. 
We  refer  to  it  as  P.S. — Personal  Service. 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg,  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IVj  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects;  Use  with  caution  in  patients 
hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 


244 


Connecticut  Medicine,  April,  1966 


per  cent  of  untreated  patients,  being  alert  to  the 
disease  will  enable  the  physician  to  recognize  it 
early  enough  and  to  institute  treatment  before 
the  tragedy  of  blindness  afflicts  the  patient. 

Whenever  an  elderly  patient  over  60  complains 
of  pain  and  tenderness  in  the  temporal  region 
with  locallized  tenderness  and  induration,  he  should 
be  carefully  examined  for  tender  indurated  or 
pulseless  temporal  or  occipital  arteries  and  the 
symptoms  should  be  evaluated  from  the  viewpoint 
of  possible  temporal  arteritis.  If  the  E.S.R.  is  high 
and  there  is  also  a systemic  reaction  it  raises  high 
the  index  of  suspicion.  Rarely  is  a local  biopsy 
indicated  to  confirm  the  suspicion.  Generally  the 
disease  runs  a self-limited  course  lasting  2-30  months 
(average  6 months) . Relapses  are  uncommon,  but 
once  visual  loss  has  occurred,  this  is  permanent. 
The  disease  does  carry  a low  but  definite  mortality 
risk,  but  generally  it  is  denign  and  eventually,  after 
a rather  prolonged  and  often  disabling  illness, 
patients  may  expect  to  recover. 

Shicki  who  has  seen  17-18  patients  a year  at  the 
Mayor  Clinic  describes  their  method  of  treating 
temporal  arteritis.  Their  policy  has  been  to  treat  as 
an  emergency  all  the  patients  with  this  disease  who 
are  not  completely  blind.  In  the  first  two  weeks, 
they  administer  by  injection  200  mg.  cortisone  daily. 
If  the  patient  has  obtained  the  expected  relief  of 
symptoms  and  the  E.S.R.  has  begun  to  return  to 
normal,  they  change  to  oral  administration  of  50 
mg.  of  cortisone  four  times  daily  for  four  more 
weeks.  The  dose  is  gradually  reduced  and  adminis- 
tration is  stopped  in  four  to  six  weeks.  Additional 
measures  include  a 2 mg.  sodium  diet  and  3-6 
grams  potassium  per  day.  They  remind  us  that 
during  and  after  the  tapering  off  period  of  steroid 
therapy,  most  patients  experience  withdrawal  symp- 
toms and  the  E.S.R.  rises  but  the  reaction  is  trans- 
ient and  no  resuming  of  dose  is  indicated. 

Shick  discusses  the  debatable  value  of  anticoagu- 
lants. At  the  Mayo  Clinic  the  anticoagulants  are  not 
used  unless  vision  has  been  lost  recently  in  one  eye 
or  occular  complications  seem  imminent  as  evi- 
dence by  photophobia,  transient  blurring  of  vision 
or  transient  amglyopia.  However  once  the  effects  of 
steroids  has  become  evident  then  anticoagulants  are 
discontinued.  They  also  recommend  intermittent 
inhalation  of  100  per  cent  oxygen  in  some  patients 
with  recent  visual  impairment.  Possibly  an  ischemic 
optic  nerve  or  retina  might  be  helped  by  such 
therapy  especially  if  5 per  cent  CO2  were  added  to 
the  O2. 

Although  the  chief  purpose  of  treatment  with 
steroids  is  to  suppress  the  arteritic  process  and  so  to 
safeguard  any  remaining  vision,  the  symptomatic 
relief  afforded  by  this  treatment  is  striking.  The 


patients  invariably  feel  much  better,  and  the  head- 
ache disappears  or  lessens  within  48  hours  after 
treatment  is  started,  and  the  appetite  and  well 
being  increases.  This  obvious  improvement  is  re- 
ceived with  grateful  thanks  by  a pleased  and  re- 
lieved patient. 

L.H.N. 
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More  On  Rapport:  Examining 
The  Patient's  Feelings 

A correct  doctor-patient  relationship  is  recognized 
as  extremely  important.  To  establish  a rapport  with 
the  patient  is  to  exhibit  our  understanding  of  the 
patient’s  suffering  and  communicating  our  sincerity 
to  the  patient  so  he  can  develop  a trust  in  the 
physician. 2 The  physician  needs  to  bear  in  mind 
that  the  better  to  understand  his  patient,  he  must 
recognize  that  symptomatic  and  chance  acts  are  not 
so  entirely  without  meaning  as  is  generally  sup- 
posed. These  things  as  Freud  points  out  have  a 
meaning  and  express  impulses  and  purposes  which 
are  repressed  and  hidden  from  consciousness.  To 
understand  our  patient  we  need  to  understand  the 
dynamics  of  psychic  life  as  expressed  in  acts,  words, 
facial  expressions.  These  are  symptoms  of  a patient’s 
feelings  and  can  lead  us  to  the  discovery  of  many 
hidden  events  in  the  patient’s  psychic  life. 

Feelings  then  are  symptoms  of  a patient’s  psychic 
life  even  as  other  symptoms  are  indicative  of  soma- 
tic activity.  We  are  well  schooled  in  the  latter  part 
of  medical  practice.  Medical  education  is  moving 
now  in  the  direction  of  teaching  how  to  examine 
a patient’s  feelings.  Just  as  a physician  does  not 
become  proficient  in  taking  a good  medical  history 
and  performing  a good  physical  examination  with- 
out expert  teaching,  so  a physician  requires  correct 
teaching  of  appropriate  interviewing  techniques 
to  be  able  to  examine  a patient’s  feelings.  A physi- 
cian does  not  become  proficient  in  the  use  of  these 
techniques  solely  through  expereince  or  by  being 
naturally  endowed  with  a sympathetic  personality. 
These  techniques  must  be  taught. 

It  is  only  recently  however  that  techniques  to 
examine  a patient’s  feelings  have  begun  to  evolve 
even  though  it  is  axiomatic  that  establishing  a 
rapport  between  a patient  and  doctor  is  essential  to 
success  in  the  practice  of  medicine.  In  1962  at  the 
New  York  Medical  College^  a course  was  initiated 
for  the  purpose  of  teaching  to  all  medical  students 
interviewing  techniques  which  they  could  use  to 
obtain  information  about  the  emotional  and  mental 
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status  of  all  patients.  \\'hile  this  was  clone  under 
the  eyes  of  the  De})artinent  of  Psychiatry,  these 
techni(]ues  once  learned  could  l>e  incorporated  in 
the  examination  of  all  patients,  not  merely  those 
with  primary  jjsychiatric  dilluidtics,  but  also  those 
with  primary  somatic  illnesses. 

The  course  is  condticted  by  a psychiatrist  witli  the 
assistance  of  a psychiatric  social  worker.  I'he  sul)- 
jects  are  medical  jjatients  with  psychiatric  complica- 
tions rather  than  primarily  ])sycliiatric  patients. 
The  interviews  are  conducted  through  a one  way 
screen.  At  each  session  a student  conducts  the 
interview  jointly  with  the  psychiatrist  while  the 
remaining  students  and  the  social  worker  listen  to 
the  interview  on  the  observation  side  of  the  screen. 
'I'he  student  initiates  and  conducts  the  interview 
for  the  first  half  hour  without  interruption.  During 
the  second  half  hour  the  psychiatrist  takes  over  the 
interview.  On  the  observation  side  of  the  screen 
an  instructor  points  out  to  the  students  the  tech- 
nicjues  as  they  are  employed  by  the  psychiatrist. 
There  is  here  gathered  much  material  lor  later 
discussion. 

Privacy,  ade([uate  allotment  ol  time,  and  an  atti- 
tude of  respect  for  the  feelings  if  the  patient  are 
pointed  out  as  essential.  'I’he  student  shakes  hands 
with  the  patient  after  introducing  himsell.  At  this 
time  he  is  advised  to  note  the  appearance  and 
speech  of  the  patient  and  above  all  to  be  aware  of 
his  own  feelings.  He  is  advised  to  approach  the 
patient  without  prejudice  and  judgmental  atti- 
tudes. He  achieves  empathy  with  the  patient  by 
expressing  an  understanding  of  the  patients  difli- 
culties  and  feelings.  'The  interviews  thus  encourage 
the  patient  to  talk  further  about  himself.  If  the 
student  is  alert  he  will  note  the  appearance,  be- 
havior and  speech  of  the  patient  and  will  be  able 
to  verbalize  for  the  patient  many  of  his  apparent 
l)ut  unexpressed  feelings.  Although  the  patient  may 
deny  such  feelings,  he  usually  develops  an  affinity 
with  the  doctor  who  can  sense  and  accept  conven- 
tionally unacceptable  or  irrational  leelings. 

I'he  student  is  advised  to  ask  open-end  questions 
and  when  the  patient  requests  direct  advice,  he  is 
taught  to  turn  the  question  back  thereby  urging  the 
patient  to  consider  possible  answers  of  Iiis  own. 
Techniques  for  encouraging  ventilation,  giving  re- 
assurance and  support  and  dealing  with  “blocking,” 
silences,  and  weeping  are  described.  The  authors 
present  an  actual  interview  and  how  the  emotional 
problem  was  resolved. 

The  jjatient  was  a 16  year  old  girl  who  entered 
several  times  in  diabetic  coma,  because  she  refused 
to  inject  herself  with  insulin,  stating  she  feared  the 
needle.  It  turned  out  that  in  Puerto  Rico  her  aunt 


gave  her  the  insulin,  but  in  New  York  her  mother 
refused,  insisting  she  learn  to  become  self-sufficient 
by  taking  the  instdin  herself.  The  student  felt 
blocked.  He  was  not  able  to  elicit  the  patient’s 
feelings  about  the  tjuarrels  with  her  mother.  In- 
stead he  began  to  reiterate  to  the  patient  the 
dangers  of  not  keeping  up  with  the  itijections. 
Due  to  his  own  anxiety,  he  coidd  not  allow  the 
patient  to  vetitilate  her  feelings,  but  instead  began 
to  describe  technitpies  of  injection  of  the  insulin 
which  might  reduce  her  fears.  At  this  point  the 
instructor  intervened  and  expressed  his  understand- 
ing of  the  resentment  the  patient  might  be  feeling 
towards  her  mother.  This  change  succeeded  and  lelt 
the  patient  to  elaborate  on  her  resentment  and  the 
arguments  she  had  had  with  her  mother  preceding 
each  hospitalization.  ,\s  she  recounted  her  resentful 
leelings  she  recognized  spontaneously  that  her  in- 
ability to  inject  herself  w'as  related  to  her  anger 
and  resentment  of  her  mother.  She  said  “I  must 
have  been  crazy  at  those  titnes  I didn’t  take  the 
injections.” 

The  errors  here  seem  apparent.  'The  resident 
tried  to  teach  atid  not  to  exjffore  the  patient’s 
feelings  towards  her  mother.  Both  the  medical 
resident  and  student  experienced  anxiety  about 
examining  the  patient’s  feelings,  and  this  anxiety 
prevented  them  from  eliciting  the  necessary  infoi- 
mation  for  ajjpropriate  management.  The  student 
feared  to  disturb  the  patient  emotionally  and  did 
not  try  to  examine  the  patient’s  feelings.  None  of 
the  cpiestions  he  resorted  to  were  armed  towards 
the  patient’s  feelings.  He  was  therefore  unable  to 
grasp  in  a concrete  fashion  how'  a patient’s  resent- 
ment and  a physician’s  anxiety  could  block  the  way 
to  gaining  essential  information. 

Such  direct  observation  of  the  failure  of  the 
medical  student  and  the  success  of  the  instructor 
tising  clearly  spelled  out  techniques  have  made  pos- 
sible the  incorporation  of  these  techniques  into  the 
students  own  store  of  resources.  The  student  at  the 
beginning  “was  inclined  to  ask  many  questions  to 
get  the  information  right  away.”  He  “was  afraid  she 
was  going  to  cry,  so  I changed  the  subject.”  He 
“didn’t  want  her  to  be  angry.”  He  learned  that 
some  of  the  errors  in  the  formation  of  rapport  were 
due  to  his  own  anxiety.  Some  derived  from  in- 
sufficient knowledge  of  emotional  problems.  Some 
come  from  not  considering  his  patient’s  feelings. 

Apparently  the  course  was  a great  success.  The 
only  criticism  was  that  not  all  students  can  conduct 
interviews  because  of  limitation  of  time.  However, 
the  great  pressure  of  requests  for  more  individual- 
ized instruction  and  personal  supervision  attest  to 
the  value  the  student  body  attached  to  this  type  of 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg,  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  ailergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 
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ORTHO  PHARMACEUTICAL  CORPORATION  • RARITAN,  NEW  JERSEY 

For  a complete  choice  of  medically  accepted  products  for  planned  conception  control 


instruction.  The  technique  is  bound  to  spread  and 
involve  the  practicing  physician  as  well. 

L.H.N. 
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Digitalis  And  The  Non-Failing 
Heart 

Digitalis  and  its  glycosides  have  been  the  main- 
stay of  the  treatment  of  congestive  cardiac  failure 
since  William  Withering  adapted  the  foxglove 
formula  of  the  “old  woman  of  Shropshire”  in  the 
mid-eighteenth  century.  To  this  day,  however,  the 
mechanisms  of  action  of  these  agents  remain 
obscure.  In  recent  years  many  studies  of  their 
effects  at  the  cellular  level  have  been  clone,  and 
much  information  is  available  about  ion  transfer, 
myocardial  metabolism,  and  contractile  proteins. 
Page^  summarizes  a good  deal  of  this  information 
and  points  out  that  cardiac  glycosides  inhibit  the 
active  transfer  of  sodium  ions  out  of  heart  muscle 
cells  at  the  external  surface  of  the  cell  membrane. 
This  process  seems  to  involve  a displacement  of 
potassium  ions  from  a critical  site  at  this  surface. 
Thus  there  is  a net  cellular  accumulation  of  sodium, 
and,  secondarily,  accumulation  of  chloride,  loss  of 
potassium,  and  fall  in  the  potential  difference  across 
the  resting  cell  membrane.  The  relation  of  these 
and  similar  observations  to  the  therapeutic  action 
of  digitalis  preparations,  however,  remains  unclear. 

It  is  generally  accepted  that  the  beneficial  effects 
produced  by  digitalis  administration  in  congestive 
heart  failure  result  from  a direct  stimulation  of 
myocardial  contraction,  and  thereby  an  augmenta- 
tion of  cardiac  output  and  lowering  of  ventricular 
end-diastolic  pressure.  There  is  considerable  con- 
fusion about  the  effects  of  digitalis  on  the  non-fail- 
ing heart,  however,  and  Braunwald,  Mason,  and 
Ross^  have  recently  presented  new  and  illumina- 
ting data  bearing  on  this  question. 

Contractile  force  was  measured  directly  in  a group 
of  patients  not  in  failure  and  on  cardiopulmonary 
bypass,  by  means  of  a strain  gauge  arch  type  of 
force  transducer.  In  all  instances,  the  contractile 
force  of  both  right  and  left  ventricular  muscle  seg- 
ments was  significantly  increased  after  the  injection 
of  digitalis  glycosides.  The  authors  point  out,  how- 
ever, the  limited  applicability  of  these  observations 
to  intact  hearts  because  of  anesthesia  and  surgical 
exposure.  Consequently,  studies  of  the  rate  of  rise 


of  intraventricular  pressure  during  isometric  con- 
traction were  carried  out  in  conscious  subjects  with 
non-failing  hearts,  utilizing  a catheter  with  a high- 
fidelity  micromanometer  at  its  tip.  Again,  in  all 
instances,  the  peak  rate  of  change  was  significantly 
elevated  after  digitalization.  In  some  instances  a 
small  presystolic  elevation  also  took  place,  sug- 
gesting that  the  drug  also  stinudated  the  force  of 
atrial  contraction.  In  a series  of  patients  with  en- 
larged hearts  but  not  in  failure,  digitalization  re- 
duced the  absolute  oxygen  debt  after  exercise. 

In  another  study  rats  were  subjected  to  aortic 
constriction,  and  observations  made  on  the  develop- 
ment of  left  ventrictdar  hypertrophy  in  groups 
which  received  no  medication,  and  daily  doses  of 
digitalis.  In  the  non-digitalized  group,  the  average 
ventricular  weight  was  18  per  cent  greater  than 
that  of  controls  at  the  end  of  30  days  of  constric- 
tion. In  the  digitalized  group  the  difference  was  9 
per  cent.  In  addition,  the  mortality  from  heart 
failure  was  significantly  lower  in  the  digitalized 
group. 

It  would  appear  that  digitalis  is  capable  of  im- 
proving the  contractile  force  of  the  normal-sized 
and  the  enlarged  non-failing  heart.  Although  in  the 
minds  of  many  clinicians  overt  failure  and  certain 
arrhythmias  are  the  only  indications  for  the  use  of 
digitalis,  these  studies  would  seem  to  offer  a rational 
basis  for  more  liberal  use.  Braunwald  suggests  that 
the  administration  of  digitalis  to  patients  with 
heart  disease  but  not  in  heart  failure  may  be  in- 
dicated, particularly  in  situations  where  an  ex- 
cessive hemodynamic  burden  is  anticipated,  such 
as  major  surgery,  parturition,  etc.  Routine  digit- 
alization proir  to  operations  on  the  heart  is  carried 
out  in  many  centers,  and  although  no  controlled 
data  is  available,  it  is  felt  that  this  precaution 
improves  the  course  of  such  patients. 

H.L. 
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Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the  in- 
signia of  The  Connecticut  State  Medical  Society, 
is  kept  on  hand  at  all  times  at  the  headquarters 
offices  at  160  St.  Ronan  Street,  New  Haven,: 
Connecticut.  The  price  of  each  emblem  is  $5.00- 
postpaid. 
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Keranil  ointment  for  psoriasis 

substitute  for  chrysarobin* ^ 

A frequent  question  at  medical  meetings  is,  “What  is  new  for 
psoriasis?”.  This  advertisement  brings  you  a new  product  for  this 
disease.  It  is  Keranil  ointment  and  has  as  its  active  ingredient 
chloranil,  known  also  as  tetrachloro  p-benzoquinone. 

Teichmann  and  Horvath  studying  polyoxyethylene  formulations 
of  chloranil  made  the  following  observations : 


SUMMARY  OF  CLINICAL  RESULTS  WITH  CHLORANIL 


Concentration 

Total 

Number  of 
Cases 

Much 

Improved** 

Improved* 

Unimproved 

Aggravated 

10% 

63 

39 

14 

6 

4 

5% 

30 

16 

10 

4 

0 

••  Denotes  resolution  of  at  least  30%. 
* Denotes  resolution  up  to  30%. 


DURATION  OF  TREATMENT 


Number  of  Cases  14  24  18  14  9 3 7 4 

Duration  (weeks  and  months)  2 wks.  1 mo.  2 mos.  3 mos.  4 mos.  5 mos.  6 mos.  8 mos. 


The  types  of  psoriasis  included  (parentheses  indicate  number  of 
cases)  ; Generalized  (31),  Palms  and  soles  (7),  Legs  and  feet  (18), 
Scalp  and  ears  (27),  Groin  (3),  Neck  (5)  and  Vulva  (2). 


Keranil  Ointment  appears  to  be  most  effective 
against  the  typical  psoriatic  plaque  characterized  by 
heavy  scales.  Furthermore,  it  appears  to  benefit  both 
palmar  and  plantar  plaques  as  well  as  intertriginous 
lesions  and  to  be  least  effective  against  the  small 
guttate  lesions. 

Precautions:  Irritations  are  manifest  as  a suppura- 
tive follicular  involvement  accompanied  by  an  erythe- 
ma and  as  a lymph  adenopathy  in  the  drainage  area 
of  the  inflammation.  These  irritations  subside  on 
withdrawal  of  the  drug.  Sensitization  has  been 
encountered.  Keranil  ointment  is  discoloring  to  skin 
and  to  clothing. 


Availability : Keranil  ointment  is  available  in  one 
ounce  jars  as  a 10%  concentration  of  choranil  in  a 
polyoxyethyene  carrier. 

References : 

Teichmann,  W.  O.  and  Horvath,  P.  N. : Southern 
Medical  Journal  30,  1521  (1957). 


Literature  and  samples  on  request. 


Salem  Pharmacal 

Naugatuck,  Connecticut 
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174th  ANNUAL  MEETING 


of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

Statler-Hilton  Hotel 
10  Ford  Street^  Hartford,  Connecticut 


April  26,  27,  28,  1966 


PROGRAM  COMMITTEE 


Paul  F.  McAlenney 


Paul  F.  McAlenney,  Nexo  Haven,  Chairman 
Rudolf  E.  Klare,  Woodstock 
David  Babbott,  Hartford 


MESSAGE  FROM  THE  PRESIDENT 

Once  again  the  Connecticut  State  Medical  Society  convenes  on  April  26,  27,  28th  to  conduct  its 
174th  Annual  Meeting.  As  has  been  the  custom  in  the  past,  inajoi  effoit  has  been  engaged  in  to  make 
both  the  scientific  and  business  sessions  better  than  ever.  The  administrative  personnel  and  program 
committee  have  put  together  enough  business  and  scientific  data  to  keep  us  busy  dtiiing  these  three  days. 

It  will  be  well  worth  while  for  all  of  us  to  plan  to  spend  these  three  days  in  Hartford  at  the  Statler 
Hilton  Hotel  and  enjoy  the  sessions  and  reunions  with  our  colleagues  who  will  be  piesent  from  thiough- 
out  the  state. 

James  R.  Cullen 
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GENERAL  INFORMATION 
Read  Carefully 


Registration: 

The  registration  desk  will  be  located  on  the  mezzanine  floor  and  everyone  attending  the  meeting  is 
recjuested  to  register.  There  will  be  no  charge  for  registration  and  all  members  of  the  Society  will  be 
given  a guest  luncheon  ticket  when  and  only  if  they  register. 

Parking: 

There  are  ample  parking  facilities  at  the  hotel  and  in  the  surrounding  area.  If  you  wish,  you  may 
drive  up  to  the  door  of  the  hotel  and  an  attendant  will  park  your  car  for  you. 

Telephone: 

7'elephone  messages  will  be  received  at  Hartford  249-5611. 

Luncheons: 

Luncheons  will  be  served  in  the  City  Rooms  on  the  Mezzanine  on  April  27  and  28  and  ALL  MEM- 
BERS OF  THE  SOCIETY  REGISTERING  WILL  BE  THE  GETESTS  OF  THE  SOCIETY.  PLEASE 
REMEMBER,  A LUNCHEON  TICKET  WILL  BE  GIVEN  LO  MEMBERS  ONLY  IF  THEY 
REGISTER. 

Hotel  Accommodations: 

Persons  who  wish  to  remain  overnight  should  make  reservations  not  later  than  two  weeks  prior  to 
opening  date  of  the  meeting.  Reservations  will  be  held  until  6:00  p.m.  on  the  day  of  arrival  unless  later 
hour  is  specified.  Please  indicate  in  your  letter  that  you  are  attending  the  Connecticut  State  Medical  So- 
ciety Meeting.  Your  letter  should  be  directed  to  the  Front  Office  Manager,  Statler-Hilton  Hotel,  10  Ford 
Street,  Hartford  06103,  Connecticut.  Sjiecial  reservation  cards  are  available  in  the  Society  office  and  will 
lie  maileil  to  members  upon  recpiest. 

Annual  Dinner: 

The  Annual  Dinner  will  be  held  at  the  hotel  on  Wednesday,  .\pril  27,  1966.  The  social  hour  will 
be  at  6:15  p.m.  and  the  dinner  at  7:00  p.m.  All  persons  attending  the  dinner  will  be  the  guests  of  the 
Society  at  the  social  hour  which  will  begin  promptly  at  6:15  p.m.  and  end  promptly  at  7:00  p.m.  Your 
reservation  for  dinner  should  be  sent  in  as  soon  as  possible. 

Program  : 

General  scientific  sessions  will  be  held  in  the  terrace  room  from  9:30  a.m.  to  3:30  p.m.  Section  meet- 
ings will  begin  at  3:30  p.m.  and  will  be  held  in  the  rooms  listed  in  the  program. 

ExiHiiiTS: 

The  technical  exhibits  will  be  located  in  the  ballroom.  Physicians  should  take  advantage  of  the 
opportunity  to  review  “under  one  roof”  what  is  new  and  timely  in  the  goods  and  services  available 
to  the  Connecticut  physician. 


PROGRAM 
Tuesday,  April  26 

Mezzanine 

Annual  Meeting  of  the  House  of  Delegates 

Kenneth  F.  Brandon,  Hartford,  Speaker  of  the  House,  presidiiig 

10:00  Call  to  Order 
Business  Session 

1:00  Luncheon  for  Officers,  Members  of  the  House  and  Guests 
2:00  Resumption  of  Business 

Social  hour  immediately  following  the  adjournment  of  the  meeting. 
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Fenton  Schaffner 
New  York  City 


9:00  Registration— Mezzanine 


VV.  H.  J.  SUMMERSKILL 
Rochester,  Minnesota 

Wednesday,  April  27 

Terrace  Room 


Louis  R.  Wasserman 
New  York  City 


9:30  Call  to  Order— Orvan  W.  Hess,  Neiv  Haven,  President  of  the  Society 

Address  of  Welcome— Charles  E.  Jacobson,  Jr.,  Manchester,  President,  Hartford  County  Medical 
Association 

Paul  F.  McAlennev,  A^ew  Haveti,  presiding 
9:45  Drug  Induced  Hepatic  Injury 

Fenton  Schaffner,  New  York  City;  Associate  Professor  of  Pathology  and  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons;  Head  of  Liver  Group,  Department  of  Medi- 
cine, Mt.  Sinai  Hospital 

10:30  Hepatic  Disease— Some  Recent  Advances  in  Treatment 

William  H.  J.  Summerskill,  Rochester,  Minnesota;  Consultant  in  Medicine  and  Director, 
Gastrointestinal  Unit,  Mayo  Clinic 

11:10  Intermission  to  Visit  Technical  Exhibits 


11:40  Polycythemia 

Louis  R.  Wasserman,  New  York  City;  Director,  Department  of  Hematology,  Mt.  Sinai  Hospi- 
tal; Associate  Clinical  Professor  of  Medicine,  Columbia  University  College  of  Physicians  and 
Surgeons 

12:20  Post  Traumatic  Epilepsy 

A.  Earl  Walker,  Baltimore,  Maryland;  Professor  of  Neurological  Surgery,  JoJnis  Hopkins 
University  School  of  Medicine;  Neurosurgeon-in-charge,  Johns  Hopkins  Hospital 

1:00  Luncheon— City  Rooms 

Intermission  to  Visit  Technical  Exhibits 

David  Babbott,  Hartford,  presiding 

2:00  Disorders  of  Cortisol  Production 

Frank  H.  Tyler,  Salt  Lake  City,  Utah;  Professor  of  Medicine,  University  of  Utah  College  of 
Medicine 

2:40  The  Battered  Child  with  Innocent  Parents 

John  Caffey,  Pittsburgh,  Pennsylvania;  Visiting  Professor  of  Pediatrics  and  Radiology,  Uni- 
versity of  Pittsburgh  School  of  Medicine;  Radiologist,  Children’s  Hospital,  Pittsburgh 


A.  Earl  Walker 
Baltimore,  Maryland 


Frank  H.  Tyler 
Salt  Lake  City 


John  Caffey 
Pittsburgh,  Pa. 
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Wednesday,  April  27 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

WOMAN’S  AUXILIARY  TO  I HE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
22nd  Annual  Meeting  Corner  House,  Farmington 

President:  Mrs.  Williams  R.  Richards,  New  Haven 
Recording  Secretary;  Mrs.  Nicholas  E.  Creaturo,  Fairfield 
Corresponding  Secretary:  Mrs.  Anthony  P.  Cipriano,  Nexo  Haven 

10:00  Registration 
10:30  Business  Meeting 

Guest  Speaker:  Francis  Gallo,  Chairman 

Board  of  Directors  of  COMPAC 

1:00  Luncheon 

Guest  Speaker:  Mrs.  Asher  Yaguda,  President-Elect 

JVornan’s  Auxiliary  to  the  A7nerican  Medical  Associatimi 

SECIION  ON  DERM.ATOLOGY 
3:30  Room  424 

President;  Patrick  N.  Brown,  Meriden 
Secretary:  Saul  Rosenberg,  Bridgeport 

Current  Concepts  of  Collagen  Disease 

Louis  Fernanuez-Herlihy,  Boston;  Clinical  Fellow,  Fahey  Clinic 


JOINT  MEETING 

SECTION  ON  GASTROENTEROLOGY 

President:  Howard  M.  Spiro,  Neiv  Haven 
Secretary:  Saul  S.  Milles,  Hamden 

SECTION  ON  INTERNAL  MEDICINE 
President:  William  E.  Swift,  Jr.,  New  Flaven 
Secretary;  Robert  |.  Molloy,  Hartford 
3:30  Rooms  416-420 

Discussion  of  a Patient  with  Liver  Disease 

Moderator;  Robert  L.  .Scheig,  A^exo  Haven  Assistant  Professor  of  Medicine,  Yale  University 
School  of  Medicine 

Panel:  William  H.  J.  Summerskill,  Rochester,  Minnesota,  Consultant  in  Medicine  and 

Director,  Gastrointestinal  Unit,  Mayo  Clinic 

Fenton  Schaffner,  New  York  City ; Associate  Professor  of  Pathology  and  Medicine, 
Columbia  University  College  of  Physiciaxis  and  Surgeons;  Head  of  Liver  Group,  De- 
partment of  Medicine,  Mt.  Sinai  Hospital 


JOINT  MEETING 

SECTION  ON  NEUROSURGERY 
President:  Franklin  Robinson,  A^ezv  Haven 
Secretary:  Robert  H.  Sturman,  Waterbury 

SECTION  ON  NEUROLOGY 
President:  Bernhard  A.  Rogowski,  New  Haven 
Secretary:  John  C.  Moencb,  New  Have?} 

3:30  Room  408 

Neoplasia  and  the  Central  Nervous  System 

Elias  E.  Manuelidis,  Afeiv  Flaven;  Professor  of  Pathology,  Yale  University  School  of  Medicine 
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Wednesday,  April  27 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 
3:30  Washington  Room 

President:  Charles  B.  Cheney,  New  Haven 
Secretary:  G.  Lawrence  Austin,  Jr.,  Hartford 

The  Tired  Mother’s  Syndrome 

Leonard  L.  Lovshin,  Cleveland,  Ohio;  Department  of  Diternal  Medicine,  Cleveland  Clinic 

SECTION  ON  PATHOLOGY 
3:30  Room  436 

President:  Richard  D.  Otis,  Hartford 
Secretary:  Peter  B.  Hukill,  New  Haven 

Artificial  Heart  Research— Current  Status 

Bert  K.  Kusserow,  Burlington,  Vermont;  President,  American  Society  for  Artificial  Internal 
Organs,  Associate  Professor,  Department  of  Pathology,  University  of  Vermont  College  of 
Medicine 


SECTION  ON  PEDIATRICS 
(Hezekiah  Beardsley  Club) 

3:30  Room  440 

President:  James  H.  Root,  Jr.,  Waterbury 
Secretary:  Paul  Teiger,  Waterbury 

Infections  in  Pediatrics 

Burtis  B.  Breese,  Rochester,  New  York;  Clinical  Professor  of  Pediatrics,  University  of  Roches- 
ter School  of  Medicine 

SECTION  ON  PHYSICAL  MEDICINE 
3:30  Room  412 

President  Robclitf  V.  Jones,  Jr.,  Neiv  Haven 
Secretary:  Sanford  Harvey,  Middletoiun 

New  Techniques  in  Splinting 

Carl  V.  Granger,  New  Haven;  Assistant  Professor  of  Physical  Medicine,  Yale  University 
School  of  Medicine 

SECTION  ON  PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
3:30  Buffalo  Room 

Chairman  and  Secretary:  J.  Howard  Johnston,  Wethersfield 

Transmission  of  Electrocardiograms  from  a Community  Hospital  for  Remote  Computer 
Analysis 

Robert  J.  Dobrow,  Hartford;  Senior  Resident  in  Medicine,  Hartford  Hospital 

SECTION  ON  PROCTOLOGY 
3:30  Boston  Room 

President:  Bernard  J.  Kaplan,  Hartford 
Secretary:  Sanford  Savin,  Bridgeport 

Pediatric  Problems  in  Proctology 

Richard  M.  Alexander,  Great  Neck,  New  York;  Chief  Proctologist,  Long  Island  Doctor’s 
Hospital,  Roslyn,  New  York 

SECTION  ON  UROLOGY 
3:30  New  York  Room 

President:  Harold  A.  Lear,  Hartford 
Secretary:  Robert  H.  Hepburn,  Hartford 

Renal  Tubular  Disorders  in  Clinical  Medicine 
Michael  Z.  Lazor,  Hartford;  Internist 
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\V^ednesday,  April  27 


CONNEC  riCUT  DIABETES  ASSOC:iA  EION 
3:30  Room  104 

President:  \Villiam  (E  Leeds,  ]Vest  Hartford 
Secretary:  [antes  C.  Hart,  Xeiv  Haven 

Drug  Management  oe  the  Organic  Hypoglycemic 

Martin  G.  Goldner^  Brooklyn,  Neio  York;  Professor  of  Medicine,  Stale  University  of  Nexu 
York;  Director,  Department  of  Medieitie,  Jexoish  Hospital  of  Brooklyn,  Nexe  York 


ANNUAL  DINNER  OF  THE  SOCIETY 

Statler-Hilton  Hotel 
10  Ford  Street 
Hartford,  Connecticut 

Social  Hour  6:15  p.m.  Dinner  7:00  p.m. 


PROGRAM 


Introduction  of  Newly  Elected  Officers  — J 

( 

Orvan  VV.  Hess,  Nexo  Have) 

Presentation  of  Guests  and  Delegates  From 

Fifty  Year  Membership  Awards 

Daniel  I'liomas  Hanks,  Bridgeport 
(ienesis  Frank  Carelli,  New  IlaYen 
James  l.owry  Gilday,  Bridgeport 
Daniel  Patrick  Griffin,  Bridgeport 
Isao  Hirata,  Sr.,  New  Haven 
.Anthony  Joseph  Mendillo,  New  Haven 


itevens  J.  Martin,  Hartford,  Chairman  of  the 
Council 

t.  President,  presiding 
State  Medical  Societies 

James  Raglan  Miller,  WTst  Hartford 
Raymond  \hncent  (hiinlan,  Meriden 
Harry  Stejihen  Reynolds,  Ellington 
Lipton  Sharetts  Reich,  Trumbull 
Frank  Forester  Simon  ton,  Enfield 
Anthony  Paul  Vastola,  Waterbury 


Guest  Speaker 


Durward  G.  Hall,  m.d. 

The  Honorable  Durivnrtl  G.  Hall,  Member  of  Congress,  U.  S.  Representative  from  Missouri; 
Delegate  to  the  American  Medical  Association;  Practicing  Surgeon 
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Edward  B.  Hager 
Boston,  Massachusetts 


Richard  E.  Wilson 
Boston,  Massachusetts 


William  B.  Schwartz 
Boston,  Massachusetts 


Milton  Heltern 
Neiu  York  City 


Thursday,  April  28 


9:00  Registration— Mezzanine 

Terrace  Room 

9:05  Film— “The  One  IVho  Heals”  Produced  by  Department  ol  Medicine  and  Religion,  AMA 

Rudolf  E.  Klare,  Woodstock,  presiding 

9:45  Organ  Transplants— Medical  Management 

Edward  B.  Hager,  Boston  Massachusetts;  Instructor,  Harvard  Medical  School;  Associate  in 
Medicine,  Peter  Bent  Brigham  Hospital;  Assistant  Director,  Cardiorenal  Laboratory,  Peter 
Bent  Brigham  Hospital 

10:30  Organ  Transplants— Surgical  Management 

Richard  E.  Wilson,  Boston  Massachusetts;  Associate  in  Surgery,  Harvard  Medical  School; 
Associate  in  Surgery,  Peter  Bent  Brigham  Hospital 

11:10  Intermission  to  Visit  Technical  Exhibits 


11:40  The  Use  OF  Diuretics 

William  B.  Schwartz,  Boston,  Massachusetts;  Professor  of  Medicine,  Tufts  University  School 
of  Medicine;  Senior  Physicia?i  and  Chief,  Renal  Service,  Neio  England  Medical  Center  Hos- 
pitals 

12:20  Official  Investigation  of  Sudden  Suspicious  and  Violent  Death— What  Is  Needed 

Milton  Helpern,  Nexo  York  City;  Professor  and  Chairman,  Department  of  Forensic  Medi- 
cine, New  York  University  Schools  of  Medicine;  Consultant  Pathologist,  Bellevue  Hospital: 
Chief  Medical  Examiner , New  York  City 
(Program  arranged  with  Association  ol  Medical  Examiners  of  Connecticut) 

1:00  Luncheon— City  Rooms 

Intermission  to  Visit  Technical  Exhibits 


PROGRAM  ARRANGED  WITH  THE  CONNECTICUT  SOCIETY  OF  AMERICAN  BOARD 
SURGEONS  AND  THE  SECTION  ON  ORTHOPEDICS 

2:00-3:30  A Symposium  on  Trauma 

Moderator:  William  W.  L.  Glenn,  New  Haven;  Professor  of  Surgery,  Yale  University  School  of 

Medicine 

Panel:  Ronald  A.  Malt,  Boston,  Massachusetts;  Sxirgical  Services,  Massachusetts  General 

Hospital;  Department  of  Surgery,  Harvard  Medical  School 

F.  A.  SiMEONE,  Cleveland,  Ohio;  Professor  of  Surgery,  Western  Reserve  University 
School  of  Medicine;  Director  of  Surgery,  Cleveland  Metropolitan  General  Hospital 

John  D.  States,  Rochester,  New  York;  Clinical  Instructor,  Division  of  Orthopedic 
Surgery,  University  of  Rochester  School  of  Medicine;  Associate  Attending  Surgeon, 
Strong  Memorial  Hospital  and  Rochester  General  Hospital 
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Ronald  A.  Malt 
Boston,  Massachusetts 


L.  A.  .SlMEONE 
Cleveland,  Ohio 


John  D.  States 
Rochester,  New  York 


Thursday,  April  28 

MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND  GUEST  ORGANIZATIONS 

SECTION  ON  ALLERGY 
3:30  Room  408 

President:  Eugene  H.  Walzer,  Bridgeport 
Secretary:  A.  Arthur  Eierberg,  Hartford 

CAiRRI  NT  KNOVVia.DGE  AND  PRACTICES  IN  lUE  DIAGNOSIS  AND  1 REATMENT  OF  Al.LERGIC  REACTIONS  EO 

Insect  Stings 

Harry  Louis  Mueller,  Boston;  Chief,  Division  of  Allergy,  The  Children’s  Hospital  Medical 
Center 


SECT  K3N  ON  ANES  I HESIA 
3:30  Room  424 

President:  Pierino  D’Elia,  New  Haven 
Secretary:  James  B.  Given,  Hartford 

Electron  Transfer— Is  This  the  Lesion  in  Shock? 

William  S.  Howland,  Neiu  York  City;  Chairnian,  Department  of  Anesthesiology,  Memorial 
and  Sloan-Kettering  Cancer  Institute 


SEG  LION  ON  GENERAL  PRAG  I IGE 
3:30  Room  404 

1 his  will  be  an  organizational  meeting  with  election  ol  othcers  and  developing  of  plans. 


SECTION  ON  OPHTHALMOLOGY 

President:  Charles  T.  Schechtman,  New  Britain 
Secretary:  William  B.  Brewster,  Jr.,  Hartford 

3:30  Business  Meeting— Room  41G 
6:00  Social  Hour— Room  412 
700  Dinner— Rooms  416-420 

8:15  Guest  Speaker:  Charles  M.  Barbour,  Hartford;  Anesthesia  Department  Hartford  Hospital: 

Title:  Lr  Can  Happen  to  You— Acute  Medical  and  Anesthetic  Emergencies  — Medico-Legal 
Aspects  and  Treatment 
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Thursday,  April  28 


SECTION  ON  ORTHOPEDICS 

President:  Robert  P.  Eornshell,  Danbury 
Secretary:  Charles  T.  Flynn,  Jr.,  Meriden 

2:00-3:30  Terrace  Room— Joint  Meeting  with  Connecticut  Society  of  American  Board  Surgeons— (See 
General  Program— Thursday,  2:00  p.m.) 

Following  the  clinical  session,  the  Section  on  Orthopedics  will  hold  a social  hour  and  dinner 
at  the  Hunt  Memorial  Building,  230  Scarborough  Street,  Hartford 

5:30  Social  Hour 

6:30  Dinner  Followed  by  a Business  Meeting 


SECTION  ON  OTOLARYNGOLOGY 
3:30  Room  420 

President:  Howard  W.  Smith,  New  Haven 
Secretary:  Robert  S.  Rosnagle,  Neic  Haven 

Cryotherapy  in  Otolaryngology 

Cryotherapy  for  Nasal  Hemorrrage 

Charles  D.  Bluestone,  Pittsburgh,  Pennsylvania 

Cryosurgery  of  the  Tonsils 
Charles  L.  Hill,  Providence,  Rhode  Island 


CONNECTICUT  DISTRICT  BRANCH-AMERICAN  PSYCHIATRIC  ASSOCIATION 

3:30  Boston  Buffalo  Rooms 

President:  Lane  Ameen,  Neiu  Haven 
Secretary:  John  H.  Houck,  Hartford 

Psychiatry  for  General  Practitioners:  The  Connecticut  Program 

Panel:  Austin  McCawley,  Hartford  Stephen  Fleck,  Neiu  Haven 

John  Donnelly,  Hartford  Mr.  Lee  Isenberg,  Hartford 


SECTION  ON  RADIOLOGY 
3:30  New  York-Washington  Rooms 

President:  Robert  D.  Russo,  Bridgeport 
Secretary:  Orlando  F.  Gabriele,  New  Haven 

Considerations  in  the  Management  of  Lung  Cancer 

Morton  M.  Kligerman,  Neiv  Haven;  Professor  a7id  Chairman,  Department  of  Radiology,  Yale 
University  School  of  Medicine 


Volume  30,  No.  4 


259 


Thursday,  April  28 


CONNECTICUT  SOCIETY  OE  AMERICAN  BOARD  SURGEONS 

President:  Malcolm  M.  Ellison,  New  London 
Secretary:  'William  A.  Wdialen,  Jr.,  WiUimanlic 

2:00-3:30  Terrace  Room— Joint  Meeting  with  Section  on  Orthopedics  (See  General  Program— Thurs- 
day, 2:00  P.M.)' 

3:45  Bus  trip  to  points  oI  interest  in  llartloid 
5:30  Social  Hour— Terrace  Room 
(3:30  Dinner— Terrace  Room 

Guest  Speaker:  E.  A.  Simeone,  CAeveUind,  Ohio,  Professor  of  Surgeiy,  ]Vestern  Resewe  Univer- 
sity School  of  Medicine,  Director  of  Sutgery,  Cleveland  Metropolitan  General  Hospital 

Eitle:  Research  at  the  Battlei  ront— \\Y)rld  \V^\r  II  and  the  Korean  W'ar 

ASSOCIATION  OF  MEDICAE  EXAMINERS  FOR  CiONNECTICUT 

President:  Samuel  B.  Rentsch,  Derby 
Secretary:  Francis  P.  A.  'U^illiams,  Monroe 

1:00  Rooms  43(3-4 10  lAincheon  lor  Medical  Examiners  and  Ciuests 
3:30  Business  Meeting 


SPECIAL  NO  I ICE 

I he  combined  medical  and  health  council  oI  the  Connecticut  Chapter  ol  National  Association  of  Social 
Workers,  northern  and  southern  sections,  will  be  held  on  Wednesday,  April  27,  from  12:00  to  2:30  P.M. 
at  the  Shoreham  Motor  Hotel  in  Hartford.  The  topic  to  be  discussed  will  be,  “The  Coming  Role  of  the 
Social  Workers  as  Liaison  between  Acute  Hosjtitals  and  Extended  Care  Programs  both  Public  and 
Private.” 
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TECHNICAL  EXHIBITS 


space 

Firm 

Location 

1 

G.  D.  Searle  & Company 

Cliicago,  111. 

9 

Mead  Johnson  Laboratories 

Evansville,  Ind. 

3 

U.S.  Vitamin  & Pharmaceutical  Corp. 

New  York,  N.Y. 

4 

Eli  Lilly  Sc  Company 

Indianapolis.  Ind. 

5 

Arthur  4V.  Eade  Insurance  Agency 

Hamden,  Conn. 

6 

Surgeons’  & Physicians’  Supply  Co. 

Boston,  Mass. 

7 

Mayflower  Securities 

New  York,  N.Y. 

8 

Dome  Chemicals,  Inc. 

New  York,  N.Y. 

9 

Encyclopedia  Americana 

Needham,  Mass. 

10 

Ortho  Pharmaceutical  Corp. 

Raritan,  N.J. 

11 

Organon,  Inc. 

■\Vest  Orange,  N.J. 

12-13 

Professional  Equipment 

New  Haven,  Conn. 

14 

.Abbott  Laboratories 

North  Chicago,  111. 

15 

The  Upjohn  Company 

Kalamazoo,  Mich. 

16 

Sandoz  Pharmaceuticals 

Hanover,  N.J. 

17 

Wallace  Laboratories 

Cranbury,  N.J. 

18 

Mikelk  Electronics  Co. 

Aidmrn,  Mass. 

19-22 

Connecticut  Physicians’  Art  Association 

23 

Merck  Sharp  Sc  Dohme 

4Vest  Point,  Pa. 

24 

E.  R.  Squibb  & Sons 

New  York,  N.Y. 

25-26 

Connecticut  Dairy  and  Food  Council,  Inc. 

Hartford,  Conn. 

27 

Brewer  and  Company,  Inc. 

Worcester,  Mass. 

28 

Connectictit  Medical  Political  Action  Committee 

(COMPAC) 

29 

Encyclopaedia  Britannica,  Inc. 

Chicago,  111. 

30 

Ciba  Pharmaceutical  Company 

Summit,  N.J. 

31-34 

State  Department  of  Health 

Hartford,  Conn. 

35 

Flint  Laboratories 

Morton  Grove,  111. 

36 

Parke,  Davis  Sc  Company 

Detroit,  Mich. 

37 

American  Massage  Equipment  Company 

Hackensack,  N.J. 

38 

Connecticut  Heart  Association 

Hartford,  Conn. 

39 

Connecticut  Committee  on  Medicine  and  Religion 

40 

Astra  Pharmaceutical  Products,  Inc. 

AVorccstcr,  Mass. 

41 

3M  Business  Products  Sales,  Inc. 

West  Hartford,  Conn 

42 

Brookes  Research  Associates 

Hanover,  N.J. 

43 

The  D.  G.  Stoughton  Company 

West  Hartford,  Coini, 

44 

Group  Insurers,  Inc. 

New  Haven,  Conn. 

45 

The  Emko  Company 

St.  Louis,  Mo. 

46 

Equity  Investment  Corporation 

New  Haven,  Conn. 

47 

Lessere-Wertheim,  Inc. 

Hartford,  Conn. 

48 

Tlie  Stnart  Company 

Pasadena,  Calif. 

49 

Syntcx  Laboratories,  Inc. 

Palo  Alto,  Calif. 
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Doctor...two  important 
Lederle  products  for 
routine  office  procedures 

V / 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE* 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRiVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness-may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly;  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TUBERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab*  Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R,,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New^York 
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AMERICAN  MEDICAL  ASSOCIATION  DUES  INCREASE 

A.T  the  Clinical  Convention  of  the  American  Medical  Association  held  in 
December  1965  in  Philadelphia,  the  House  of  Delegates  approved  a recom- 
mendation of  the  Board  of  Trustees  to  increase  the  membership  clues  from 
forty-hve  to  seventy  dollars.  This  ajrproval  was  made  subject  to  final  action  by 
the  House  at  the  Annual  American  Medical  Association  Convention  in  June  1966. 

The  Board  of  Trustees’  recommendation  for  the  dues  increase  was  based 
on  the  same  problems  that  confront  every  practicing  physician  and  every  firm  that 
is  engaged  in  business  in  this  country  today,  namely,  a continual  rising  spiral  of 
costs  which  in  recent  years  has  cut  in  half  the  purchasing  power  of  the  dollar. 
In  the  vital  area  of  communication  alone  air  increased  cost  of  181  percent 
has  occurred  in  the  past  five  years.  American  Medical  Association  real  estate 
taxes  have  been  increased  almost  200  per  cent  since  1959.  Salaries  and  employee 
benefits  have  risen  25  percent  as  in  all  industry,  and  the  society  must  compete 
with  business  for  competent  people  to  carry  on  its  affairs.  With  the  advent  of 
Medicare,  Social  Security  taxes  will  rise  from  $160,000  in  1960  to  $276,000  in 
1966. 

The  American  Medical  Association  organization  has  been  growing  in  recent 
years  to  keep  abreast  of  all  the  problems  confronting  medicine  and  to  bring 
the  ever  expanding  wealth  of  medical  knowledge  to  its  members  and  the 
public.  It  cannot  continue  this  needed  development  on  yesterday’s  income. 
Somewhat  less  than  28  per  cent  of  AMA  income  will  be  derived  from  clues  in 
1966  if  the  dues  remain  at  $45.  Over  sixty  per  cent  of  income  comes  from  other 
sources  such  as  subscriptions,  exhibit  spaces  at  meetings,  advertising  and  in- 
vestments. 

Expenses  would  be  much  higher  if  it  were  not  for  the  free  time  given  by 
the  hundreds  of  physicians  who  serve  on  the  Councils,  commissions,  committees 
and  allied  groups,  that  with  the  staff  carry  on  the  tremendous  tasks  that  the 
AMA  handles  every  year.  With  the  advent  of  government  financing  in  the  field 
of  medicine,  the  Society’s  tasks  will  be  more  arduous  than  ever,  but  they 
must  be  done.  The  necessary  dues  increase  at  this  time  for  all  of  us  will  help 
our  national  organization  carry  out  the  many  responsible  tasks  we  ourselves, 
the  government  and  the  people  assign  to  the  American  Medical  Association. 

James  R.  Cullen,  m.d. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


A.  NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  yopr  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 


264 


Connecticut  Medicine,  April,  1966 


The  All  Wire  Technique  In  Wound  Closure 


Marvin  S.  Arons,  M.D.,  D.M.D. 


Introduction 

■ It  has  been  pointed  out  that  the  method  of  using 
the  stitch  in  skin  closure  is  of  much  greater  impor- 
tance than  the  suture  material.  The  general  prin- 
ciples of  plastic  surgery  as  applied  to  wound 
closure  include:  careful  hemostasis,  removal  of  de- 
vitalized tissue  and  foreign  bodies,  obliteration  of 
dead  space,  prevention  of  hematoma,  right  angle 
incisions,  following  the  lines  of  tension  for  in- 
cisions, relaxation  of  the  skin  edges,  coaptation  of 
skin  edges  without  tension,  early  and  progressive 
removal  of  sutures  with  subsequent  skin  edge  sup- 
port, and  gentle  and  meticulous  surgery  with  the 
use  of  fine  non-irritating  suture  materials. 

Through  the  centuries,  four  major  luethods  for 
the  approximation  of  wounds  have  been  employed. 
These  are:  (1)  bandaging,  (2)  strips  of  adhesive 
materials,  (3)  clips,  hooks  and  needles,  and  (4) 
the  needle  with  suture.  The  last  has  survived  as  the 
dominating  procedure  of  choice  with  most  surgeons 
in  all  specialties.  The  introduction  of  a variety  of 
suture  materials  and  improvements  in  preparation 
have  not  produced  a suture  that  meets  all  the  ideal 
standards  and  requirements.  Nor  is  this  presenta- 
tion designed  to  evaluate  the  efficacy  of  one  suture 
as  opposed  to  another  or  to  discuss  the  problem  of 
the  healing  of  skin  wounds.  For  information  in  this 
area,  the  reader  is  referred  elsewhere  in  the  liter- 
ature. Rather,  one  method  that  has  been  found 
useful  in  closing  accidental  or  elective  wounds  and 
which  attempts  to  meet  the  criteria  for  the  plastic 
surgical  closure  of  all  wounds  is  being  presented.^ 

Procedure 

Diagrammatically  in  Figure  I,  the  all  wire  clo- 
sure of  an  elliptical  shaped  wound  is  illustrated. 
The  edges  of  the  defect  have  been  undermined  and 
hemostasis  secured  with  No  40.  stainless  steel  wire 
ties.  These  ties  are  best  secured  using  a straight 
mosquito  hemostat.  On  a curved  cutting  needle. 
No.  36  stainless  steel  wire  stent  sutures  are  passed 
as  seen  in  (1) . It  is  imperative  that  these  sutures 
be  passed  through  the  deepest  part  of  the  defect 
since  in  this  way  they  help  obliterate  dead  space  in 
the  final  closure.  The  encls  of  these  stent  wires  are 
then  secured  with  hemostats  to  prevent  loose  ends 
from  interfering  with  the  remaining  part  of  the 
closure.  The  next  step  as  seen  in  (2)  is  the  suture 
of  the  wound  with  a continuous  No.  36  subcuticu- 
lar pull-out  wire.  In  using  a subcuticular  pull-out 


wire,  it  is  necessary  to  pull  on  each  end  of  the  wire 
after  each  passage  through  the  tissue  in  order  to 
prevent  kinking  which  would  later  interfere  with 
its  removal.  All  the  wires  are  now  in  place  as  seen 
in  (3)  . Depending  upon  the  ai'ea.  No.  4-0,  No. 
5-0,  or  No.  6-0  black  silk  is  then  used  to  close  the 
skin  edges  which  should  be  well  aligned  and  to- 
gether even  before  these  final  sutures  are  placed. 
These  silk  sutures  are  used  only  to  coapt  the  edges 
of  the  wound  to  get  an  even  more  precise  wound 
closure  and  should  not  be  placed  under  tension.  In 
this  regard,  the  first  knot  is  always  the  most  impor- 
tant when  square  knots  are  utilized.  Either  Fura- 
cin,  Xeroform,  or  glycerine  impregnated  fine  mesh 
gauze  is  placed  next  to  the  wound.  Any  such  ma- 
terial which  is  hydroscopic  and  water  soluble  helps 
prevent  crusting  in  the  wound  which  also  promotes 
faster  healing  and  less  scarring.  Finally,  as  seen  in 
(5) , several  gauze  sponges  are  trimmed,  rolled,  and 
placed  against  the  wound.  The  stent  wires  are  then 
securely  tied  over  them  and  the  subcuticular  wire 
also  is  loosely  tied  over.  In  addition  to  obliterating 
dead  space,  the  stent  wires  reduce  tension  on  the 
wound  edges  and  also  secure  a firm  pressure  dress- 
ing in  place.  Often,  no  further  dressing  is  required 
especially  in  the  area  of  the  face.  Post-operatively, 


Figure  I 

Diagrammatic  representation  of  all  wire  closure  of  an 
elliptical  wound  of  the  skin. 


DR.  MARVIN  S.  ARONS,  associate  surgeon,  Yale-New 
Haven  Medical  Center,  New  Haven,  Conn.;  junior  assistant 
attending  surgeon,  St.  Raphael's  Hospital,  New  Haven,  Conn.; 
attending  plastic  surgeon,  Veterans  Administration  Hospital, 
West  Haven,  Conn. 
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the  stent  dressing  and  the  stent  wires  are  removed 
on  the  third  post-operative  day.  At  this  time,  pro- 
gressive removal  of  the  black  silk  sutures  has  be- 
gun. One-third  of  these  sutures  are  removed  on  the 
third  post-operative  day,  another  third  on  the 
fourth  jjost-operative  day,  and  all  remaining  silk 
skin  sutures  are  removed  on  the  fifth  post-operative 
day.  I'he  ends  of  the  subcuticular  pull-out  wire  are 
curled  on  the  end  of  a straight  hemostat  so  as  to 
prevent  loose  etuis.  Now  the  main  mechanical  sup- 
port of  tlie  wound  resides  in  the  subcuticular  pull- 
out suture  which  may  remain  in  for  a variable 
period  of  time  depending  upon  the  location  of  the 
wound  and  whether  or  not  subcutaneous  buried 
wire  sutures  w'ere  utilized.  As  an  example,  if  the 
wound  were  over  the  anterior  tibial  area.  No.  36 


or  No.  38  interrupted  buried  wire  subcutaneous 
sutures  would  have  been  tied  in  place  prior  to  the 
insertion  of  the  pull-out  wire.  The  removal  of  the 
pull-out  wire  would  be  approximately  on  the 
fourteenth  post-operative  day.  If  this  were  a small 
lesion  or  wound  of  the  face,  the  subcuticular  wire 
probably  would  be  removed  on/or  about  the  ninth 
post-operative  day. 

Conclusion 

An  all  wire  teclinique  for  closure  of  accidental 
and  elective  surface  wounds  of  the  body  has  been 
presented. 

Reference 
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Meigs^  Syndrome  - An  Incomplete  Form 

With  Severe  Hydrothorax 

Terence  F.  McNulty,  M.D.  and  John  A.  Muccino,  M.D. 


■ The  first  mention  of  an  association  of  an  ovarian 
tumor  with  hydrothorax  was  made  by  Spiegelberg 
in  1866,  followed  by  Gaillard  Thomas  in  1877. 
However,  Cullingworth  in  1879  was  the  first  to  re- 
port a case  of  ovarian  fibromata  with  ascites  and 
pleural  effusion.  In  1829,  Lawson  Tait  emphasized 
that  the  Association  of  hydrothorax,  ascites,  and 
abdominal  tumor  did  not  always  signify  malig- 
nancy as  was  formerly  upheld. 

In  the  United  States  in  1937  seven  cases  were  re- 
ported by  Meigs  and  Cass,  and  in  the  same  year 
Rhoads  and  Terrell  designated  the  syndrome  after 
Meigs.  The  first  mention  of  the  syndrome  in  the 
American  literature  was  by  Spencer  Wells  in  1882; 
but  it  was  not  until  after  the  publication  of  Meigs’ 
and  Cass’  collected  cases  that  the  syndromes  be- 
came universally  recognized. 

Since  the  original  communications  in  the  British 
journals  by  Cullingworth  and  Lawson  Tait,  cases 
have  been  reported  by  Borg  (1941) , Gild  (1943) , 
Clay,  Johnston  and  Samson  (1944) , Gardiner  and 
Lloyd-Hart  1944) , Lawlor  (1944) , Erez  (1945) , 
Marshall  (1949) , Lawson  (1950) , Conway-Hughes 
(1951),  and  Blair  in  1961.  Although  Meigs  has 
made  the  major  contribution  to  the  collection  and 
research  of  this  syndrome,  he  reported  in  1954  that 
the  more  correct  name  should  be  the  “Demons’- 
Meigs’  syndrome,”  since  Demonds  reported  cases  in 
1887,  1902  and  1903.  In  1954,  Meigs  presented  a 
collection  of  84  such  cases.  Meigs’  observations  and 
reports  have  aroused  interest  in  this  syndrome 
everywhere. 

In  Meigs’  original  description  of  the  syndrome 
the  following  conditions  were  necessary  for  the  use 
of  the  term  ‘‘Meigs’  syndrome”:  (1)  Presence  of  an 
ovarian  fibroma,  (2)  hydrothorax,  (3)  ascites,  and 
(4)  cure  after  extirpation  of  the  ovarian  tumor. 
He  originally  limited  the  term  to  ovarian  fibromas. 
However,  reports  on  benign  ovarian  tumors  of  dif- 
ferent pathogenesis  associated  with  ascites  and 
hydrothorax  that  were  cured  after  surgical  extirpa- 
tion of  the  tumor  have  extended  the  use  of  the 
term  ‘‘Meigs’  syndrome.”  In  the  world  literature, 
the  syndrome  has  been  described  in  a uterine 
myoma,  a papillary  cystadenoma  of  the  ovary,  a 
blastoma,  a granulosa-theca  cell  tumor  and  a Bren- 


ner tumor.  Meigs’  cases  included  theca  cell,  granu- 
losa cell  and  Brenner  tumors,  benign  ovarian 
tumors  including  cysts,  uterine  myomas,  a tubal 
papilloma,  and  two  cases  of  struma  ovarii.  Occa- 
sionally the  syndrome  has  been  observed  in  malig- 
nant, solid,  non-metastasizing  genital  tumors.  Meigs 
has  definitely  excluded  dermoid  cysts  and  tera- 
tomas from  the  syndrome.  In  1961  Blair  reported  a 
case  of  Meigs’  syndrome  which  had  added  features 
of  interest.  In  addition  to  an  ovarian  fibroma, 
there  was  a Brenner  tumor  of  the  opposite  ovary,  a 
small  carcinoma  in  a fallopian  tube,  together  with 
multiple  uterine  fibromyomata  and  cystic  glandu- 
lar hyperplasia  of  the  endometrium. 

Meigs’  syndrome  is  relatively  uncommon  and 
mimics  the  terminal  phase  of  a metastasizing 
maglignant  tumor,  far  advanced  cirrhosis  or  cardiac 
failure  but  is  curable  by  surgical  treatment.  The 
syndrome  is  actually  a triad  of  ovarian  fibroma, 
ascites  and  pleural  effusion.  Every  woman  with 
ascites  and  hydrothorax  should  be  very  carefully 
examined  for  the  possible  presence  of  ovarian 
tumor.  If  one  is  found,  laparotomy  should  be  per- 
formed. The  decision  to  perform  this  operation 
may  require  firm  resolution  on  the  part  of  the 
gynecologist,  as  he  may  find  his  opinion  opposed 
by  the  internist  or  general  surgeon.  Very  often  a 
patient  with  Meigs’  syndrome  will,  because  of  her 
hydrothorax,  present  herself  to  the  internist,  and 
even  the  textbooks  of  medicine  have  not  included 
this  syndrome  among  the  causes  of  hydrothorax. 

It  has  been  found  that  malignant  ovarian  tumors 
are  also  capable  of  producing  the  syndrome.  In 
1952  several  writers  collected  17  cases  from  the 
literature  in  which  malignancy  of  the  ovary  was 
associated  with  Meigs’  syndrome. 

Meigs  divided  the  conditions  in  which  removal 
of  the  tumor  causes  disappearance  of  the  collec- 
tions of  fluid  in  the  abdomen  and  thorax  into  four 
categories:  (1)  true  Meigs’  syndrome,  (2)  ovarian 
benign  cysts  such  as  liomyoma,  teratoma  (3)  ma- 
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Figure  I 

C]1r'sI  roc'iitgenogiam  before  surgery. 


I i 

Figure  II 

Chest  roentgenogram  before  rli.scharge  from  hospital. 


lignaiU  uvaiiaii  proce.sses,  (1)  cystic,  fratiniafic, 
and  carcinomatous  changes  of  tlie  pancreas. 

The  “trite”  Meigs’  syndrome  is  associated  with 
the  following:  (I)  ovarian  fibroma  or  fibroma-like 
tumor,  (2)  ascites,  (3)  hydrothmax,  (1)  the  latter 
disappear  rvith  the  removal  of  the  ovarian  tumor. 

The  viewpoint  that  Meigs’  syndrome  is  an  associ- 
ation of  ovarian  tumor  with  ascites  and  hydro- 
thorax which  can  be  cured  by  ovariectomy  is 
shared  by  the  present  authors.  Possibly,  also  to  be 
included  are  the  rare  cases  of  myoma  of  the  uterus 
or  benign  pelvic  tumor  in  which  this  symptom 
complex  occurs.  However,  they  do  not  agree  with 
those  who  consider  Meigs’  syndrome  as  any  {poly- 
serositis which  can  be  cured  by  removal  of  either 
a benign  or  a malignant  ovarian  tumor.  I'he  {ire.s- 
ent  authors  consider  the  benignity  of  the  {process 
one  of  the  chief  criteria.  Therebpre,  histologic  ex- 
amination of  the  tuiiKPr  is  im{Portant. 

There  have  been  cases  in  which  the  malignity  of 
the  {irocess  was  undoubted.  Such  was  the  case  in 
which,  in  addition  to  a Krukenberg  tuinipr  with 
ascites  and  hydrcpthorax,  the  first  sym{itom— i.e.,  the 
one  which  led  the  {Patient  to  the  {physician— was 
hematemesis  (stcpmach  metastasis);  and  the  {palli- 
ative o{jeration,  namely  ocp{phorectomy,  resulted  in 
the  disa{P{pearance  of  the  increased  body  fluid,  d’his 
condition  has  been  called  “Pseudosyndrome  of 
.Meigs.”  The  treatment  in  both  conditions  is  the 
same,  namely  {prom{Pt  la{parotomy  and  ovariectomy. 
'T  he  {problem  of  differentiating  a true  Meigs’  syn- 


drome from  a Pseudo-Meigs’  syndrome  remains  the 
work  of  the  histologist. 

Leger  and  Roy  (1949)  and  later  Blair  (1961) 
em{ployed  the  term  “inconi{plete  form  of  Meigs’ 
syndrome,”  in  describing  cases  with  hydrcpthorax 
without  obvious  ascites.  Such  is  the  case  re{Portecl 
by  the  {present  authors  here: 

Case  Report 

'File  patient  is  a (p7-year-old,  multiparous  white,  married 
Icmale.  eight  years  po.stmenopausal.  admitted  to  Saint  Fran- 
cis Hospital  as  an  emergency  on  June  1(5,  1965  with  a history 
of  severe  cough,  with  bouts  of  breathlessness,  and  pain  in 
the  right  chest  of  six  week's  duration.  Past  history  revealed 
treatment  for  ‘'hypertension  and  heart  failure,”  in  February, 
1956,  and  vaginal  hysterectomy  for  "Prolapse”  in  1957. 

C)n  atlmission,  the  patient  appeared  well-nourished  and 
well-developed,  but  pale  and  dyspneic.  Fhe  blood  pressure 
was  160/90;  the  temperature  was  99°  F.  There  were  no  pul- 
sating neck  vessels.  The  right  sitle  of  the  chest  lagged  on 
inspiration  and  expiration  and  was  dull  to  percussion  from 
the  level  of  the  seventh  thoracic  vertebra  to  the  inferior 
thoracic  margin.  Breath  sounds  were  absent  from  this  area. 
Fhe  heart  was  not  enlargeil  and  no  murmurs  were  heard. 
The  abdomen  was  tense,  but  no  fluid  wave  was  elicited. 
Dullness  was  noted  in  the  right  lower  quandrant,  .\  firm, 
li.xed,  non-tender  mass  was  palpable  in  tbe  rigbt  lower 
quadrant  from  the  symphysis  pubis  to  the  right  iliac  crest 
Pelvic  e.xamination  revealed  a normal  vagina  and  no  cervix. 
A firm,  slightly  irregular,  slightly  moveable,  non-tender 
mass  was  palpated  in  the  right  adnexal  region  and  filled  the 
cul-de-sac.  Complete  blood  count  and  urinalysis  were  within 
normal  limits.  Blood  sedimentation  rate  was  13  mm/1  hr. 
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Figure  III 
Whole  specimen. 


Figure  IV 

Cross-section  of  specimen. 


A massive  right-sided  pleural  effusion  was  diagnosed  on 
clinical  examination  and  confirmed  by  radiography.  The 
patient  had  repeated  chest  aspirations,  a straw-colored 
lymphocytic  fluid  being  witlidrawn,  which  relieved  lier 
dyspena.  Pathologic  examination  of  the  chest  aspirate  re- 
vealed no  malignant  cells,  and  smears  were  negative  for 
tubercle  bacilli.  Cultures  revealed  no  growth.  A total  of 
eight  liters  of  fluid  was  aspirated  from  the  right  chest.  The 
patient  improved  subjectively  and  was  ready  for  laparotomy, 
which  was  performed  on  the  fourteenth  hospital  day.  No 
fluid  was  present  in  the  peritoneal  cavity.  A large,  solid, 
horse-shoe  shaped  mass  was  arising  from  the  right  ovary, 
grayish-white  in  appearance,  encapsidated  and  measuring  20 
cm.  in  its  greatest  dimension.  The  right  tube  and  tlie  left 
tube  and  ovary  were  normal.  The  remainder  of  the  abdo- 
men, on  exploration,  was  normal.  No  uterus  was  present; 
and  the  cuff  was  well-healed.  A right  opphorectomy  was  per- 
formed. The  pathological  tliagnosis  was  fibroma  of  the  right 
ovary.  Tlie  patient's  post  operative  course  was  uncompli- 
cated. Clinically,  and  radiographically,  the  right  lung 
cleared,  and  tue  patient  was  discharged  from  the  hospital  on 
tlie  ninth  post  operative  day.  Figures  show  chest  X-rays  be- 
fore and  after  surgery,  and  photographs  of  the  specimen  are 
included. 

Discussion 

The  case  presented  represents  a case  ot  an  “in- 
complete form  of  Meigs’  syndrome’’  with  ovarian 
fibroma,  massive  hydrothorax  but  no  ascites. 


The  true  syndrome’s  symptom  complex  of 
ovarian  fibroma,  hydrothorax  and  ascites  occurs 
chiefly  in  women  in  the  menopause,  but  has  been 
observed  in  patients  between  the  ages  of  9 and  88 
years.  No  connection  to  number  of  pregnancies  or 
birth  has  been  found.  The  early  symptoms  are 
dyspnea,  loss  of  weight,  a feeling  of  weakness,  in- 
appetence, enlargement  of  the  abdomen,  and,  final- 
ly, cough.  The  patients  may  erroneously  be  treated 
for  cachexia  due  to  malignancy  or  for  heart  or  lung 
disease. 

The  size  of  the  ovarian  tumor  may  vary  from 
that  of  a hen’s  egg  to  that  of  a child’s  head.  There 
is  no  relationship  between  the  size  of  the  tumor 
and  the  degree  of  the  fluid  collections.  The  ascites 
may  vary  in  amount  between  100  cc.  and  1,000  cc. 
The  hydrothorax  may  be  considerable.  It  may  be 
unilateral  or  bilateral.  Fluid  which  is  removed  is 
very  rapidly  replaced.  The  removed  fluid  is  clear, 
its  protein  content  is  low;  usually  it  is  a transudate 
with  a specific  gravity  of  less  than  1.015.  The 
aspirate  contains  little  sediment  which  consists  of 
lymphocytes,  monocytes,  or  endothelial  cells.  When 
one  obtains  a bloody  aspirate,  this  does  not  rule 
out  Meigs’  syndrome.  It  may  be  due  to  necrosis  or 
torsion  of  the  tumor  and  its  presence  does  not  re- 
move the  necessity  for  laparotomy. 
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The  tumor  is  directly  or  indirectly  the  cause  of 
the  ascite  and  the  hydrothorax.  Regardless  of 
whether  the  fluid  reaches  the  pleural  cavity  by  way 
of  the  lymphatics  or  whether  there  is  a direct  com- 
mimitation  between  the  abdominal  cavity  and  the 
thorax,  it  is  not  clear  why  a very  slight  ascites  may 
be  associated  with  a large  hydrothorax.  It  is  also 
not  known  why  the  hydrothorax  affects  only  the 
right  or  the  left  side  of  the  chest.  Several  authors 
are  of  the  opinion  that  the  development  of  ascites 
and  hydrothorax  in  association  with  Meigs’  syn- 
drome is  due  to  the  simultaneous  action  of  several 
factors.  In  addition  to  the  mechanical  effect,  there 
is  the  possibility  of  relative  or  absolute  metabolic 
disturbance  (catabolism)  which  may  cause  increase 
of  the  hydropic  (steroid)  substance  secreted  by  the 
tumor  and  possible  changes  in  the  reactions  of  the 
serosa.  Certain  conditions  (such  as  developmental 
variations  of  the  lymphatic  system,  or  communica- 
tion between  the  two  body  cavities)  may  also  de- 
termine whether  there  is  hydrothorax  in  addition 
to  ascites  and  on  which  side  it  will  be  localized. 

Of  interest  is  the  notation  that  roentgen  irradi- 
ation of  the  tumor  will  cause  disappearance  of  the 
ascites  and  hydrothorax.  The  mechanism  of  action 
of  roentgen  ray  therapy,  aside  from  its  shrinking 
affect  on  the  tumor,  is  possibly  the  blocking  of  the 
discharge  from  the  tumor,  of  edema-rendering  sid)- 
stances  of  the  tumor  cells.  The  treatment  also  pos- 
sibly stimulates  absorption.  However,  irradiation 
therapy,  in  spite  of  the  good  results,  cannot  replace 
laparotomy  in  the  treatment  of  Meigs’  syndrome. 
It  should  replace  surgery  only  in  cases  where  there 
is  an  absolute  contraindication  to  operation,  where 
it  is  impossible  to  operate,  or  where  the  patient  re- 
fuses an  operation.  In  such  cases,  the  irradiation 
therapy  can  prevent  recurrence  of  ascites  and 
hydrothorax,  and  time  is  gained  so  that  laparotomy 
may  be  done  later  under  more  favorable  conditions. 


Summary 

1.  brief  actount  of  the  history  and  features  of 
Meigs’  syndrome  is  given. 

2.  .V  case  of  “incomplete  form  of  Meigs’  syn- 
drome’’ is  reported. 

3.  d he  signs,  symjjtoms,  and  pathophysiology  is 
briefly  reviewed. 
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rile  truly  scientific  spirit  should  make  us  inotlest  and  kindly.  We  reallv  know 
very  little  and  we  are  all  lallilile  when  facing  the  immense  difficulties  presented 
by  investigation  of  natural  phenomena. 

—Claude  Bernard,  M.D.,  .hi  lutvodiiction  To  The  Study  Of  Experimental 
Medicine. 
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Alaryngeal  Voice  Production 


■ “The  complete  loss  of  voice  in  laryngectomy 
. . . is  a basic  threat  to  the  integrity  of  the  person. 
It  will  provoke  nnenclnrable  and  thoughtless  penal- 
ties and  deprivations. 

In  today’s  communication-conscious  world  the 
ability  to  verbalize  one’s  thoughts  is  a necessity. 
Following  removal  of  the  larynx,  an  individual  is 
subjected  to  a severe  emotional  shock  with  the 
realization  of  his  inability  to  talk  as  he  has  in  the 
past.  Feelings  of  depression  and  helplessness  which 
frequently  arise  during  the  period  of  convalescence 
may  be  further  reinforced  by  exaggerated  or  over- 
solicitous  reactions  on  the  part  of  the  patient’s 
family. 

Invaluable  aid  can  be  given  in  the  rehabilitation 
of  these  patients  and  the  counseling  of  the  families. 
If  at  all  possible,  the  surgeon  and  the  speech  pathol- 
ogist should  prepare  the  jratient  and  family  for 
the  after-effects  of  the  surgical  procedure.  This 
will  not  necessarily  eliminate,  bixt  may  help  reduce 
the  severity  of  the  shock  following  surgery.  Of 
further  importance  and  reassurance  would  be  the 
knowledge  that  while  the  normal  avenue  of  com- 
munication will  no  longer  be  open  to  the  patient, 
there  are  substitutes  which  will  allow  him  to  com- 
municate—and  communicate  verbally 

Essentially  two  methods  are  available:  the 

development  of  alaryngeal  speech  and/or  the  use  of 
an  artificial  larynx.  While  the  development  of 
alaryngeal  speech,  particidarly  esophageal  speech, 
is  preferred,  the  use  of  an  artificial  larynx  need 
not  and  should  not  be  eliminated.  Such  an  in- 
strument may  be  used  as  a temporary  measure  to 
provide  communication  immediately  after  surgery 
and  for  later  use  as  a supplementary  tool. 

There  are  two  types  of  artificial  larynx:  the 
pneumatic  type  (pulmonary  air  from  the  stoma) , 
and  the  electric  larynx  (operated  by  battery) . Of 
the  pneumatic  or  mechanical  type  the  most  com- 
mon has  been  the  metal  reed  or  “reed”  type  larynx. 
Essentially  this  is  a tube,  one  end  of  which  is 
fitted  over  the  tracheal  opening  and  one  end  placed 
in  the  mouth.  The  air  stream,  coming  from  the  neck 
opening,  is  passed  through  the  tube,  setting  into 
vibration  a reed  contained  in  the  tube.  These 
vibrations  are  conveyed  into  the  oral  cavity  where 
articulation  of  the  sound  occurs. 

The  electrolarynx  is  a vibrating  mechanism 
electrically  driven  with  current  supplied  by  bat- 
teries. In  most  cases  the  vibrating  mechanism  con- 
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sists  of  a diaphragm  encased  in  a tube.  The 
diajrhragm  is  placed  against  the  throat.  When  the 
current  is  turned  on,  it  vibrates  the  diaphragm  and 
produces  a buzzing  sound.  This  buzzing  noise  acts 
in  a fashion  similar  to  vibrating  vocal  folds.  In 
a sense,  the  buzzing  sound  passes  into  the  oral 
cavity  where  it  is  then  articulated  into  sounds  and 
words. 

Both  of  these  systems,  mechanical  and  electric 
larynx,  have  a number  of  disadvantages:  the  instru- 
ment must  be  carried  and  available  at  all  times;  it 
is  rather  conspicuous  and  constantly  reminds  the  in- 
dividual of  his  disability;  the  instrument  is  subject 
to  breakdowns  and  in  such  case  requires  immediate 
care,  leaving  the  individual  without  speech;  the 
voice  quality  is  generally  metallic  with  little  pitch 
variation,  making  for  a monotonous  quality.  There 
have  been  some  references,  too,  to  differences  in 
intelligibility  between  esophageal  speech  and 
speech  using  an  artificial  larynx,  but  further 
definitive  research  is  needed. 

There  is,  however,  one  significant  advantage  to 
such  an  instrument:  it  can  take  only  a few  hours  to 
learn  to  use,  thereby  giving  the  laryngectomized  in- 
dividual almost  immediate  communication.  In  ad- 
dition, there  are  other  conditions  which  may  in- 
dicate the  use  of  the  artificial  larynx  over  the 
usually  preferable  esophageal  speech:  in  an  elderly 
patient  it  may  be  more  expedient,  in  consideration 
of  his  anticipated  longevity  of  life;  and  where  there 
are  some  physical  impediments  such  as  excessive 
scarring,  inert  status  (paralysis) , flaccidity  (no  tone 
or  quality  to  movement) , paucity  of  tissue  (par- 
ticularly of  the  cricopharyngeus  muscle) , and  mass- 
ive extirpative  operation,  the  use  of  esophageal 
speech  would  be  precluded. 

Where  alaryngeal  voice  can  be  developed,  three 
types  of  classes  are  possible:  pharyngeal,  buccal,  and 
esophageal. 

In  pharyngeal  speech,  the  air  is  trapped  in  the 
hypopharynx.  The  tongue  may  be  positioned 
against  the  pharynx,  with  the  point  of  vibration 
being  at  the  (a)  pharynx,  (b)  palate,  or  (c)  pillars 
of  Fauces.  In  utilizing  this  type  of  alaryngeal  voice 
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there  is  generally  jroor  control  of  the  articulatory 
inechanisin,  pariicnlarly  the  tongue.  This  leads  to 
jjoor  articulation  and  poorer  intelligibility  of  con- 
versation speech. 

.\  second  class  of  alaryngeal  speech  has  been 
called  buccal  speech.  The  voice  is  jiroduced  in  the 
lorniost  part  of  the  oral  cavity,  utilizing  air  from  an 
air  reservoir  between  the  inaxillar  surface  and  the 
(heek.  It  is  produced  by  buccolingual  compression 
of  this  air.  I'liere  have  been  dilferences  of  opinion 
with  regard  to  (he  description  of  this  type  of 
speech.  .A.t  times  it  is  a whispering  type  of  speech 
which  may  be  spontaneously  developed,  hence  re- 
lerred  to  as  a “buccal  whisper”;  on  other  instances 
it  takes  on  a distinctive  tpiality  which  has  merited 
its  description  as  “Donald  Duck”  speech.  In  both 
tyjjes,  however,  the  speech  is  generally  not  loud 
enough  and  has  poor  intelligibility. 

The  most  commonly  used  and  most  preferred 
type  ot  alaryngeal  voice  is  the  esoj)hageal  voice. 
In  this  type  of  pseudovoice  the  air  supply  is  trapped 
in  the  esophagus  usually  at  the  level  of  the  fourth 
to  sixth  cervicle.  The  crico])haryngeal  muscle  then 
becomes  the  new  voice  muscle.  However,  the  cri- 
copharyngus  is  not  the  only  structure  involved  in 
vibration  during  esophageal  sjjeech.  Other  organs 
concerned  with  the  vibrati(m  of  the  jjseudoglottis 
are  superior  esophageal  constrictor  and  the 
pharyngo-esophageal  segment.  I'he  most  efficient 
esophageal  voice  is  that  in  which  the  air  supply  is 
available  from  the  esophageal  are;t  rather  than  the 
air  supply  from  the  stomach. 

Esophageal  speech  has  certain  advantages  over 
an  artificial  larynx:  it  has  greater  pitch  variability; 
it  is  not  as  conspicuous  and  does  not  call  as  much 
attention  to  itself;  it  is  good  psychologically,  in 
that  it  is  more  natural  and  may  allow  the  patient 
to  feel  that  he  can  compete  as  a “normal”  person; 
and,  there  are  no  mechanical  breakdowns. 

Its  disadvantages  are  that  it  is  not  too  powerful 
in  volume;  it  cannot  be  learned  by  all;  it  is  some- 
times difficult  to  learn;  and,  until  it  is  learned,  it 
delays  the  person’s  communicative  ability  and  there- 
fore may  cause  frustration  or  even  defeat  its  own 
purpose. 

In  teaching  eso])hageaI  s]>eech,  the  attitude  of  the 
patient  is  very  important,  and  not  infrecpiently  a 
problem.  “The  psychological  effect  of  enforced 
silence  during  a protracted  learning  period  for 
esophageal  speech  is  the  buiUling  of  resentments 
and  frustrations  that  tend  to  make  the  patient  un- 
cooperative.”- As  previously  stated,  a negative  at- 
titude on  the  part  of  the  j)atient  may  be  minimized 
by  pre-operative  jtreparation  by  the  surgeon  and 
the  speech  pathologist,  along  with  continued  coun- 
seling of  the  patient  and  his  family. 


The  initial  step  in  developing  esophageal  speech 
is  the  intake  of  air.  There  are  basically  three 
methods  of  (rap])ing  air;  (1)  inhalation,  (2)  injec- 
tion, (S)  swallowing.  Any  of  these  methods  is  satis- 
factory, provided  the  air  is  not  completely  “swal- 
lowed” and  stored  in  the  stomach.  Once  the  air  has 
been  taken  in,  the  next  step  is  the  expulsion  of 
the  air. 

I he  terms  “belch”  and  “burp”  have  often  been 
used  in  referring  to  and  describing  esophageal 
speech.  While  many  jjeople,  both  the  laryngec- 
lomized  individuals  and  speech  pathologists,  have 
reacted  negatively  to  such  terminology,  the  use  of 
these  terms  can  prove  invaluable  as  a therapeutic 
tool.  The  universal  familiarity  with  burping  or 
belching  makes  it  a tjuick,  unambiguous,  vivid 
reference  for  the  patient,  and  in  the  primary  stages 
of  therapy  can  be  an  excellent  starting  point.  Al- 
though the  approach  is  a very  simple  one,  it  can  be 
met  with  early  success  and  give  reassurance,  con- 
fidence and  ojrtimism.  For  the  individual  who  has 
belched  naturally  since  his  operation,  the  prognosis 
lor  eventual  speech  would  probably  be  very  good. 
W^ith  others  for  whom  the  {production  of  a “belch” 
will  be  difficult  to  obtain,  the  sjpeech  pathologist  will 
have  to  resort  to  other  therajpeutic  techniques. 
Hfpwever,  once  the  “belch”  can  be  produced  volun- 
tarily on  command,  it  shoidd  then  be  referred  t(p 
as  the  eso|phageal  sound  or  eso{phageal  speech. 

\V'hen  the  sound  can  Ipe  {Produced  at  will,  the 
ne.xt  ste{p  is  to  atteni{pt  {production  of  vowel  .sounds. 
PTllowing  a period  of  {practice  and  success  on  the 
vowels,  they  may  be  combined  with  voiceless  con- 
sonants, which  do  not  require  eso{phageal  sound 
but  rather  the  air  already  in  the  oral  cavity  (par- 
ticularly the  p,t,k,  and  s)  to  form  short  words  and 
syllables.  From  words  the  individual  will  got  to 
short  {phrases,  sentences,  and  conversation. 

It  must  be  noted  that  eso{phageal  s{peech  is  not  an 
easy  {process  to  learn.  I’he  sim{plicity  with  which  it 
is  ex{plained  here  is  not  indicative  of  the  difficulties 
which  can  be  encountered  in  the  therapeutic  {pro- 
cess. Progress  in  many  instances  can  be  slow  and 
ungratifying.  However,  it  has  been  learned  and 
mastered  by  many,  and  when  it  is,  it  is  an  achieve- 
ment of  the  closest  a{P{proximalion  of  normal  verbal 
communication,  a socially  satisfying  accom{plish- 
ment,  and  a {personally  gratifying  one. 
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Shoulder  Pain  As  A Presenting  Complaint  In  Upper 
Lobe  Bronchogenic  Carcinoma:  Report  Of  21  Cases 

Richard  M.  Engelman,  M.D. 


Introduction 

■ Among  the  many  hundreds  of  patients  admitted 
to  hospitals  annually  with  complaints  referable  to 
bronchogenic  carcinoma,  a small  but  important 
fraction  begin  their  course  with  shoulder  pain,  and 
sometimes  insufficient  attention,  on  the  part  of  the 
patient  or  physician,  is  paid  to  this  symptom  as  a 
manifestation  of  disease  in  the  lung.  Delay  may 
arise  in  diagnosis  and  treatment,  and  inevitably 
certain  patients  are  submitted  to  prolonged  local 
treatment  with  physiotherapeutic  measures  or  in- 
traarticular  injections  with  a mistaken  diagnosis, 
for  example,  of  sidrdeltoid  bursitis  or  peripheral 
neuritis. 

An  illustrative  case  was  a patient  treated  for  a 
year  and  a half  with  analgesics  under  the  mistaken 
diagnosis  of  “osteoarthritis.” 

Case  History  No.  1 

O.  M.,  a 74  year  old  white  male,  had  right  shoidder  pain 
for  approximately  eighteen  months  with  numbness,  weakness 
and  muscle  wasting  in  his  right  hand  for  the  last  two 
months.  He  subsequently  developed  generalized  weakness, 
confusion  and  disorientation.  Right-sided  Horner’s  syndrome 
was  noted  on  physical  examination. 

Admission  chest  x-ray  revealed  an  inhltrate  in  the  apical 
region  of  the  right  upper  lobe  with  destruction  of  the  lower 
cervical  and  upper  thoracic  vertebrae  and  involvement  of  the 
first  three  ribs  on  the  right  side  (Figure  I)  . The  patient  suc- 
cumbed unexpectedly  before  any  specihc  therapy  could  be 
instituted.  No  postmortem  examination  was  performed. 

Patients  with  lung  tumors  situated  in  the  apex  of 
the  lung  have  long  been  known  to  have  associated 
shoulder  pain,  as  the  previous  case  illustrates.^  How- 
ever, occasionally  a centrally  located  tumor*  in 
either  of  the  upper  lobes  may  present  with  shoulder 
pain. 

Case  History  No.  2 

■S.A.,  a 75  year  old  Negro  male,  had  a three  month  history 
of  pain  beginning  in  the  left  shoulder  and  radiating  down 
the  left  arm.  He  had  also  noted  right  chest  pain,  a productive 
cough,  anorexia  and  weight  loss.  No  Horner’s  syndrome  was 
present,  but  the  patient  did  have  a palpable  right  axillary 
lymph  node,  cyanotic  nail  beds  and  crackling  basilar  rales 
bilaterally. 

* Definition  of  a central  tumor— One  which  is  located  at 
the  main  stem,  lobar  or  segmental  bronchial  level. 

From  the  Departments  of  Surgery  and  Pathology,  Yale 
University  School  of  Medicine. 


Figure  I 


P.A.  chest  film  reveals  a right  apical  lesion.  There  is 
destruction  of  the  first  two  ribs  on  the  right  with  fracture  of 
the  third. 

Chest  x-ray  revealed  a left  hilar  density  with  atelectasis  of 
the  left  upper  lobe,  multiple  nodules  in  the  right  lung  and 
partial  destruction  of  the  fifth  rib  bilaterally  (Figures  II  and 
III)  . An  axillary  lymph  node  biopsy  revealed  undifferentiated 
carcinoma;  chemotherapy  with  nitrogen  mustard  was  begun. 
The  patient,  however,  continued  on  a downhill  course  and 
developed  a pathologic  fracture  of  his  left  femur.  He  sub 
sequently  a.spirated  during  a feeding  and  died  shortly  there- 
after. 

Postmortem  examination  revealed  tumor  in  the  superior 
division  bronchus  of  the  left  upper  lobe  with  distal  atelectasis 
and  abscess  formation.  The  growth  involved  the  pleura,  in- 
vaded the  mediastinum  and  had  insinuated  itself  around  the 
aortic  arch.  The  histologic  diagnosis  was  epidermoid  carci- 
noma. Metastatic  sites  included  the  ribs,  right  lung,  liver, 
right  adrenal,  kidneys,  pituitary  and  thyroid. 

The  present  investigation  sought  to  analyze  a 
consecutive  series  of  one  hundred  and  fifty  upper 
lobe  bronchogenic  carcinomas  in  order  to  deter- 
mine the  incidence  of  shoulder  and  arm  pain  as  a 
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Figures  II  and  III 

P.A.  and  lateral  chest  films  show  a left  upper  lobe  parahilar  density. 


presenting  complaint  (i.e.,  a major  symptom  when 
first  seen  lor  diagnostic  study  in  this  hospital)  and 
to  evaluate  the  therapy  employed  and  results.  The 
case  histories  were  taken  from  all  services  of  the 
(.race-New  Haven  Community  Hospital  during  the 
period  1960-64. 

The  total  number  of  patients  in  this  series  who 
presented  with  a complaint  of  shoulder,  scapular  or 
arm  pain  was  twenty-one,  or  14  per  cent  of  the  one 
hundred  and  fifty  cases.  Additional  presenting 
symptoms  included,  in  de.scending  order  of  fre- 
(piency,  cough,  chest  pain,  neck  [rain,  dysjmea, 
weakness,  weight  loss,  anorexia,  wheezing,  swollen 
facies,  numbness  or  tingling  in  the  fingers,  muscular 
weakness  in  the  arm,  hemojitysis,  hoarseness  and 
fever. 

There  w-ere  .seventeen  males  who  ranged  in  age 
from  .45  to  79  years  and  four  females  who  ranged 
Irom  49  to  67  years.  'Fhe  average  length  of  time 
which  elapsed  between  the  onset  of  tlie  initial 


Table  I 

Duration  of  Svmpto.ms 


RANGE.  IN  MONTHS 

AVI  AGE 

From  fust  sym]Uoni  to  t 

irst  diagnosis 

in  twenty-one  cases 

1 to  24 

.'5.2 

From  first  diagnosis  to 

death  in 

twenty  cases 

0.5  to  55 

5.7 

symptom  and  the  diagnosis  was  5.2  months.  The 
average  period  between  the  diagnosis  and  death  was 
5.7  months  ( Fable  f) . One  female  patient  is 
presently  living. 

Haas,  et  al“  in  their  series  of  eighteen  apical  lung 
tumors  found  an  average  of  10.1  months  between 
the  appearance  of  the  initial  complaint,  which  was 
most  Ireijuently  shoulder  pain,  and  the  diagnosis. 
In  AfcXeill’s'*  review  of  700  cases  of  bronchogenic 
carcinoma,  the  mean  duration  between  initial 
symptom  and  diagnosis  was  8.4  months.  In  the 
latter,  which  was  a general  review  of  lung  cancer,  he 
lound  shoulder  pain  to  be  the  earliest  sym])tom  in 
3 per  cent  of  cases. 

Diagnosis 

f'he  various  tests  generally  employed  in  the  di- 
agnosis of  suspected  bronchogenic  carcinoma  in- 
clude radiography,  sputum  cytology,  bronchoscopy 
and  scalene  lymph  node  biopsy  (Tables  If  and  Iff) . 

■ V study  of  these  twenty-one  cases  reveals  that  four 
had  tumors  centrally  located  in  the  upper  lobe,  an 
incidence  of  19  per  cent.  In  the  remaining  seven- 
teen cases,  the  tumor  was  present  in  the  periphery 
of  the  upper  lobe.  The  right  side  predominated  in 
a ratio  of  3.2  to  1.  In  the  cases  where  the  tumor 
could  be  segmentally  localized,  the  apical  segment 
significantly  outnumbere.l  the  other  segments.  It 
was  radiologically  apparent  that  thirteen  of  the 
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Table  II 

X-Rav  Localization  of 

Tumor 

PERIPHERAL  location 

NUMBER  OF  CASES 

By  Lobe:  Right  upper  lobe 

13 

Left  upper  lobe 

4 

By  Segment:  Apical  or  apical-posterior 

10 

Anterior 

3 

CENTRAL  location 

By  Lobe:  Right  upper  lobe 

3 

Left  upper  lobe 

1 

cases  (62  per  cent)  probably  had  hilar  or  medi- 
astinal lymph  node  metastases. 

A positive  tissue  diagnosis  was  made  in  nineteen 
o£  the  twenty-one  cases  (Table  IV) . The  most  com- 
mon types  of  carcinoma  noted  Avere  undifferenti- 
ated and  epidermoid  carcinoma  with  seven  in- 
stances of  each. 

Several  of  the  published  reports  relating  shoulder 
pain  and  bronchogenic  carcinoma  describe  the  cell 
type  of  carcinoma  present. These  cases,  of  Avhich 
there  are  thirty-nine,  indicate  a slight  preponder- 
ance of  squamous  cell  carcinoma  (nineteen  cases  of 
squamous  cell  carcinoma,  fifteen  cases  of  adeno- 
carcinoma and  five  of  undifferentiated  carcinoma)  . 

Treatment 

The  various  modalities  of  treatment  used  in 
these  tAventy-one  cases  are  noted  in  Table  V.  In 
seventeen  of  the  twenty-one  (81  per  cent),  the 
tumor  was  surgically  unresectable  when  the  pa- 
tients were  first  hospitalized.  Most  of  these  cases 
Avere  treated  with  radical  irradiation  therapy  or 
palliative  technitpies.  The  remainder  received  no 
specific  therapy. 

Four  cases  were  treated  surgically.  Two  of  these, 
a lobectomy  (M.G.)  and  a pneumonectomy  (W.Y.), 
died  in  the  immediate  post-operative  period,  the 
former  with  multiple  small  pulmonary  emboli  and 
the  latter  with  right-sided  heart  failure.  The  re- 
maining two  cases  survived  from  8 to  1 1 months 
Avith  considerable  symptomatic  relief. 

The  patients  who  received  only  palliative  treat- 
ment may  be  divided  into  three  groups,  depending 
upon  subjective  response:  those  who  were  signifi- 
cantly improved  (one  case) , those  whose  sym^^toms 
were  slightly  relieved  (two  cases) , and  those  who 
had  no  beneficial  effect  (eight  patients)  . Several 
of  the  latter  group  died  before  an  effective  thera- 
peutic program  could  be  instituted. 


Table  III 
Diagnostic  Tests 


TEST 

POSITIVE 

NEGATIVE 

Sputum  cytology 

7 

11 

Bronchoscopy 

2 

8 

Scalene  lymph  node  biopsy 

2 

8 

Table  IV 


Tissue  Diagnosis 


TYPE  OF  TISSUE 

NUMBER  OF  CASES 

Epidermoid  carcinoma 

7 

Adenocarcinoma 

4 

LIndifferentiated  carcinoma 

7 

Carcinoma— no  type  specified 

1 

No  tissue  diagnosis  made 

2 

Three  patients  treated  Avith  radical  irradiation 
therapy  without  surgery  obtained  excellent  pain 
relief,  and  two  of  these  lived  4 and  7 months,  re- 
spectively. The  third,  though  still  alive  18  months 
after  treatment,  has  vertebral  metastases. 

Discussion 

Many  previous  authors^- have  noted  the 
association  of  apical  lung  tumors  and  shoulder 
pain.  However,  only  Onuigbo’^^  stressed  the  fre- 
quency with  which  patients  Avho  have  broncho- 
genic carcinoma  in  regions  of  the  lung  other  than 
the  apex  present  with  shoulder  pain.  Although 
most  of  the  lung  tumors  in  this  study  Avere  located 
in  the  periphery  of  the  apical  segment,  approxi- 
mately one-third  were  located  elseAvhere  in  the 
upper  lobe. 

Shoulder  pain  itself  is  a symptom  which  is  often 
quite  disabling  and  frequently  requires  medical 
attention. The  underlying  causes  are  legion  and 
range  from  osteoarthritis  to  angina  pectoris.  What 
is  unique  about  the  pain  which  develops  in  cases 
of  carcinoma  of  the  lung  is  that  it  is  generally  an 
intense  burning  or  dull  aching  pain  in  and  around 
the  region  of  the  scapula;  the  patients  commonly 
complain  of  the  pain  radiating  down  the  arm;  and 
there  is  frecpiently  an  associated  paresthesia. 

This  pain  pattern  is  most  commonly  noted  fol- 
lowing compression  of  the  lower  cervical  and  upper 
thoracic  nerve  roots  or  brachial  plexus.  The  com- 
pression may  be  secondary  to  direct  involvement 
of  the  nerve  in  contiguous  tumor  groAvth  across  the 
adherent  pleura  or  to  perineural  lymphatic  meta- 
stases. The  former  mechanisrn  is  frequently  the 
case  in  patients  with  peripheral  apical  tumors,  the 
usual  Pancoast  tumor.  The  perineural  lymphatic 
seeding,  on  the  other  hand,  occurs  by  tumor  spread 

Table  V 
Treatment 

TAPE  OF  treatment  NUMBER  OF  CASES 

Radiation  therapy— radical  3 

Radiation  therapy— palliative  5 

Radiation  therapy— radical  plus  surgery— curative  3 

Chemotherapy  2 

Chemotherapy  plus  radiation  therapy— palliative  5 

Surgery  followed  by  chemotherapy  and  radiation 

therapy— palliative  1 

No  specific  therapy  2 
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to  the  pleuni  and  thus  to  the  lymphatic  bed 
in  the  etidothoracic  fascia  or  by  spread  through 
the  lymphatic  channels  draining  the  pulmonary 
parenchyma  via  the  hilum  and  thence  to  the 
perineural  lymphatics. 

In  the  present  series  of  cases,  neural  involve- 
ment by  tumor  occurred  through  both  contiguous 
tumor  growth  and  perineural  metastases.  As  one 
tvould  expect  in  such  a series,  there  was  a high 
incidence  (thirteen  cases)  of  hilar  and  mediastinal 
lymphadenopathy.  This  feature  in  and  of  itself 
illustrates  how  a non-apically  located  lung  tumor 
may  present  with  shoulder  pain  secondary  to  peri- 
neural metastases. 

Additional,  less  common  causes  of  shoulder-arm 
pain  in  lung  cancer  include  bone  metastases  and 
ischemia  from  arterial  involvement.  Two  cases  in 
the  present  series  had  obvious  humeral  metastases. 

Upon  reviewing  this  study  it  is  obvious  that 
shoulder  pain  is  a poor  prognostic  sign.  The  pa- 
tients’ survival  from  first  symptom  to  death  in  the 
twenty  cases  who  have  succumbed  averaged  10.7 
months  duration.  Otdy  one  patient  survived  five 
years,  not  the  one  presently  living,  and  none 
longer.  When  shoulder  pain  is  due  to  tumor,  the 
latter  is  probably  unresectable.  However,  in  some 
cases  one  cannot  be  certain  of  the  origin  of  the 
shoulder  pain;  only  at  a later  date,  after  perform- 
ing an  apparently  comjrlete  resection,  does  one  find 
that  distant  metastases  had  already  occurred.  The 
preoperative  performance  of  scalene  lymph  node 
liiopsies  may  hoj^efully  reduce  the  percentage  of 
such  cases. 

The  outlook  for  patients  with  shoulder-arm  pain 
secondary  to  brotichogenic  carcinoma  is  somewhat 
brightened  by  several  recent  reports.  In  1956, 
Chardack  and  MacCallum®  described  a patient 
with  Pancoast  syndrome  who  had  an  apparently 
complete  surgical  resection  of  the  tumor  followed 
by  radical  irradiation  therapy.  The  patient  sur- 
vived 5 years  and  10  months  after  operation,  dying 
of  bronchopneumonia  and  heart  failure.  At  post- 
mortem examination  no  evidence  of  residual  tumor 
was  found. 

Shaw,  Paulson  and  Kee^  reported  in  1961  a series 
of  eighteen  patients  with  superior  sulcus  tumors 
treated  by  irradiation  and  subsequent  resection. 
Groves^  in  1962,  reported  on  ten  patients  with  the 
Pancoast  syndrome  treated  by  incomplete  surgical 
resection  followed  by  irradiation,  d'he  majority  of 
the  patients  in  both  grouj^s  obtained  significant 
palliation,  and  one  or  two  “cures”  were  included 
in  the  series.  Thus,  the  prognosis  may  not  be  as 
bleak  as  this  present  series  seems  to  indicate. 

The  necessity  for  careful  diagnostic  study  of  all 
patients  who  come  to  the  doctor’s  office  complain- 
ing of  shoulder  pain  is  obvious.  When  a patient 
presents  with  pulmonary  symptomatology  in  addi- 


tion to  shoulder  pain,  the  realm  of  diagnostic  pos- 
sibilities is  considerably  reduced,  and  the  physi- 
cian’s attention  is  focused  on  the  chest.  It  is  for  the 
patient  who  only  complains  of  shoulder  pain  that 
the  physician’s  suspicion  must  include  broncho- 
genic carcinoma,  and  X-rays  should  include  an 
examination  of  the  lung  fields. 

Summary 

A review  of  150  cases  of  upper  lobe  bronchogenic 
carcinoma  revealed  21  presenting  with  shoulder- 
arm  pain  (14  per  cent)  . Four  of  these  had  centrally 
located  upper  lobe  tumors  lying  near  the  hilar  re- 
gion of  the  hing  and  the  remainder  demonstrated 
peripheral  lesions.  The  mechanism  of  production 
of  shoulder  pain  and  the  prognostic  significance 
are  discussed.  The  necessity  for  early  chest  films  is 
emphasized. 
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SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 

Thursday,  February  17,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Cullen,  Hess,  Bradley,  Gold- 
berg, W.  Martin,  M.  Caplan,  Brandon,  Gardner, 
Pitock,  H.  Caplan,  Rogol,  Grendon,  Egan,  Dem- 
ing,  Shepard,  NMlan,  Cramer,  Fabro,  Abbot,  Petrie, 
Wilson  and  Roch.  Also  present  were:  Mrs.  Lin- 
quist  and  Dr.  Richards.  Absent  were:  Drs.  Weise, 
Sr.,  Spitz,  Palumbo,  Ayres,  Ciccarelli,  Epstein  and 
Hastings. 

II.  Routine  Business 

Approval  Of  Minutes 

As  printed  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  January  26, 
1966. 

Life  Membership 

It  was  VOTED  to  approve  applications  for  Life 
Membership  of  the  following  eligible  Active  Mem- 
bers of  the  Society: 

Charles  M.  Gratz,  Greenwich  (FCMA) 
William  E.  Hall,  Meriden  (NHCMA) 

Thomas  D.  Murphy,  Manchester  (HCMA) 
Frank  E.  Roth,  Hartford  (HCMA) 

Joseph  Weiner,  New  Haven  (NHCMA) 

Election  Of  Student  Member 

It  was  VOTED  to  elect  Mr.  William  F.  Crowley, 
Jr.,  New  Britain,  who  is  attending  the  Tufts  Medi- 
cal School,  to  Student  Membership  in  the  Society. 

Proposal— Advisory  Committee  On  School  Health 

Acting  on  a proposal  of  this  Committee  (ap- 
proved by  the  parent  Committee  on  Public 
Health)  to  publish  three  school  health  newsletters 
a year  as  a supplement  to  the  Journal,  it  was 
VOTED  to  commend  the  Advisory  Committee  for 
its  initiative;  to  inform  the  Committee  on  the 
Council’s  opinion  that  such  a newsletter  should 
have  a wider  distribution  than  proposed  (educa- 
tors, physical  education  teachers,  etc.)  ; to  suggest 
that  the  Committee  seek  liaison  with  the  State  De- 
partments of  Health  and  Education  concerning 
cooperation  in  the  proposed  project  and  the  pos- 
sibility of  coordinated  distribution,  and  to  defer 


action  on  the  proposal  until  the  foregoing  sugge.s- 
tions  have  been  explored  by  the  Committee. 

Appointment— Joint  Conference  Committee  With 
the  Bar  Association 

It  was  VOTED  to  appoint  John  E.  Darrow,  New 
Britain,  to  membership  on  this  Committee  for  the 
balance  of  the  year,  and  to  place  his  name  in 
nomination  for  membership  on  the  Committee  for 
1966-67. 

Date  Of  Next  Meeting 

The  next  meeting  was  scheduled  for  Wednesday, 
March  23,  1966. 

III.  Old,  New  And  Special  Business 

Report— AMA  National  Conference  On  Federal 
Medical  Assistance  Programs 

It  was  VOTED  to  accept,  with  commendation, 
the  report  on  the  proceeclings  of  this  Conference 
which  was  hied  by  Peter  J.  Scafarello,  Hartford, 
and  Isadore  H.  Friedberg,  Newington,  who  at- 
tended as  representatives  of  the  Society.  Concern- 
ing a recommendation  of  the  report  that  a “task 
force”  be  appointed  to  deal  with  the  Welfare  De- 
partment “on  a high  plane”  (especially  with  re- 
spect to  the  imirlementation  of  Title  XIX  of  P.  L. 
89-97  in  Connecticut) , the  Council  expressed  the 
opinion  that  the  presently  “augmented”  Advisory 
Committee  to  the  Commissioners  of  Welfare, 
Finance  and  Control  should  be  able  to  carry  out 
this  purpose.  The  “augmentation”  consists  of  the 
addition  to  the  Advisory  Committee  of  the  CSMS 
Committee  on  Third  Party  Payments  as  well  as 
representatives  of  the  Council  (the  president, 
president-elect,  the  chairman,  the  general  manager, 
etc.) . 

Subsequent  to  the  acceptance  of  this  report,  sev- 
eral members  of  the  Council  reported  on  the  pro- 
ceedings of  a conference  between  the  augmented 
Advisory  Committee  and  Commissioner  Shapiro, 
which  was  held  on  February  10,  1966.  At  this  con- 
ference, the  Commissioner  informed  the  CSMS 
representatives  of  his  plans  for  implementing  the 
expanded  Kerr-Mills  program  and  the  other  pro- 
visions of  Title  XIX,  on  and  after  July  1,  and  of 
his  intention  of  seeking  approval  of  his  plan  by 
the  Secretary  of  HEW  et  al  in  the  near  future.  De- 
spite his  acknowledgment  that  the  plan  had  short- 
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comings  (which  he  claimed  woidd  have  to  be 
tolerated  until  the  1967  session  ol  the  General  As- 
sembly) , it  was  reported  that  the  Commissioner 
was  hopelul  that  the  Society  would  lend  its  ap- 
proval and  support  to  the  program  as  he  had  out- 
lined it  at  the  meeting. 

Followitig  a prolonged  period  ol  discussion,  it 
was  VOd'ED  to  inform  Commissioner  Shapiro  by 
letter  (with  copies  to  the  Secretary  of  HEW  and 
appropriate  undersecretaries)  as  follows:  I’hat, 

htiving  received  verbal  reports  on  his  proposed  plan 
for  a July  1st  implementation  of  Title  XIX  of  P.L. 
89-97  in  Connecticut  from  Council  representatives 
who  were  present  at  the  meeting  with  him  and  his 
staff  on  February  10,  the  Council  is  of  the  opinion 
that  the  plan,  as  reported,  is  unacceptable  to  the 
Society  because:  (a)  It  will  not  offer  adequate, 

high  quality,  comprehensive  medical  care  to  its 
recipients,  and  (b),  the  proposed  payment  sched- 
ules for  physicians’  services  will  be  substandard, 
and  out  of  keeping  with  the  Society’s  present  policy 
concerning  “usual  and  customary’’  reimbursement. 

Further,  that  the  Society  believes  all  persons 
should  receive  high  (jitality,  comprehetisive  medical 
care,  irrespective  of  their  ability  to  pay  for  it  as 
itidividuals,  and  that  when  any  agency  proposes  to 
pay  for  such  care  on  any  person’s  behalf,  the  pro- 
viders of  services  should  be  paid  at  their  usual 
and  customary  rates.  In  conclusion,  the  Council 
washes  to  urge  the  Commissioner  not  to  seek  HEW 
approval  of  the  plan  that  he  is  now  proposing,  and 
to  inform  him  that  the  Society,  through  its  repre- 
sentatives and  committees,  will  be  glad  to  make 
formal,  constructive  recommendations  concerning 
his  present  proposal  if  he  will  submit  same  to  the 
Council  in  printed  and  detailed  form. 

Resignation— Director  Of  Public  Relations 

In  a letter  addressed  to  the  General  Manager, 
with  a request  that  it  be  presented  to  the  Council, 
Mr.  James  C.  Burch,  Director  of  Public  Relations 
and  Communications,  informed  the  Council  that 
“after  twenty  years  of  service  for  the  Society,  (he) 
regrets  that  (he)  now  finds  it  necessary,  for  per- 
sonal leasons,  to  resign  from  (his  position) , effec- 
tive April  1,  1966.’’ 

It  was  VOTED  to  accept  Mr.  Burch’s  resigna- 
tion, with  regret;  to  thank  him  for  his  many  years 
of  service  with  the  Society;  to  assure  him  that  his 
rights  in  the  Pension  Plan  would  be  fully  pro- 
tected; and  that  his  present  salary  would  be  con- 
tinued through  June  30,  1966. 

Subsequently,  it  was  VOTED  to  direct  the  Ad 
Hoc  Committee  on  Staff  Structure,  in  conjunction 
with  the  Chairman  of  the  PR  Division,  to  proceed 
forthwith  to  establish  qualifications  to  be  sought 
in  a person  or  in  persons  to  carry  out  an  adequate 
public  relations  program  for  the  Society,  and  to 


then  proceed,  without  delay,  to  select  such  person 
or  persons  to  be  recommended  to  the  Council  for 
employment. 

Report— Council  Committee  On  Preliminary  Study 
Of  Nominations 

1 he  Committee  fded  a complete  slate  of  nom- 
inees for  CSMS  officers,  committees,  representatives, 
delegates,  etc.  for  1966,  which,  after  several  amend- 
ments, was  VOTED  to  be  the  official  slate  of  such 
nominees  of  the  Council  to  be  transmitted  to  the 
House  of  Delegates  on  April  26,  1966  for  election. 
Fhe  bulk  of  the  nominations  will  be  published  in 
the  Delegate’s  Handbook  for  the  Annual  Meeting. 

For  the  major  offices,  those  nominated  by  the 
Council  will  be: 

For  President— Orvan  \V^.  Hess,  New  Haven 

For  President-Elect E.  Tremain  Bradley,  Nor-i 

walk 

F’or  Vice-President— Norman  H.  Gardner,  East' 
Hampton 

For  Secretary— Waldo  E.  Martin,  Milford 
For  Treasurer— Isadore  S.  Goldberg,  Torrington 
For  Speaker  of  the  House— Kenneth  F.  Brandon, 
Hartford 

For  Vice-Speaker  of  the  House— Henry  Caplan, 
Yalesville 

For  Councilor-at-Large— Charles  Polivy,  Hartford 
For  AMA  Delegate,  January  1,  1967-December 
31,  1968— Stuart  P.  Seigle,  Hartford 
For  Alternate  AMA  Delegate  (same  term)  — J. 

Alfred  Fabro,  Torrington 
For  AMA  Delegate,  January  1,  1967-December 
31,  1968— Max  Caplan,  Meriden 
For  Alternate  Delegate  (same  term)  —Morris  P. 
Pitock,  Bridgeport 

Motion  Re  Separate  Billing  By  Hospital-Based 
Specialists 

Introduced  by  David  A.  Grendon,  Councilor 
from  LCMA,  it  was  VOTED  to  adopt  a motion  as 
follows: 

IT  IS  IVIOVED:  That  the  Council  authorize  a 
letter  to  be  sent  to  each  county  medical  association, 
each  city  or  regional  medical  society,  and  to  the 
chief  of  staff  of  every  hospital  in  Connecticut,  in- 
forming them  of  the  action  taken  by  the  CSMS 
House  of  Delegates  on  December  9,  1965,  endors- 
ing the  principle  of  separate  billing  for  their  serv- 
ices by  hospital-based  specialists,  and  encouraging 
those  associations,  societies  and  medical  staffs  to 
take  similar  actions. 

Request— Connecticut  General  Life  Insurance  Company 

In  a letter  dated  February  11,  E.  Stuart  Mc- 
Cleary,  M.D.,  of  the  Connecticut  General  Life  In- 
surance Company,  informs  the  Council  that  Con- 
necticut General  has  been  designated  by  the  Social 
Security  Administration  (HEW)  to  be  fiscal  agent 
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(carrier)  for  Medicare’s  Part  B in  Connecticut, 
ind  requests  that  “one  of  (the  Society’s)  standing 
rommittees  be  designated,  or  a new  committee  ap- 
pointed, to  meet  with  Company  representatives  on 
Medicare.’’ 

It  was  VOTED  to  request  the  President,  Dr. 
Cullen,  to  appoint  a special  committee  for  this 
purpose,  such  committee  to  be  made  up  of  state 
afficers,  representatives  of  the  Committee  on  Third 
Party  Payments,  the  General  Manager,  and  others 
that  may  be  selected  by  the  President. 

>i/omination  To  The  Hospital  Planning  Commission 

It  was  VOTED  to  approve  the  nomination  of 
David  A.  Grendon,  Sharon,  as  proposed  by  the  Ad 
Hoc  Nominating  Committee  (The  President,  the 
Chairman  of  the  Council,  and  the  Chairman  of 
the  Committee  on  Hospitals)  , and  to  forward  Dr. 
Grendon’s  name  to  the  President  of  the  Hospital 
Planning  Commission  as  the  Society’s  nominee  to 
replace  Gaert  S.  Gudernatch,  Sharon,  who  was 
originally  nominated  to  represent  medical  practice 
on  the  Commission  but  was  unable  to  serve.  The 
other  five  nominees  of  the  Society,  who  were  sub- 
sequently elected  to  membership  on  the  Commis- 
sion, will  be  apprised  of  this  action  of  the  Council 
and  urged  to  sponsor  Dr.  Grendon  for  election  at 
the  proper  time. 

Resolution— Discrimination  In  Organzied  Medicine 

Introduced  by  Paul  H.  Lavietes,  New  Haven, 
and  suitably  amended  by  the  Council  to  carry  out 
its  intent,  it  was  VOTED  to  adopt  the  following 
resolution  and  transmit  same  for  adoption  by  the 
House  of  Delegates  on  April  26,  1966; 

WHEREAS:  Since  1939,  resolutions  have  been 
presented  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  stating  that  “membership 
in  constituent  state  associations  and  component 
county  or  district  societies  shall  not  be  denied  on 
the  basis  of  race,  creed  or  color,’’  therefore  be  it 

RESOLVED:  That  the  House  of  Delegates  of 
the  Connecticut  State  Medical  Society  go  on  record 
as  approving  fully  the  principle  that  membership 
in  the  American  Medical  Association  of  any  con- 
stituent association  shall  be  revoked  if  such  con- 
stituent association  shall  allow  any  of  its  compo- 
nent societies  to  deny  membership  to  any  individ- 
ual on  the  basis  of  race,  creed  or  color,  and  be  it 
further 

RESOLVED:  That  the  Society’s  Delegates  to  the 
American  Medical  Association  introduce  the  fore- 
going resolution  at  the  June,  1966  meeting  of  the 
AMA  House  of  Delegates  and  work  to  secure  its 
adoption  by  that  body. 

Report— Committee  On  Third  Party  Payments 

When  the  CSMS  Relative  Value  Schedule  was 
adopted  by  the  House  of  Delegates  on  April  27, 


1965,  one  of  the  recommendations  corollary  to  the 
Schedule  was  that:  “All  CSMS  committees  which 
are  advisory  to  governmental  third  parties  in  the 
matter  of  payment  schedules’’  should  “be  author- 
ized not  only  to  use  the  CSMS  Relative  Value 
Schedule  as  a guide  (in  their  advisory  functions)  , 
but  also  to  suggest  conversion  (dollar)  factors 
which  they  believe  are  appropriate  in  assisting  the 
governmental  third  parties  to  develop  schedules 
that  conform  to  the  principle  of  parity  of  payments 
to  physicians  in  the  State,  in  line  with  ‘usual  and 
customary’  charges’’. 

Subsequently,  the  Council  requested  the  Com- 
mittee on  Third  Party  Payments  to  consult  with 
the  governing  bodies  of  all  CSMS  sections  and 
allied  groups  that  participated  in  the  original 
Relative  Value  Study  for  the  purpose  of  obtaining 
“suggestions’’  from  these  sections  and  groups  as  to 
what  dollar  conversion  factors  applied  to  the  listed 
RV  units  in  the  major  divisions  of  the  Schedule 
(Medicine,  Surgery,  Anesthesiology,  Radiology, 
Pathology)  would  develop  payment  schedules  in 
keeping  with  the  intent  of  the  House  of  Delegates 
(stated  in  the  preceding  paragraph)  . 

The  Committee  on  Third  Party  Payments,  hav- 
ing completed  the  task  assigned  to  it,  filed  a report 
with  the  Council  at  this  meeting,  which  report 
asked  for  Council  approval  of  the  dollar  conver- 
sion factors  suggested  for  four  major  divisions 
(Pathology  asked  to  be  excluded  at  this  time) , and 
recommended  that  CSMS  committees  advising  gov- 
ernmental third  parties  be  authorized  to  use  those 
factors  in  conjunction  with  the  CSMS  Relative 
Value  Schedule  for  the  purposes  stipulated  by  the 
House  of  Delegates  and  with  a view  to  obtaining 
“reasonable  conformance’’  by  the  respective  gov- 
ernmental third  parties  with  the  RV  Schedule  and 
the  suggested  conversion  factors. 

Discussion  of  this  report  took  up  approximately 
two  hours  of  the  time  of  the  meeting,  and  at  least 
five  motions  concerning  its  reception,  acceptance, 
approval,  etc.  were  introduced  but  defeated  by 
majority  vote.  The  principal  arguments  advanced 
against  its  acceptance  (and  implied  implementa- 
tion) were  that  (a)  the  use  of  conversion  factors 
with  the  RVS  (even  in  the  limited  area  prescribed) 
would  establish  a statewide  “fixed  fee  schedule,’’ 
which  is  contrary  to  CSMS  policy,  and  (b)  that  the 
fees  structure  derived  from  the  conversions  factors 
suggested  would  be  neither  “usual”  nor  “custom- 
ary” in  some  parts  of  the  State,  especially  where 
normal  charges  are  known  to  be  substantially  lower 
than  those  in  other  parts  of  the  State.  The  prin- 
cipal arguments  advanced  for  adopting  the  report 
and  its  recommendations  were  that  (a)  advisory 
committees  dealing  with  governmental  third  par- 
ties need  to  have  some  guidelines  as  to  appropriate 
conversion  factors,  and  (b)  that  the  impending 
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implementation  of  Medicare’s  Part  B makes  it  even 
more  imperative  to  have  sncli  guidelines.  In  the 
end,  two  actions  were  taken  on  the  report  as  fol- 
lows: 

(1)  It  was  V'Ol’ED  to  accept  the  re])ort,  with 
commendation,  hut  to  recommend  that  the  sug- 
gested conversion  factors  not  he  used  to  set  up  any 
jKiyment  schedules  at  this  time. 

(2)  It  was  VOTED  that  the  Council  commit  it- 
,self  to  the  concept  of  “usual  and  custonniry  fees,” 
as  determined  at  local  level,  and  recommend  that 
the  Relative  V'alue  Schedule  and  other  available 
means  (aids)  be  used  by  all  concerned  to  imple- 
ment this  concept. 

Request— UConn  Health  Center  (Medical-Dental  School) 

rite  Council  was  notified  that  the  new  UConn 
Medical-Dental  School  is  seeking  to  build  up  its 
medical  library,  and  is  especially  ituerested  in  es- 
tablishing “exchange”  arrangements  with  organ- 
izations and  agencies  publishing  scientific  journals. 
Eo  this  end,  Mr.  Sam  \V.  Hitt,  Librarian,  retpiests 
that  the  School  be  given  up  to  50  copies  of  CoN- 
NECTic;uT  .Mki)Ic:ink  to  be  used  as  its  “exchange” 
pid)lication  for  the  purpose  stated.  It  was  VO'FED 
to  approve  this  request,  being  hopefid  that  the 
Society  would  receive  acknowledgement  for  same, 
with  the  understanding  that  it  would  be  continued 
for  up  to  three  years,  if  necessary. 

Advisory  Council  To  Connecticut's  "Regional 
Medical  Program" 

Orvan  \V.  Hess,  New  Haven,  informed  the 
Council  that  he  (as  next  year’s  presitlent)  had  been 
invited  by  the  Vale  and  llConn  Medical  Schools 
to  serve  on  the  ,\dvisory  Council  of  the  regional 
medical  program  (DeBakey  legislation)  which  is 
being  planned  by  the  two  schools.  Dr.  He,ss  ex- 
plained that  he  woidd  be  serving  as  a rejiresenta- 
tive  of  the  Society. 

Expressing  approval  that  Dr.  He,ss  had  been  se- 
lected by  the  deans  of  the  respective  medical 
.schools,  the  Council  VO  EED  to  reaffirm  its  previ- 
ous position  that  medical  practice  should  have  sub- 
stantial representation  in  programs  of  this  nature 
(the  Hospital  Planning  Commission,  etc.)  and  its 
previous  offer  to  furnish  same  (via  letters  from  Dr. 
Chdlen  to  the  medical  school  deans)  ; also,  to  direct 
the  Committee  on  Cooperation  with  the  Vale 
School  of  Medicine  to  offer  its  services  as  a par- 
ticipant in  the  planning  pha.se  for  implementing 
P.L.  89-97  in  Connecticut. 

Commendation— chairman.  Committee  On  Hospitals 

Having  learned  from  the  report  of  the  Commit- 
tee on  Preliminary  Study  of  Nominations  that 
Leopold  M.  Trifari,  Hamden,  must  decline  to  serve 
again  as  Chairman  of  the  Committee  on  Ho.spitals, 
and,  in  fact,  with  any  committees  of  the  Society  for 


the  next  year  or  two,  it  was  W)'LED  unanimously  | 
to  commend  Dr.  Trifari  for  his  many  years  of  com-j 
petent,  dedicated  and  productive  service  with  thej 
Committee  on  Hospitals  both  as  a member  and  asl 
its  chairman. 

N.B.:  The  foregoing  is  a summary  of  the  proceed-^^ 
ings  and  actions  of  the  Council  on  February  \ 
17,  1966.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 

PLACEMENT  WANTED 

OBS-(i\'\— .Military  ami  Board  requirements 
((implcted,  sidispecialty  training  in  gynecological 
cancer,  .seeks  opportunity  for  .solo,  jiartnership  or 
association  within  traveling  distance  of  New  Vork 
City  beginning  (ulv  196(1. 

P.\  I HOLOCilS  I — Board  certified  in  (flinical 
Pathology  and  eligible  in  ,\natoniic  Pathology  and 
Internal  Medicine.  Connecticut  license,  degree  in 
Public  Health,  ^\’i.she.s  to  locate  in  Connecticut  in 
a situation  that  would  allow  full  use  of  diversified 
training. 

PEDI.V  I RICd.A.N— 29  years  of  age,  presently  com- 
pleting military  obligations.  Would  like  to  asso- 
ciate with  another  pediatrician  within  traveling 
distance  of  New  ^'ork.  .Available  July  1,  1966. 

SLRCEON— ,S5  years  of  age,  board  eligible,  (Con- 
necticut license  Military  obligations  completed, 
wouki  like  either  an  association  or  join  a group 
practice.  .Available  as  of  July,  1966. 

SLRCiEON— ,H4  years  of  age.  Board  eligible,  (Con- 
necticut license.  Military  obligations  completed, 
would  like  to  associate  with  another  surgeon  or 
become  part  of  a group  practice.  .A\ailable  July  1, 
1966. 

(I  R()L()(iI.ST  — Board  eligible,  (Connecticut 
license.  ,S4  years  of  age,  with  military  obligations 
fulfUled.  .Available  July,  1966  and  would  like  to 
enter  into  an  association  or  solo  practice. 

l^ROLOGESl'— ,S I years  of  age,  military  obliga- 
tions conqjleted.  Board  eligible.  (Connecticut 
license.  \Vould  like  to  enter  group  practice  as  of 
July  1,  1966. 

(i.P.— 39  years  of  age,  ineligible  for  draft,  would 
like  to  jiractice  with  either  a group  or  an  associate 
as  of  June,  1966.  Presently  in  England  and  will  be 
coining  to  this  country  in  June.  (Completed  military 
obligations  in  British  Merchant  Navy. 

PLACEMENT  OPPORTUNITIES 

WANTED— House  Physician— diversified  duties 
in  accredited,  voluntary  hosjrital.  (Connecticut 
license  retpiired,  no  weekends.  C>I5,(H)()  yearly.  Plea.se 
rejjly  to:  P.O.  Box  6.38,  Britlgeport,  (Connecticut 
0(i6()  I . 
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INTERNIST— Board  eligible  or  certified  Intern- 
ist with  sub-specialty  training  in  Gastroenterology 
to  join  a multi-specialty  group  in  New  Britain. 
Eligibility  for,  or  Connecticut  license  required. 

PATHOLOGIST— Eull  or  half-time  to  direct  the 
clinical  laboratory  in  a 2300  bed  mental  hospital. 
.\mple  opportunity  for  teaching  and  research  avail- 
able. AVell  equipped  and  fully  staffed  laboratory. 
Emphasis  on  neuropathology.  Board  certified  or 
eligible  Pathologist  preferred.  Salary  range:  $14,740- 
$19,100.  Eringe  benefits:  5 weeks’  paid  vacation,  3 
weeks’  paid  sick  leave,  11  paid  holidays,  free  Blue 
Cross,  CMS  and  Major  Medical  Insurance.  Contact 
John  E.  Lowney,  Jr.,  M.D.,  Superintendent,  Con- 
necticut Valley  Hospital,  Middletown,  Conn. 

CLINIC.\L  DIRECTOR  to  develop  program  in 
psychiatric  hospital  with  emphasis  on  psychoso- 
matic medicine.  Opportunity  for  e.xperience  in 
employees’  health  clinic,  workmen’s  compensation 
clinic  and  psychopharmacologic  drug  research.  Will 
direct  department  already  staffed  by  seven  doctors. 
EEC,  EKG,  Ophthalmology,  Radiology  Depart- 
ments already  fully  equipped  and  staffed.  Con- 
sultants available  in  every  medical  and  psychiatric 
specialty.  Opportunity  for  program  to  be  affiliated 
with  Yale,  Wesleyan,  UConn  and  local  general  hos- 
pitals. All  particulars  should  be  sent  in  first  letter, 
including  references.  Apply:  John  F.  Lowney,  Jr., 
M.D.,  .Superintendent,  Connecticut  Valley  Hospital, 
Box  351,  Middletown,  Conn. 

CldNICAL  OPENINGS  for  physician-internist 
or  general  medical  background— to  practice  in  as- 
sociation with  other  physicians;  merit  system,  at- 
tractive salary  and  retirement  benehts  with  excellent 
sick  leave,  vacation  and  insurance  benehts. 
WRITE:  State  Health  Department,  79  Elm  Street 
—Room  301,  Hartford,  Connecticut  06115.  EQUAL 
OPPORTUNITY  EMPLOYER. 

WANTED,  COLLEGE  PHYSICIAN  - for 
women’s  college,  1400  students.  Out-patient  and  in- 
patient services,  with  nursing  staff  and  laboratory. 
Full-time  or  part-time.  Write:  Mary  N.  Hall,  M.D., 
Connecticut  College,  New  London,  Connecticut. 

INTERNIST— Board  certihed  or  eligible  Intern- 
ist wanted  to  take  over  fully  established  practice 
and  office  of  physician  who  is  leaving  Connecticut 
shortly.  Located  in  Glastonbury,  Connecticut,  just 
a few  minutes  from  Hartford  Hospital. 

PATHOLOGIST— 500  bed,  general,  medical  and 
surgical  hospital  for  male  Connecticut  resident 
veterans.  Salary  range  .$14,740  to  $19,000.  Excellent 
fringe  benehts,  including  group  life  insurance  and 
Major  Medical  Insurance  and  Social  Security.  Hous- 
ing accommodations  available  at  low-cost  main- 
tenance. For  further  information,  contact:  Person- 


nel Office,  Veterans  Home  and  Hospital,  Rocky 
Hill,  Connecticut. 

DISTRICT  HEALTH  DIRECTOR  for  Weston/ 
Westport,  Conn.  Required  M.D.  plus  degree  in 
Public  Health  or  equivalent  experience.  .Salary 
range  $18,500  to  $22,500,  to  be  negotiated,  depend- 
ing upon  cjualihcations.  Start:  July,  1966.  Send 
resume  to:  Clifford  Mills,  M.D.,  Chairman;  Weston- 
Westport  Health  District;  c/o  Health  Department; 
Westport,  Conn.  06880. 

INTERNIST  OR  G.P.  for  a three-man  group. 
Have  regularly  visiting  specialist  consultant  staff, 
modern  clinic  facilities,  scheduled  training  and 
vacation  periods.  Starting  net  income  $15,000  to 
$18,000  depending  on  qualihcations.  Partnership  in 
one  year. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS 
ASKED  TO  CONTACT  THE  GENERAL  MAN- 
AGER’S OFFICE,  160  ST.  RON  AN  STREET, 
NEW  HAVEN,  CONNECTICUT  06511. 


GAYLORD  DAY-GAYLORD  HOSPITAL  AND  SANATORIUM 
Wallingford,  Connecticut 
May  2S,  1966  - 2:00-6:00  P.M. 

Please  save  the  above  afternoon  to  join  us  for  the  following 
presentations: 

Newer  Developments  in  Bracing  (Orthotics) 

Hans  R.  Lehneis,  Chief,  Orthotics,  New  York  University 
Medical  Center,  Institute  of  Physical  Medicine  and  Re- 
habilitation. 

l.ow  Back  Pain,  Treatment  including  Bracing. 

Rene  Cailliet,  M.D.,  Associate  Clinical  Professor,  University 
of  .Southern  California,  School  of  Medicine,  Department  of 
Physical  Medicine  and  Rehabilitation. 

Cerebral  Palsy,  Birth  Defects  — 

Treatment  including  Bracing  and  Surgical  Measures. 

Leon  M.  Kruger,  M.D.,  Orthopedic  Surgeon.  Shriner  s Hos- 
pital for  Crippled  Children,  Springheld,  Mas.sachusctts. 

Buffet  dinner  courtesy  of  Gaylord  Hospital  will  he  served 
at  6:30  p.m. 


VENEREAL  DISEASE  CONTROL  LECTURES 
April  14,  1966  - 5:00  P.M. 

The  Yale  University  School  of  Public  Health  in  cooperation 
with  the  New  Haven  Health  Department  will  present  a 
major  lecture  on  Venereal  Disease  Control  on  April  14,  1966, 
at  5:00  P.M.  in  Harkness  Auditorium  at  the  Yale  University 
Medical  School.  Guest  speaker  for  this  lecture  will  be  Dr. 
Eugene  J.  Gillespie,  Deputy  Chief,  Venereal  Disease  Branch, 
Communicable  Disease  Center,  Atlanta,  Georgia.  Doctor  Gil- 
lespie w'ill  address  himself  to  the  problems  of  Venereal  Disease 
Control  which  have  particular  application  to  the  physician  in 
private  practice,  such  as  diagnosis  and  treatment  and  new 
advances  in  research. 
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Yale  Names  Chair  For  Dr.  Long 

With  an  anonymous  gilt  of  $()()(), 000,  Yale  Ihii- 
versity  will  establish  a new  chair  in  honor  ol  one  o( 
the  university’s  leading  scientists,  lormer  dean  ol 
the  medical  school  Dr.  Ci.  Hugh  Long. 

Iti  his  announcement  ^’ale  President  Kingimui 
Brewster  Jr.  said  the  jtrolessorship  will  be  in  the 
Yale  .School  of  Medicine  and  has  been  specifically 
endowed  for  studies  in  endocrinology  and  metabolic 
diseases,  such  ;is  ditibetes  and  hypertension.  1 he 
first  incumbent  will  be  appointed  shortly. 

1 he  professorship  is  the  200th  endowed  chair 
in  bale’s  history.  The  first  endowed  professorship 
was  created  in  1740  just  45  years  alter  \ale  s fouticl- 
ing. 

Dr.  Long,  05,  a member  ol  the  Yale  laculty  since 
1930,  is  currently  Sterling  Profe.ssor  of  Physiology. 
He  served  as  dean  of  the  Yale  medical  school  from 
1947  to  1952  and  has  been  at  various  times  chair- 
man of  three  departments  at  the  school. 

Dr.  Vernon  \V.  Lippard,  dean  ol  the  5'ale  School 
of  Medicine  and  Dr.  Long’s  successor  in  this  post, 
pointed  out  that  “the  establishment  of  this  pro- 
fessorship will  add  new  strength  to  our  instruction 
are  research  in  the  important  field  of  endocrin- 
ology. It  is  a most  appropriate  tribute  to  Dr.  Long, 
one  of  the  world’s  leading  scientists  in  this  field.” 

Dr.  Long  is  noted  for  his  major  contributions  in 
biochemistry  and  physiology.  Among  his  outstand- 
ing research  projects  are  his  work  on  the  importance 
of  vtirious  endocrine  glands  — particularly  the 
jidrenal— in  diabetes;  his  investigtitions  into  carbo- 
hydrate metabolism;  and  his  studies  that  h;i\e  ad- 
\anced  the  physiological  theory  ol  muscle  activity. 

.\  native  of  Nettleton,  I-higland,  Dr.  Long  was 
born  in  1901.  He  received  his  bachelor,  master,  atid 
doctor  in  science  degrees  from  the  Ibiiversity  ol 
Matidiester,  and  the  doctor  of  mctlicine  and  master 
of  surgery  tlegrees  from  McCiill  Lniversity  in 
Ctinada. 

He  came  to  the  United  States  in  1932  as  director 
of  the  George  S.  Cox  Metlical  Research  Institute 
and  assistant  profes.sor  of  medicine  at  the  I'niversity 
of  Pennsylvania. 

He  joined  the  5’ale  facidty  in  1930  as  professor 
ol  physiological  chemistry  and  chairman  of  5'ale 
Laboratory  of  Physiological  Cihemistry.  He  was 
named  Sterling  Professor  of  Physiological  Cihem- 
istry  iti  1938. 

When  he  stepped  down  in  1952  as  dean  of  the 
Yale  Medical  School,  he  became  Sterling  Professor 


of  Physiology  and  chairman  ol  that  department. 
He  reliiu|uished  the  chairmanship  in  191)4. 

Dr.  Long  has  ser\ed  on  manv  high-ranking  com- 
mittees of  governmental  and  pri\ate  agencies.  Liom 
1959  to  191)1  he  was  chairman  of  the  Divisional 
(Committee  for  Biological  and  Medical  Sciences  of 
the  National  Science  Fouiuhition  (NSF)  . Situe 
191)0  he  has  been  a consultant  to  the  President’s 
Scientific  .Advisory  (Committee,  and  has  been  also  a 
considtant  to  the  surgeon  general  of  the  Army 
Medical  Corps  (1947-48)  and  the  IhS.  Public 
Health  .Service  (1945-1949  and  1958-1959). 

In  19l')5  Dr.  Long  served  as  ;i  member  of  a mission 
on  medical  education  to  F^gypt,  sjtonsored  by  the 
•Agency  for  International  Development  aiul  the 
.A.S.SOC.  of  .American  Medical  (Colleges.  He  also  was 
jjart  of  a joint  mission  conducted  by  the  Llnitarian 
Service  Committee  and  Dep;irtment  of  the  .Army  in 
1950  to  help  reorganize  medicil  education  in  Japan. 

New  Haven  County 

Outgoing  remarks  by  Dr.  Joseph  ]]’eiuer,  Presi- 
dent of  the  New  Haven  Medical  A.ssociation 

These  are  changing  times.  W'e  must  keep  abreast 
with  the  rapid  changes  taking  place  in  medicine 
and  the  changing  pattern  of  medical  care. 

.Article  II  of  our  Constitution  states  our  purposes, 
and  I quote: 

“T'o  devise  and  carry  into  ellect  measures  for  the 
.scientific  and  educational  tidvancement  of  the 
members  and  to  promote  gooil  understanding 
and  harmonious  relationship  with  each  other 
and  the  community.” 

Our  meetitigs  and  our  colleagues  have  been  ori- 
ented towards  scientific  and  educational  training. 
But  what  have  we  done  to  establish  a gf)od  under- 
standing and  harmonius  relationshi])  with  the  com- 
munity? \Vhen  we  speak  of  the  community  we  do 
not  mean  only  New  Haven,  but  the  pidtlic  in  gen- 
eral. How  well  have  we  succeeded  in  bringing  to 
the  public  the  meanitig  of  medicitie  and  our  role  in 
.Society?  Have  we  given  thought  to  what  the  people 
are  thinking  about  us?  We  are  acting  our  usual 
role  in  giving  personal  service  to  an  individual 
jjatient,  but  hardly  aware  of  the  changes  taking 
place  in  the  Bio-Medical  sciences  as  they  relate  to 
our  social  role. 

Practicing  physicians  were  for  a long  time  uncer- 
tain whether  such  changes  were  occurring  and  were 
either  denying  or  resisting  them.  Notv  the  changes 
are  fidly  upon  us.  Medicare  is  a perfect  example  of 
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our  resisting  a change  and  we  are  not  yet  quite  pre- 
pared to  learn  its  lesson  and  what  we  need  do 
about  it.  ^\'^e  are  now  at  a stage  when  we  must  re- 
define the  core  of  professional  activity.  What  the 
practice  of  medicine  really  is  and  what  is  the  cen- 
tral medical  task.  The  fundamental  task,  the  care 
of  the  patient  is  no  longer  a simple  matter.  There 
is  continual  evolution  in  personal  medical  care. 
There  are  two  million  people  employed  in  the 
health  services  and  225,000  physicians,  in  addition 
the  public  has  become  a third  party  to  the  contract 
between  physician  and  patient.  There  are  changing 
arrangements  for  jJfoviding  care,  such  as  teaching 
institutions,  medical  hospital  centers,  group  prac- 
tices and  specialists  of  all  kinds.  This  is  the  result 
of  rapid  evolution  of  Bio-Medical  science.  The 
American  Medical  Association  last  October,  dedi- 
cated a new  Institute  for  Bio-Medical  Research  in 
recognition  of  the  importance  of  this  science. 

There  are  changing  patterns  of  illness.  Infectious 
diseases  have  declined.  There  is  much  more  degen- 
erative diseases  and  malignancy  to  be  recognized 
and  treated  in  the  early  and  later  stages. 

There  are  changing  directions  which  graduate 
physicians  are  taking  toward  careers  as  specialists 
and  medical  scientists  and  away  from  general  prac- 
tice. 

Then  there  are  changing  ways  of  paying  for  this 
increased  complexity  of  medical  care.  If  we  are  to 
satisfy  the  requirements  of  our  constitution,  we 
must  begin  to  pay  more  attention  to  our  social 
role.  To  what  the  public  expects  of  us  and  how  we 
should  face  up  to,  and  take  the  leadership  in,  the 
administration  of  Public  Laws  dealing  with  medi- 
cal care. 

The  new  era  in  medicine  requires  a doctor  who 
knows  what  is  going  on  in  Bio-Medical  advances 
and  who  also  knows  how  to  take  his  rightful  place 
in  the  administration  of  health  laws,  so  that  medi- 
cal care  will  not  suffer  and  the  patient  will  benefit. 
If  we  do  this  the  physician  is  bound  to  gain  too. 

In  concluding  this  report  of  my  tenure,  I wish  to 
express  my  deep  gratitude  for  your  confidence  in 
electing  me  your  President  for  the  past  year.  I have 
exerted  my  best  efforts  to  serve  you.  It  was  a re- 
warding experience. 

New  Haven  County 
Meeting  of  the  Board  of  Governors 
New  Haven  County  Medical  Association 

February  24,  1966 

I 

As  usual,  a full  attendance  of  the  members  of 
the  Board  of  Governors  was  recorded.  Doctors  Wil- 
liam Richards,  Orvan  Hess,  Clyde  Deming  and  A. 
J.  Mendillo  were  our  guest  members. 

Much  of  the  meeting  dealt  with  Title  XIX  of  the 
Medicare  Bill.  Our  Councilor,  Dr.  Frank  Abbot, 


reported  that  State  Welfare  Commissioner  Bernard 
Shapiro  desires  to  further  implement  the  Expanded 
Kerr-Mills  program  on  and  after  July  1,  1966.  He 
admits  his  plans  will  have  certain  short-comings 
until  the  1967  Session  of  the  Connecticut  General 
Assembly. 

After  considerable  discussion  of  this  feature  of 
the  Councilor’s  Report,  and  other  matters  pertain- 
ing to  Title  XIX,  Dr.  Max  Caplan  moved  the  fol- 
lowing telegram  be  sent  to  Commissioner  of  State 
\¥elfare  Shapiro: 

“The  New  Haven  County  Medical  Association 
is  unalterably  and  irrevocably  opposed  to  sub- 
standard medical  treatment  or  sub-standard 
medical  fees  for  the  treatment  of  any  patients 
in  our  State  including  those  under  Title  XIX.” 

Respectfully  submitted, 

H.  A.  Levin,  m.d.,  Clerk 

Dr.  Celentano  Appointed 

Dr.  Luca  E.  H.  Celentano  of  New  Haven,  has 
been  appointed  to  the  Governor’s  Fitness  Commis- 
sion. He  succeeds  Dr.  Allan  J.  Ryan,  formerly  of 
Meriden,  who  heads  the  department  of  sports  medi- 
cine at  the  University  of  Wisconsin. 

Dr.  Celentano  is  past  president  of  the  New  Haven 
County  Medical  Association  and  the  New  Haven 
Medical  Association.  He  is  a Delegate  to  the  Con- 
necticut State  Medical  Society  and  chairman  of  the 
Public  Relations  Division. 

Side  Effects— True  or  False? 

The  (FDA)  adverse  reaction  program  is  oft  to  a 
fair  start  and  should  get  better,  but  concentration 
on  side  effects  has  put  too  much  information  into 
the  hands  of  the  laity  and  the  uninformed,  who  tend 
to  misinterpret.  As  a consequence,  more  side  effects 
are  being  reported  now  that  aren’t  really  side  effects, 
but  rather  the  imaginations  of  those  who  got  their 
hands  on  medical  advertising  or  package  inserts.  It 
is  the  duty  of  the  manufacturers  to  provide  all  the 
information  to  the  physician  about  the  drugs  they 
make.  All  side  effects  should  be  clearly  spelled  out 
for  him,  but  they  should  not  be  emphasized  over 
and  above  the  therapeutic  activity.— Robert  W.  Bal- 
lard, M.D.,  in  Food  Drug  Cosmetic  Law  Journal. 
(21:.^1),  January  1966. 
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/ providing  combined  anorexigenic-tranquilizing  action, 
\MADEX  SEQUELS  Capsules  help  your  nonshrinking 
itients  to  establish  new  patterns  of  eating  less.  The  am- 
letamine  component  suppresses  the  appetite,  while  the 
eprobamate  helps  allay  nervousness  and  tension.  And  for 
ost  patients,  the  sustained  release  of  the  active  ingredients 
ovides  convenient  one-capsule-a-day  dosage. 

ISide  Effects  commonly  associated  with  either  compo- 
:nt  are  possible  but,  to  the  extent  these  are  dose-related, 
ey  should  normally  be  mild  and  infrequent,  since  the 
tal  dosage  of  each  component  on  the  usual  one-capsule- 
lily  regimen  is  quite  low.  Also,  the  sedating  effect  of 
eprobamate  and  the  stimulating  effect  of  d-amphetamine 
ilfate  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
;rse  effects  not  peculiar  to  either  component  have  not 
jen  reported.  Side  effects  associated  with  d-amphetamine 
ilfate  include:  insomnia,  excitability,  increased  motor 
:tivity,  confusion,  anxiety,  aggressiveness,  increased  li- 
do, hallucinations,  rebound  fatigue,  depression,  dry 
outh,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
irdiovascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


In  Memoriam 


Claihorn,  Louie  N.— New  Haven;  \Vashington 
LTniversity  School  of  Medicine,  1928.  Dr.  Claiborn 
had  been  associated  with  the  Yale-New  Haven  Hos- 
pital since  1929  and  was  a.ssociate  clinical  professor 
ol  plastic  surgery  in  the  Vale  School  of  Medicine, 
as  well  as  surgical  considtant  in  the  Department  of 
Hniversity  Health.  He  served  on  the  staff  of  several 
hospitals,  as  consultant  in  surgery  at  ^fidcllesex 
Hospital,  Middletown,  Griffin  Hospital,  Derlty, 
Fairfield  State  Hospital,  Newtown,  and  Veterans 
.Administration  Hospitals  in  Newington  and  West 
H aven.  He  was  president  of  the  New  England 
Society  ol  Plastic  and  Reconstructive  Surgery.  He 
was  a member  of  the  New  Haven  County  Medical 
.Association,  the  Connecticut  State  Medical  Society, 
the  American  Afedical  Association,  the  .American 
Cfollege  of  Surgeons,  the  Society  of  Unicersity  Sur- 
geons, the  New  England  Surgical  Society,  the 
.American  Society  of  Plastic  and  Reconstrtictive  Sur- 
gery, the  Connecticut  Society  of  .American  Board 
Surgeons,  the  New  A'ork  Regional  Society  of  Plastic 
and  Reconstructive  Surgery,  and  a fellow  in  the 
.American  College  of  Surgeons.  Dr.  Claiborn  died 
Eebruaiy  16,  at  the  age  of  62. 

Knight,  Harry  C.— Af iddletown;  Ttdane  Univer- 
sity School  of  Afeclicine,  1933.  Dr.  Knight  was  a 
well  known  urologist  in  the  Aficldletown  area  for 
many  years.  During  World  Ufiu  If,  Dr.  Knight  was 
associated  with  the  Ihiited  State  Ptdjlic  Health  Ser- 
vice. He  was  a mendter  of  the  -American  Ifrology 
.As.sociation,  the  New  England  Section  of  the  .Ameri- 
can Urolcjgy  -Association,  the  .American  Geriatrics 
-Association,  the  -American  Afetlical  -Association,  the 
Connecticut  State  Afedical  Society,  and  the  Aliddle- 
sex  County  Afedical  -Association.  He  was  a fellow 
ol  the  -American  College  of  Surgeons.  Dr.  Knight 
was  senior  attending  urologist  at  the  Afiddlesex 
Afeniorial  Hosjntal,  Afiddletown,  and  urology  con- 
sultant at  the  Afiddletown  State  Hospital  and  the 
V'’eterans’  Afeniorial  Hospital  in  Rocky  Hill.  He  was 
a memlier  of  the  courtesy  staff  at  the  Aferiden  Hos- 
pital. Dr.  Knight  died  Afarch  12,  at  the  age  of  60. 

Lankin,  Joseph  J.— Hartford;  Harvard  Afedical 
School,  1937.  Dr.  Lankin  was  a noted  specialist  in 
arthritic  and  rheumatic  diseases.  He  had  served  as 
president  of  the  Arthritis  and  Rheumatism  Eoun- 
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dation.  He  had  ajrpeared  on  television,  radio,  and 
in  Iverson  to  speak  abotit  his  field  of  rhetimatism. 
He  afso  wrote  ntnnerous  papers  on  the  subject.  He 
was  a member  of  the  Hartford  Cfounty  Afedical 
-Association,  the  Connecticut  State  Afedical  Society, 
and  the  -American  Afedical  -Association.  Dr.  f.ankin 
died  Afarch  8,  at  the  age  of  54. 

Reuly,  David  D.— Hartford;  Columbia  College  of 
Physicians  and  Surgeons,  1927.  Dr.  Reidy  was  a 
well-known  urologist  in  Hartford  for  over  20  years. 
He  was  former  chief  of  the  medical  staff  at  St. 
f rands  Hospital.  He  was  a.ssistant  urologist  at 
Afanchester  Afeniorial  Hospital  and  was  cotisulting 
physician  and  surgeon  at  f-itchfield  County  Hos- 
pital, as  well  as  being  chief  urologist  at  St.  Francis 
Hospital.  Ffe  had  been  director  of  the  St.  Francis 
Hospital  -As.sociation.  He  was  a diplomate  of  the 
.American  Board  ol  Urology  and  a member  of  the 
New  England  Section  of  the  -American  Lfrology  So- 
ciety and  pioneered  in  the  use  of  the  artificial 
kidney  machine.  He  was  a member  of  the  Hartford 
County  Afedical  -As.sociation,  the  Connecticut  State 
-Medical  Society,  and  the  -American  Afedical  -Asso- 
ciation. Dr.  Reidy  died  Afarch  8,  at  the  age  of  64. 

Segnaffa,  Ernest  — Hamden;  A'ale  University 
School  of  -Afeclicine,  1912.  Dr.  .Segnalla  was  a general 
practitioner  in  the  New  Haven  area  for  more  than 
50  years.  He  was  a member  of  the  New  Haven 
County  Afedical  -Association,  the  Connecticut  State 
Afedical  .Society,  and  the  -American  Afedical  -Asso- 
ciation. Dr.  Segnalla  died  February  16,  at  the  age 
of  77. 

Smith,  Norman  N.— New  Haven;  Vale  University 
■School  ol  Afeclicine,  1924.  Dr.  -Smith  was  an  eye, 
ear,  nose  and  throat  specialist  in  New  Haven  for 
over  20  years.  Ffe  was  a member  of  the  staffs  of 
both  the  Hospital  of  St.  Raphael  and  the  Yale-New 
Haven  Hcjspital.  He  was  a past  president  of  the 
-American  Otorhinolcjgic  .Society,  a diplomate  of  the 
-American  Board  cif  Otolaryngology,  a member  of 
the  -Scjciety  for  the  .Achancement  of  Plastic  and  Re- 
constructive Surgery,  the  New  Haven  County  Afedi- 
cal -Association,  the  Connectictit  State  Afedical  So- 
ciety, the  -American  Afedical  -Association,  and  a 
fellow  of  the  International  College  of  Surgeons.  Dr. 
Smith  died  Afarch  12,  at  the  age  of  65. 


Con-nfc;ticut  AfEDiciNE,  -April,  1966 


Letters  To  The  Editor 


To  The  Editor: 

I wish  to  comment  on  Dr.  Paul  N.  Grattagnino's  article 
"The  Brain-Damaged  Child:  A Misconception?"  which 

appeared  in  the  February  1966  issue  of  our  Journal.  I heartily 
endorse  his  efforts  to  rid  us  of  this  atrocious  term.  However, 
I observe  that  the  tendency  to  develop  unscientific  notions 
about  the  disorder  does  "extend  beyond  the  general  public 
into  professional  ranks."  Dr.  Graffagnino  states  “the  purpose 
of  this  paper  is  to  dehne  and  describe  this  clinical  entitv. 
discuss  its  etiology,  outline  diagnostic  procedures,  suggest  a 
program  for  treatment  of  the  syndrome,  and  finally  to  discuss 
some  of  the  misconceptions  that  interfere  with  successful 
management.” 

He  alleges  that  the  brain-damaged  child  manifests  the 
cardinal  symptoms  of  "impulsiveness,  distractibility  and  rest- 
lessness.” These  behavioral  signs  occur  in  a large  number  of 
disorders,  organic  and  functional  alike.  It  is  difficult  to  think 
of  a clinical  entity  when  a child  is  referred  for  such  general- 
ized “symptoms”  as  "learning  defects,”  "unpredictable  be- 
hatior,”  “extreme  emotional  lability,”  "social  incompetence," 
etc. 

^Vhen  we  look  for  an  etiology,  Dr.  Graffagnino  admits  that 
"so  far  it  has  not  been  possible  to  correlate  the  clinical 
symptomatology  and  the  structural  damage  to  the  brain  in 
a scientihcally  valid  way."  Thus  we  have  neither  a clinical 
entity  nor  an  etiology. 

Here  his  use  of  the  term  “diagnosis"  is  disputable  since  he 
states  that  “no  one  physician  or  other  specialist  is  qualified 
to  make  a diagnosis  of  brain  damage.”  A group  of  equivocal 
hndings— no  matter  how  many  and  by  whom— remains  only 
a group  of  equivocal  findings  and  not  a medical  entity. 
Without  a natural  history,  a causal  agent,  particular  symp- 
toms, positive  clinical  signs  and  tests,  what  is  the  specialist 
trying  to  diagnose? 

It  is  understandable  then  that  the  "Treatment  Program” 
offered  by  Dr.  Graffagnino  is  a broad,  non-specihe  one.  W'ith 
children  I would  caution  the  use  of  diphenylhydantoin  sodi- 
um and  dextroamphetamine  sulfate  because  of  the  possibility 
[of  psychomimetic  and  paradoxical  effects  respectively, 
j His  discussion  of  the  far  reaching  stigma  of  this  unjustified 
i label  is  excellent.  It  is  because  of  this  stigma  that  the  burden 
of  solid  proof  must  rest  squarely  on  the  shoulders  of  any 
physician  who  would  tell  parents  that  their  child's  brain  is 
damaged.  It  should  be  kept  high  in  the  forebrains  and 
hearts  of  all  of  us  who  try  to  help  children.  The  substitution 
of  other  terms  sttch  as  "organic  factor,”  primary  brain 
dysfunction,  etc.,  are  satisfactory  although  his  term  "com- 
ponent of  brain-damage”  would  be  as  misleading  as  the 
original  label.  We  must  remember  that  we  may  uncover 
hndings  to  indicate  a functional  disturbance  within  the  brain, 
but  unless  we  are  examining  the  brain  tissue  itself,  I do  not 
see  how  we  can  conclude  that  it  is  damaged. 

In  summary  I hnd  that  Dr.  Graffagnino  did  not  “define  and 
describe  this  clinical  entity”  because  he  coukl  not.  It  does  not 
exist  as  a disease  entity.  It  has  neither  specihe  symptoms, 
etiology,  diagnosis,  nor  specihe  treatment.  If  after  earnest 


efforts  we  cannot  now  resolve  this  real,  gray  area  to  black 
or  white,  let  us  not  crown  our  ignorance  by  calling  gray 
a new  medical  illness.  Better  to  practice  forbearance,  share 
the  anxieties  of  vagueness  and  recriminations  of  uncertainty 
in  this  area  than  allow  it  to  pass  on  to  others  much  less 
able  to  endure  it. 

^VILL.•^RD  Gold,  M.D. 

Medical  Director, 

Child  Guidance  Clinic 

for  Central  Connecticut,  Inc. 

Meriden,  Conn. 

Eu.  Noie:  This  letter  luas  submitted  to  Dr.  Graffagnino 
who  makes  the  following  reply. 

To  The  Editor: 

Dr.  Gold's  comments  seem  to  me  to  emphasize  two  major 
points:  first,  that  the  term  "brain  damaged  child  " is  an 
unfortunate  one  and  second,  that  no  such  "disease  entity” 
exists.  With  both  of  these  I agree.  Unfortunately  both 
Dr.  Gold  and  I are  faced  with  an  accomplished  fact:  the  use 
of  the  term  “brain  damage”  has  such  widespread  acceptance 
in  professional  and  lay  circles  alike  that  I do  not  share  his 
implied  optimism  that  anything  he  or  1 might  do  would 
materially  help  to  rid  us  of  the  term.  The  purpose  of  njy 
article  was  to  bring  to  the  attention  of  medical  readers  cur- 
rent information  available  on  a concept  which  is  being  both 
used  and  abused. 

It  seems  to  me  that  the  best  we  can  do  is  to  understand 
what  the  investigators  are  talking  about  when  they  use  the 
term.  It  is  necessary  that  the  physician  arm  himself  with  such 
basic  knowledge  for  those  times  when  parents  come  to  him 
asking  about  "brain  damage”  or  telling  him  they  believe 
their  child  to  be  “brain-damaged”  from  something  they 
have  been  told  by  an  informed  neighbor  or  from  what  they 
have  read  in  a “professional”  column  in  the  popular  press. 
(Even  now  the  term  seems  to  be  going  somewhat  out  of 
fashion  in  favor  of  the  “perceptually  handicapped  child,” 
an  equally  unfortunate  global  term  which  also  ignores  the 
rest  of  the  child’s  personality  and  life  adjustment.) 

While  agreeing  with  Dr.  Gold  that  the  clinical  phenomena 
should  not  be  called  a "disease  entity,”  I would  re- 
emphasize that  we  are  nevertheless  dealing  with  a “clinical 
entity”  (i.e.  “the  organic  factor”)  which  can  often  be  iden- 
tified as  a separate  component  in  the  total  clinical  picture  of 
certain  children  with  behavioral,  learning  or  emotional  dis- 
turbances. Whereas  undeniably  the  etiology  is  unverihable  or 
unknown,  it  is  my  opinion  that  the  symptoms,  natural  his- 
tory, diagnostic  approaches  and  treatment  programs  (in- 
cluding the  various  medications)  are  more  soundly  estab- 
lished than  Dr.  Gold  seems  to  imply.  True,  at  the  end  we  are 
still  left  with  a “gray  area”  disorder. 

With  regard  to  Dr.  Gold's  last  point,  I would  comment 
that  even  though  for  intra-professional  purposes  one  phrase 
or  another  may  be  used  to  facilitate  our  discussions  and  to 
further  our  understanding,  one  can  only  assume  that  a 
physician  will  not  "pass  on  to  others”  (namely  to  patients 


Volume  30,  No.  4 


287 


and  their  families)  any  term  wliich  would  add  to,  ratlier 
than  alleviate,  their  suffering. 

I’.VLI,  GR.VtF.UiNINO,  M.l). 
Director,  Children’s  Clinic, 
The  Institute  of  I.iving. 
Hartford,  Conn. 


To  The  Editor: 

.-\s  the  junior  author  of  an  article  entitled  “.Management  of 
Shoulder  Injuries  in  Sport"  which  appeared  in  the  Conmx- 
TicuT  Medicine  Vol.  29  JlO,  i)|>.  723.  October  1965  issue,  I 
would  like  to  make  a few  additional  comments  and  correc- 
tions in  regards  to  my  feelings  on  treatment  of  complete 
acromio-clavicular  joint  dislocations. 

My  experience  in  treatment  of  this  injury  differs  somewhat 
from  the  senior  author.  I personally  feel  that  if  done  with  a 
particular  technitpie  and  with  careful  post -operative  care, 
wire  fixation  treatment  of  this  injury  alfords  very  satisfactory 
results.  report  of  51  cases,  many  of  which  were  treated  with 
the  crossed  threaded  wire  technicpie,  has  been  pidilished  bv 
me  and  Capt.  William  Stryker  in  the  Journal  of  the  American 
Medical  Association,  Vol.  192.  pp.  689-692,  May  24,  1965.  In 
this  latter  report,  it  was  the  feeling  of  the  authors  that  a 
two  threaded  pin  technicpie  together  with  a repair  of  the 
fascial  and  ligamentus  structure  superior  to  the  joint  without 
coraco-davicular  fixation  gave  a very  satisfactory  result.  It 
was  the  conclusion  of  this  study  that  this  technicpie  was  far 
superior  to  the  non-operative  measures  and  to  the  more  ex- 
tensive surgical  procedures. 

Bennington,  Vermont. 

Sincerely, 

DUDEEV  M.  B.AKER,  Ml). 

Bennington,  N'ermont 


Phytoses 

10 

12 

Fissures 

12 

T'ailor  Bunions 

10 

1 

Bunions 

40 

5 

\Varts 

4 

58 

Hammer  Toes 

5 

24 

Over-lapping  toes 

15 

Pes  Cavus 

8 

2 

Pes  Planus 

6 

Exostosis  (1st  joint) 

3 

Depressed  Metatarsals 

25 

Other  Lesions  (including  Diabetic  lesions) 

17 

11 

Diabetics 

46 

Circulatory  Deficiency 

7 

Shoe  AVeight  Dispersing  .Appliances 

21 

Mic:h.\fi,  Si.mko,  D.S.C. 

Joseph  Si.vrr,  Pod. I).,  A.A.C.F.S. 

Bridgepoi t,  Cionnecticut. 


Letters  to  the  Editor  are  welcome  and  luill  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  with  other  material  which  is  submitted  for  publication, 
all  letters  will  be  subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Editor,  Connechicut  Medicine, 
160  St.  Ronan  Street,  Nexv  Haven,  Connecticut,  06511. 


Special  Notices 


To  the  Editor: 

Podiotric  Services  In  A Mental  Hospital 

4Ve  found  certain  individuals  at  Fairfield  Hills  Hosiiital 
partially  disabled  with  advanced  foot  ailments.  Fhere  were 
a imtltitude  of  over-developed,  malformed,  discolored,  malo- 
dorous mycotic  nails,  large  callosities  and  platitar  cortis, 
tmtltiple  corns  disligiiring  all  toes,  bunions  of  vai  ving  dimen- 
sions, overlajjpitig  toes,  and  extensive  deimojihvtoses. 

Shoe  fitting  problems  accounted  for  some  of  the  foot 
ai  Iments. 

From  March  1964  to  March  I9(i5  a total  of  671  iiatients 
were  seen  for  the  first  time  in  the  Podiatry  clinics  plus  397 
retreated. 

An  examination  of  the  following  summary  indicates  the 
variety  of  foot  cases  treated  during  this  jieriod. 


TOTAL  PA  l lENTS  TREATED 

671 

FOTAL  RFfTREATMENT 

397 

Conditions  Treated 

U Omen 

Men 

Onychocryptosis  (Ingrown  nail) 

20 

20 

Inverted  nails 

2 

1 

Onychia  and/or  paronychia 

3 

6 

Club  nails 

33 

15 

Over-developed  nails 

80 

Mycotic  nails 

32 

4 

Corns 

85 

62 

Callosities 

37 

225 

Hyperidrosis 

6 

36 

Anhidrosis 

4 

7 

HARTFORD  HOSPITAL 

SATURDAY  MORNING  11  O'CLOCK  GUEST  SPEAKERS 
April  2 to  June  16,  1966 

.\pril  2—7  homas  T.  .4 matrudo,  M.D.,  ,\sst.  Professor  of  Medi- 
cine, Yale 

Subject:  “Endocrine  Mysteries” 

.\])iil  9— .Sydney  Gellis,  M.D.,  Professor  of  Pediatrics,  Tufts 

Subject:  “Disaccharide  Malabsorption  Svndromc” 

.\pril  \6— Allen  Pierce,  M.D.,  Asst.  Professor  of  Medicine, 
Soiithwestei  ti,  Texas 

Subject:  “Sleep  and  Respiratory  .\cidosis'’ 

April  23— Psychiatry  Symposium— ]l:0()  ,\.M.  Hartford  Hos- 
pital .Amphitheater  James  John.son,  M.D.,  Chairman 
.April  30— Ralph  1).  Alley,  M.D.,  .Assoc.  Professor  of  Thoracic 
Surgery,  Albany 

Subject:  “Cardiac  Aneurysm:  Surgical  Treatment’’ 

May  7 — Thomas  N.  Hepburn  Memorial  Lecture:  Hard 

Soames,  M.D.,  Chief  of  Urology,  Millard  Fillmore  Hos- 
pital, Buffalo,  New  York 

Subject:  “Cryogenic  Prostatectomy” 

May  14— John  H.  Schilling,  M.D.,  Profes.sor  of  Surgery,  Uni- 
versity of  Oklahoma 

Subject:  “The  Pancreas— Surgical  Problems’’ 

May  21— George  IF.  Mitchell,  Jr.,  M l).,  Professor  of  Obstetrics 
and  (iynecology.  Tufts 

Subject:  10:00  A.M,  “Conception  Control” 

11:00  A.M.  “Gynecology  Ciancer  Chemotherapy” 
June  16— Hartford  Hospital  House  Staff  Graduation 


288 


Connecticut  Medicine^  April,  19(36 


WOMAN'S  AUXILIARY 

President 

Mrs.  William  R.  Richards,  Hamden 


President-Elect 

Mrs.  John  D.  O'Connell,  West  Hartford 

Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbull 

First  Vice-President 
Mrs.  James  F.  Jones,  Danielson 

Corresponding  Secretary 
Mrs.  Anthony  Cipriano,  Hamden 

Second  Vice-President 
Mrs.  Ralph  T.  Telia,  Stamford 

Treasurer 

Mrs.  Stephen  A.  Hulme,  West  Hartford 

WOMAN'S  AUXILIARY 
COUNTY  MEETINGS 


Fairfield— Lower  Fairfield  County— Luncheon  Meet- 
ting  at  the  Red  Coach  Inn,  Darien  on  March 
31st,  at  12:30. 

Hartford— Annual  Meeting,  April  19th,  at  the  Shut- 
tle Meadow  Country  Club,  New  Britain. 

Litchfield— Annual  Meeting  in  June. 

Vew  Haven— Annual  Meeting  April  11th. 

Vew  London— Annual  Meeting  May  3rd,  at  the 
Yankee  Motor  Inn,  New  London. 

Windham— Annual  Meeting— Thursday,  21st  of 
April. 

Middlesex— Annual  Meeting— April  13th. 

National  Convention— Chicago,  43rd  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the  AMA 
—June  26  to  30.  Headquarters  for  the  Convention 
will  be  the  Drake  Hotel  on  Chicago’s  lakefront. 
Sunday,  June  26— Reception  from  6:00  to  8:00 
P.M.  honoring  the  auxiliary’s  president  and  presi- 
dent-elect. 

Monday,  June  27— Guest  Day  Luncheon  to  which 
representatives  of  more  than  40  national  women’s 
organizations  will  be  invited. 


HALL -BROOKE  HOSPITAL 

Westport,  Connecticut  Telephone:  227-1251 

A Dynamically  Oriented  Hospital  for  the 
care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community. 

Accredited  By:  The  Central  Inspection  Board  of  the  American 
Psychiatric  Association. 

The  Joint  Commission  on  Accreditation  of  Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 
Medical  Director  Clinical  Director 


i 
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Tuesday,  June  28— James  Z.  Appel,  M.D.,  presi- 
dent of  the  American  Medical  Association,  will 
speak  at  the  Tuesday  Luncheon  honoring  past 
presidents  of  the  Auxiliary.  Voting  for  the  1967 
nominating  committee  will  take  place  on  Tues- 
day afternoon  and  national  officers  for  1966-67 
will  be  elected  and  installed  on  Wednesday  morn- 
ing. 

Teenage  headcjiuarters  will  be  the  Hotel  Knicker- 
bocker, across  the  street  from  the  Drake  Hotel. 
Gulliver’s  Trails,  Inc.,  will  plan  the  teenage 
program  under  the  supervision  of  the  auxiliary 
convention  committee. 

Last  fall,  Mrs.  Dewey  Katz,  the  only  woman  on 
an  eight  man  committee  was  elected  co-chairman  of 
the  Air  Pollution  Study  committee  of  the  Capitol 
Region  Planning  Agency.  She  has  been  the  city  of 
Hartford’s  only  woman  representative  to  the 
Agency  since  it’s  inception  seven  years  ago;  and  has 
served  on  the  Publicity  and  the  Land  Use  Com- 
mittees in  the  past. 


Nursing  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency:  Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 
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interests  in  oil  exploration 

Prudential  Oil  Corporation 
$5,000,000 

1966  Annual  Drilling  Fund 


Series  Twelve 


500  Units 
$10,000  Per  Unit 

Ask  your  broker  or  mail  the  coupon  for  a Prospectus  as  effective  with  the  S.E.C. 


Name. 


Address. 


City. 


.State. 


-Zip. 


NOTE:  Th! 
which  may 


5 is  neither  an  offer  to  sell  nor  a solicitation  to  buy  any  of  those  securities.  Offering  is  made  only  by  Prospectus,  copies  of 
be  obtained  in  any  State  from  the  undersigned  or  brokers  as  may  lawfully  offer  the  securities  in  that  State. 

PRUDENTIAL  OIL  CORPORATION 

ONE  ROCKEFELLER  PLAZA,  NEW  YORK,  N.Y.  10020 


WUeH- 

lENTOCMN  LOTION,  MILD 


/rORM^A—  Alcohol . 70% 

^ Benzocaine  10*4 

. Tp^'^C,  A Chloroform,  4 mins,  per  fluidounce. 

04t  ytUe  liorluf  • • • 

KfjetITOCAIN  LOTION  MILD  makes  it  easier  to  go  through 
troublesome  teething  period.  A small  amount,  applied  with 
^ tjfrUle  massage,  brings  quick,  soothing  relief  to  irritated  and 

loomed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

; <ut  Mie  Moike^  . . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby.  DENTO* 

* LOTION  MILD  grants  the  mother  greater  peace  of 

. . ' ' ''  ndiLd  and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
\ ' 'V'  ''  % for  pain  of  adult  toothache. 


Professional  samples 
and  descriptive 
literature  sent  on 
request. 
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1966  MEETINGS 


April  7 — ANNUAL  MEEIING  of  the  New 
London  CiOunty  Medical  Association,  to  be 
held  at  the  Lighthouse  Inn,  New  London. 
Ehere  will  be  a social  hour  ai  5:30  P.M.,  din- 
ner at  0:30  P.M.  and  the  business  meeting  will 
begin  at  8:00  P.M.  with  no  speaker  planned. 

April  12  - ANNUAL  MEETING  of  Eairfield 
Clounty  Medical  .Association,  to  be  held  at  the 
Stratfield  Motor  Inn,  Bridgeport,  Connecticut. 
The  business  session  will  begin  at  1:30  P..M. 
with  a social  hour  and  dinner  following. 

April  12  - ANNU.AL  MEE  1 ING  of  the  Litch- 
field County  Medical  .Association,  to  be  held  at 
the  White  Hart  Inn,  Salisbury,  Connecticut. 
Business  meeting  at  5:30  P.M.  with  Dinner 
at  7:30  P.M. 

.April  13  — .ANNUAL  MEE  l ING  of  the  Hart- 
ford County  Medical  .Association  to  be  held  at 
the  Statler-Hilton  in  Hartford.  I'he  busine.ss 
meeting  will  begin  at  5:00  P.M.  with  the  main 
sjieaker  being  Dr.  Ernest  Howard,  Executive 
Vice-President  of  the  .American  Medical  .Asso- 
ciation. Dinner  will  follow  at  7:00  P.M. 

.April  14  — .ANNU.AL  MEETINCi  of  the  Mid- 
dlese.x  County  .Medical  .Association  to  be  held 
at  the  Ciommodore  McDonough  Inn  in  Mid- 
dletown, Connecticut.  The  business  meeting 
will  begin  at  4:30  P.M. 


April  19  - ANNUAL  MEETING  of  the  Tol- 
land County  Medical  .Association  to  be  held  at 
the  Old  Homestead  Inn,  Somers,  Connecticut.. 
Dr.  Ernest  N.  Boettcher  will  be  the  speaker  i 
for  the  evening.  His  topic  will  be  “Tooling 
Up  lor  .Medicare”  Business  Meeting:  6 30 
P.M. 

April  21  - .VNNUAL  .MEETING  of  the  Wind- 
ham County  Medical  .Association  to  be  held' 
at  the  Vernon  Stiles  Inn,  Thompson,  Con- 
necticut. 1 he  business  meeting  will  begin  at, 
5:30  P.M.  with  cocktails  and  dinner  to  follow! 
at  7:00  P.M. 

April  26-28  - 174th  .ANNU.AL  MEETING  of 
the  Connecticut  State  Medical  Society  to  be 
held  at  the  Statler-Hilton  Hotel,  Hartford, 
Connecticut 

May  19-26  — Symposium  on  Psychiatry  and' 
Neurology:  .A  Practical  .Approach,  to  be  held 
at  Mound  Park  Elospital  Eoundation,  Inc., 
701  Sixth  Street,  South,  St.  Petersburg,  Elor- 
ida  33701.  Eor  further  information  addre.ss: 
.Neurology,  Mound  Park  Hospital  Eounda- 
tion, Inc.,  St.  Petersburg.  Elorida  33701. 

May  25  — “Gaylord  Day”  to  be  held  at  Gaylord 
Hospital  and  Sanatorium,  Wallingford,  Con- 
necticut from  2:00  P.M.  to  6:00  P.M. 


Important  announcement  for  Doctors 


NEW  HARTFORD  NATIONAL  “MEDAC  SYSTEM” 


lets  you  devote  more  time  to  your  practice, 
less  to  bookkeeping 

A revolutionary  new  automated  service  which  will  relieve  you  of  handling  billings,  accounts 
receiyable  and  cash  disbursements  is  now  available  to  all  physicians  in  Connecticut  (except 
Fairheld  County).  Known  as  “Medac,”  the  system  employs  Hartford  National’s  computer 
equipment  to  do  in  minutes  what  now  takes  hours  of  your  staff’s  time. 

“Medac”  includes: 


• preparation  and  mailing  of 
bills 

• making  requested  cash  dis- 
bursements 

• daily  report  of  cash  receipts 
and  charges 

• detailed  monthly  statement 
of  account  aging 

• monthly  analysis  of  hillings 
and  collections 


• monthly  statement  of  cash 
d isbur.sements 

• complete  operating  state- 
ment every  ten  days 

• installation  of  the  transmit- 
ting device  that  links  your 
office  with  our  computer 
equipment  through  your  tel- 
ephone line 


For  full  information  on  our  unique  “Medac  System,”  contact  Walter  B.  Lashar  III,  Assistant 
Vice  President,  Main  and  Pearl  Streets,  Hartford,  Conn. 

HARTFORD^C^JATIONAL 

Est.1792  WHERE  MONEY  GOES  TO  WORK  FOR  PEOPLE  Member  F.D.LC. 
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WESTFIELD 

NURSING  HOME 
Inc. 


Westfield  Road,  Meriden 

CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  CONDITIOIMS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 

238-1291 


ESTFIELD 

NURSIN6 
HOME 

incorporated 

WESTFIELD  ROAD 

MERIDfN,  CONN. 
Telephone  238*1291 

Harold  Dedorick  Adminiitralor 


HOW  MUCH  TIME  CAN 
YOU  GIVE  TO  YOUR  OWN 
FINANCIAL  PLANNING? 

YOUR  INVESTMENTS— Successful 
investment  management  has  become,  now 
more  than  ever,  a highly  technical  and 
demanding  job.  One  of  our  many  investment 
services,  tailored  to  your  needs  and 
objectives,  may  free  you  of  this  task  and 
I provide  a sound  solution  to  this  problem. 

YOUR  ESTATE  PLANS— A compre- 
hensive estate  plan  brings  together  all  of 
your  assets  for  distribution  to  your  family  in 
the  most  workable  and  economical 
manner.  This  can  assure  maximum  benefits 
and  may  generate  considerable  tax 
j savings.  We  will  work  with  you  and  your 
attorney  to  this  end. 

YOUR  RETIREMENT  PLANS-CBT  was 

one  of  the  first  in  the  nation  to  provide 
i an  HR-10,  Self-Employed  Retirement  Plan. 
It  is  designed  to  give  you  maximum 
investment  flexibility.  You  may  choose 
! your  own  blend  of  common  stocks  and 
bonds  and  may  also  include  life  insurance 
I or  annuities. 


WE  CAN 
HELP! 

I 


THE  COMIMECTICUT  BANK 

AND  TRUST  COMPANY 

ONE  CONSTITUTION  PLAZA,  HARTFORD,  CONN. 

Member  Federal  Deposit  Insurance  Corporation 
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CLASSIFIED  ADVERTISING 

?9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

5(V  extra  if  keyed  through  CONNECTICUT  MEDICINE 

Alll.E  IN  ADVANCE 

Closing  Date  for  copy:  10th  of  month  PRECTDING 
date  of  issue. 


PR.\CTICE  FOR  SALE,  OFFICE  TO  RENT:  General  prac- 
tice, limited  OB,  no  major  surgery,  estahli.shed  12  years. 
Hartford.  Office  faces  college  campus,  3 minutes  from  1,000 
bed  hospital.  Flandsome,  completely  furnished  office,  adeejuate 
for  two  physicians;  coverage;  will  introduce.  Leaving  for  resi- 
dency, July.  No  money  down,  only  suit  of  clothes  and  sense 
of  humor  needed.  Write  to  N.G.  c/o  Connecticut  Medicine, 
160  St.  Ronan  Street,  New  Haven,  Conn. 


FOR  S.ALE(l)  Century,  Picker  X-ray  Unit,  in  excellent  con- 
ilition.  Inquire:  Raymonil  Lublin.  M.D.,  751  Main  Street, 
East  Hartford,  Conn. 


FOR  RENT:  Office  for  general  practice  2320  Wbitney 
.\venue,  Hamden.  Available  to  start  any  time  between  now 
and  July  1st.  For  further  information  call  248-0403. 


FOR  S.-\LE:  Mahoganey  furniture  for  doctor's  oflice,  examin- 
ing room,  waiting  room.  Good  condition.  ,\ny  reasonable 
offer  accepted.  Contact  Mrs.  Broadbent.  44  F.lgin  Street, 
Hamden,  248-1402. 


Doctor’s  Office 


John  Beeble,  M.D.,  announces  the  removal  of 
his  office  for  the  practice  of  cardiovast  ttlar  disease 
to  .578  Watertown  Aventie,  Wfiiterbury. 

.Saul  fieierstein,  Af.l).,  announces  the  opening  of 
an  office  for  the  general  practice  of  medicine  at  ItiOS 
Summer  Street,  Stamford. 

Af  aurice  W.  Kearney,  M.D.,  announces  the  re- 
moval of  his  office  for  the  practice  of  general  surgery 
to  60  Gillett  Street,  Hartford. 


DOCTOR — Does  your  wife  like  to  read 
the  Auxiliary  news?  Then  he  sure  and  take 
your  copy  home. 


CHANGED  YOUR  ADDRESS 
RECENTLY? 

If  you  have  changed  your  address  recently, 
or  intend  to  do  so  shortly,  please  return  this 
coupon  properly  filled  out  to  insure  uninter- 
rupted delivery  of  your  copies  of  CONNECTICUT 
MEDICINE.  Send  your  change  of  address  to: 
CONNECTICUT  MEDICINE,  160  St.  Ronan  Street, 
New  Haven,  Connecticut,  06511. 

Name 

Former  Address: 

Street  

City  

State  

New  Address: 

Street  

City  

State  Zip  Code 

Journals  mailed  to  the  wrong  address  are  returned  to  the 
Journal  office  which  pays  an  average  of  10(^  per  copy.  To 
insure  prompt  delivery  and  keep  journal  expenses  at  a mimi- 
mum,  please  notify  this  office  as  far  in  advance  as  possible. 


LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident.  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  offices  in  . . . 

BRIDGEPORT  - HAMDEN  — NEW  LONDON  — WATERBURY 
WETHERSFIELD  - STAMFORD  — TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


Mutual 

OF  OMAHA 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 
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NEW  BOOKS  IN  REVIEW 


FROM  AUSCULTATION  TO  PHONOCARDIOGRAPHY. 

Aldo  A.  Luisada  with  collaboration  of  D.  M.  Mac- 

Canon,  L,  M.  Rosa,  P.  M.  Shah,  R,  Zalter.  The  C.  V. 

Mosby  Company,  Saint  Louis,  196H.  351  pp.,  196 

illustrations.  $17.75. 

Reviewed  by:  LOUIS  H.  NAHUM 

This  book  deals  with  phonocardiography  aiul  how  it  lias 
produced  new  knowledge  which  may  lead  to  revision  of  clas- 
sical auscultation.  In  the  phonocardiographic  record  we  have 
timing  with  the  electrocardiogram  and  at  times  with  intra- 
cardiac pressure  pulses.  It  produces  a permanent  record  which 
can  be  compared  with  previous  and  subsequent  ones  and 
eliminates  the  differences  in  auditory  acuity  of  the  clinician 
as  well  as  confusion  from  changing  pathologic  and  physiologic 
events  which  alter  sounds.  In  this  sense  the  phonocardiogram 
like  the  electrocardiogram  offers  additional  data  to  the  alert 
clinician  and  helps  to  sharpen  his  diagnostic  acumen.  He 
must  become  thoroughly  conversant  with  the  events  in  the 
cardiac  cycle  so  he  can  relate  sounds  and  murmurs  more  in- 
telligently to  what  is  going  on  in  the  heart  at  the  time  we 
hear  sounds  and  murmurs. 

However,  after  all,  the  most  important  data  of  clinical 
auscultation  were  known  and  correctly  evaluated  nearly  a 
century  ago  at  the  time  of  Potain.  So  wc  have  known  for  a 
long  time  the  meaning  of  splitting  of  heart  sounds  triple 
rhythms,  opening  snap,  characteristic  rumbling  of  mitral 
stenosis,  harsh  systolic  murmurs  of  aortic  and  pulmonary 
valve  stenosis,  blowing  soft  diastolic  murmurs  of  aortic  and 
pulmonary  insufficiency  and  soft  systolic  murmurs  of  mitral 
and  tricuspid  insufficiency.  All  these  have  been  correctly 
evaluated  before  the  end  of  the  last  century. 

The  phonocardiogram  now  gives  us  sounds  some  of  which 
we  do  not  hear.  But  a soft  application  of  an  open  bell  will 
give  up  low  vibrations,  a firm  application  will  give  us  higher 
frequencies.  To  that  extent  is  this  not  enough  to  offer  the 
clinician  all  meaningful  sounds  he  needs  to  take  into  account. 
Should  we  lose  confidence  in  our  auscultation  because  we  do 
not  have  access  to  a phonocardiogram.  The  author  does  not 
say  so  but  in  his  discussion  of  the  meaning  of  soft  systolic 
murmurs  he  hints  so.  He  points  out  they  cannot  be  ‘ func- 
tional,” may  not  be  “innocent”  even  tbough  the  heart  is 
normal  in  size,  its  electrocardiogram  is  normal,  and  the  re- 
sponse to  exercise  is  normal. 

However,  if  one  applies  the  Reynold’s  constant  as  the 
author  does  in  explaining  the  origin  of  turbulence,  it  is  clear 
enough  that  systolic  murmurs  can  arise  without  a valvular 
origin.  Incidentally  the  Reynold’s  constant  involves  a third 
factor  in  the  numerator,  density  of  the  fluid,  which  is  left 
out  by  the  author. 

On  page  55  is  discussing  the  ideal  stethoscope  he  states  the 
ideal  bore  of  the  tube  as  30-32  mm.  but  lie  means  3.0  to  3.2 
mm. 

In  general  it  is  an  excellent  book  on  phonocardiography  liy 
a distinguished  physiologist  of  25  years  experience.  He  has 


brought  the  discipline  to  a high  state  of  development.  Per- 
haps if  he  persists  there  may  occur  some  revision  of  classical 
auscultation  and  help  us  to  understand  better  the  data  ob- 
tained by  the  stethoscope.  It  will  not  replace  the  stethoscope 
but  make  it  a more  efficient  instrument  in  physical  diagnosis 
of  the  heart. 

As  usual  a Mosby  book  is  beautifully  printed,  excellently 
edited  and  the  illustrations  are  high  class. 

OBSTETRICS.  From  the  Original  Text  of  Joseph  B. 
DeLee,  M.D.  Author:  J.  P.  Greenhill,  M.D.,  F.A.C.S., 
F.I.C.S.  (Hon.),  F.A.C.O.G.  Editors,  The  W.  B, 
Saunders  Company,  Philadelphia,  July  6,  1965,  Thir- 
teenth Edition,  Illustrations;  1296  on  1193  Figures, 
54  in  Color,  1246  pp.  $20.00. 

Reviewed  by:  ORVAN  W.  HESS 

This  1246  page  textbook  of  Obstetrics  is  the  7th  edition 
compiled  by  the  author.  'Written  in  the  tradition  of  Joseph 
B.  DeLee  it  is  essentially  a reference  book  covering  most  of 
the  important  aspects  of  the  specialty.  Much  new  material 
and  many  excellent  illustrations  have  been  added  to  make 
available  up-to-the  minute  information  concerning  new  de- 
velopments and  changing  concepts  in  this  field  of  medicine. 
The  list  of  contributors  includes  numerous  competent 
authorities  both  foreign  and  domestic.  All  have  the  common 
objective  of  providing  knowledge  to  guide  tlie  jrhysician’s 
management  of  pregnancy  to  meet  the  challenge  of  achieving 
a healthy  mother  and  a healthy  infant.  The  book  is  too 
voluminous  to  attempt  a detailed  review  here.  In  the  first 
section,  considerations  of  anatomy,  physiology  of  the  repro- 
ductive tract  and  the  physiology  and  bio  chemistry  of  the 
placenta  in  relation  to  the  fetus  are  correlated  in  a manner 
which  serves  as  a logical  basis  for  rational  treatment.  A 
significant  chapter  is  devoted  to  the  complex  role  of  hormones 
in  conception  and  the  interplay  of  the  various  components 
of  the  endocrine  system  in  the  maintenance  of  pregnancy. 
Recently  developed  immunologic  and  serologic  methods 
for  the  diagnosis  of  pregnancy  and  electronic  techniques  for 
monitoring  fetal  heart  activity  are  described.  New  research 
tools  have  made  available  inore  objective  data  on  which  to 
evaluate  normal  and  abnormal  labor.  Perhaps  no  chapter  is 
of  greater  practical  importance  titan  tliat  devoted  to  the 
detailed  description  of  advances  offering  greater  safety  in 
analgesia  and  anesthesia.  Methods  of  preparation  for  child- 
birth, which  complement  the  armamentarium  to  make  par- 
turition a psychologically  non-tranmatic  experience,  are 
outlined.  In  the  area  of  complications  and  pathology  of  preg- 
nancy further  discussion  of  methods  of  management  of  fetal 
erythroblastosis  and  other  aspects  of  fetal  development  seems 
desirable.  Implications  of  the  role  of  genetics  are  described. 

This  textbook  indeed  represents  another  monumental  effort 
cliaracteristic  of  the  editor.  It  shoidd  be  found  very  useful 
to  students  and  practitioners  alike. 
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FOR  NEW  ENGLAND  I’HYSICIANS: 


BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician 
associations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

mail  coupon  for  prospectus 


Beacon  Investing  Corp. 

C O National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME 


ADDRESS 


am  a member  of  the 


(Name  of  State  Medical  Society) 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOe  MARK  (5) 


things  go 

better,! 

^with 

Coke 
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MEDICAL  NEWS 


NEW  MEDICAL  SCHOOLS 


Fourteen  new  medical  schools  are  expected  to  be 
n operation  in  the  United  States  by  1970.  These 
vill  bring  to  101  the  nation’s  total  number  of 
chools  of  medicine.  Eight  of  the  14  schools  being 
)lanned  will  provide  full  four-year  programs  lead- 
ng  to  the  M.D.  degree.  The  other  six  are  en- 
isioned  as  two-year  schools  of  the  basic  medical 
ciences.  However,  three  or  four  of  the  latter  may 
veil  progress  directly  to  four-year  programs  after 
;hey  have  become  firmly  established. 

(1)  The  University  of  Arizona  College  of  Medi- 
cine, Tucson:  This  is  a state-owned,  four-year 
;chool  of  medicine  currently  in  development  on 
he  campus  of  the  University  of  Arizona  in  Tucson. 

The  first  class  of  students  is  expected  to  be  ad- 
nitted  in  the  fall  of  1967.  The  school  is  being  pro- 
grammed for  a class  size  of  64,  although  a smaller 
’lass  will  be  admitted  for  the  first  year  or  two.  Con- 
itruction  of  the  medical  sciences  building  began 
in  January,  1966,  with  occupancy  expected  by  the 
ipring  of  1967.  , 

The  Dean  of  the  College  of  Medicine  is  Merlin 
K.  Du  Val,  Jr.,  a surgeon,  formerly  Associate  Dean 
of  the  Ehriversity  of  Oklahoma  School  of  Medicine. 

(2)  Brown  University,  Providence,  R.  I.:  This  is 
a privately-owned  school  which  offers  a program 
leading  to  the  degree  Master  of  Medical  Science. 
Students  completing  the  program  will  be  qualified 
'to  enter  the  third-year  classes  of  approved  meilical 
(schools.  It  is,  therefore,  comparable  to  a two-year 
ischool  of  the  basic  medical  sciences. 

The  six  year,  integrated  program  embraces  the 
normal  premedical  program  and  the  first  two  years 
of  medical  school.  The  first  students  were  admitted 
to  the  first  year  of  the  six-year  program  in  the  fall 
of  1963,  and  will  reach  the  equivalent  of  the  first 
medical  year  in  the  fall  of  1967.  Thus  far,  between 
15  and  20  students  have  been  admitted  to  each 
class.  Ultimately  a class  of  50  students  will  be 
admitted  annually. 

The  Chairman  of  the  Division  of  Biological  and 
iMedical  Sciences  and  the  Director  of  Medicine  is 
Mac  V.  Edds,  Jr.,  Ph.D.,  who  has  been  for  some 
years  a Professor  in  the  Department  of  Biology  at 
the  University. 

(3)  University  of  California,  San  Diego  School 
of  Medicine,  La  Jolla:  This  is  a state-owned,  four- 
year  medical  school  being  developed  on  the  La 
Jolla  campus  of  the  University  of  California  at 
San  Diego.  It  will  be  the  fourth  medical  school  in 
I the  University  of  California  system,  two  being  in 
iLos  Angeles  and  one  in  San  Francisco. 

I The  school  is  expected  to  accept  its  first  class  of 


32  students  in  September  1968,  and  will  ultimately 
enroll  96  entering  students  annually. 

The  Dean  of  the  school  is  Joseph  Stokes,  III, 
F.A.C.P.,  formerly  Director  of  Medical  Education 
at  Queen’s  Hospital  in  Honolulu,  Hawaii. 

(4)  University  of  Connecticut  School  of  Medi- 
cine, Farmington:  This  is  a state-owned,  four-year 
medical  school  being  established  as  a part  of  a 
health  center  in  Earmington,  about  seven  miles 
west  of  Hartford.  The  Health  Center  will  include 
a four-year  school  of  medicine,  a four-year  school 
of  dental  medicine,  and  a hospital  and  outpatient 
department.  The  Health  Center  will  be  an  integral 
part  of  the  University  of  Connecticut,  the  main 
campus  of  which  is  located  in  Storrs,  25  miles  east 
of  Hartford. 

The  School  of  Medicine  is  expected  to  open  in 
1968.  Initial  construction  will  accommodate  48  en- 
tering students  in  the  School  of  Medicine  and  48 
entering  students  in  the  School  of  Dental  Medi- 
cine. 

The  first  appointed  Dean  was  Lyman  M.  Stowe, 
who  had  formerly  been  Associate  Dean  of  Stanford 
University  School  of  Medicine.  After  Dean  Stowe’s 
untimely  death  in  June,  1965,  John  W.  Patterson, 
former  Vice  Chancellor,  Dean  and  Professor  of 
Psysiology  at  Vanderbilt  University  School  of 
Medicine,  was  appointed  Dean. 

(5)  University  of  Hawaii  Medical  School,  Hono- 
lulu: This  is  a state-owned,  two-year  school  of  the 
basic  medical  sciences  being  developed  on  the  Uni- 
versity of  Hawaii  campus  at  Honolulu. 

The  school  plans  to  admit  students  to  the  first 
medical  year  in  the  fall  of  1967  or  1968.  Although 
a somewhat  smaller  class  may  be  accepted  initially, 
there  will  eventually  be  48  entering  students  an- 
nually. 

The  Dean  of  the  school  is  Windsor  C.  Cutting, 
a pharmacologist,  ctirrently  Director  of  the  Pacific 
Biomedical  Research  Center  and  formerly  Dean  of 
Stanford  University  School  of  Medicine. 

(6)  The  College  of  Medicine,  The  Milton  S. 
Hershey  Center,  The  Pennsylvania  State  Univer- 
sity, Hershey:  This  is  a privately-owned,  four-year 
medical  school  affiliated  with  a land  grant  college, 
Pennsylvania  State  University. 

Teaching  facilities  are  being  planned  for  an  an- 
nual entering  class  of  64  students.  The  first  class  of 
40  students  will  probably  be  admitted  in  Septem- 
ber, 1967. 

The  Dean  of  the  College  of  Medicine  is  George 
T.  Harrell,  Jr.,  E.A.C.P.,  formerly  Dean  of  the  Ibii- 
versity  of  Fiorida  College  of  Medicine. 
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(7)  Michigan  State  University  College  of  Hu- 
man Medicine,  East  Lansing:  This  is  a state-owned, 
two-year  school  of  the  basic  medical  sciences  being 
established  on  the  campus  of  Michigan  State  Uni- 
versity in  East  Lansing. 

A firm  date  has  not  yet  been  decided  upon,  but 
an  initial  class  will  probably  be  admitted  in  Sep- 
tember, 1967.  Ultimately  there  will  be  50  students 
in  each  incoming  class.  The  College  of  Human 
Medicine  will  be  integrated  closely  with  the  gen- 
eral University  and  particularly  with  the  College 
of  Veterinary  Medicine  and  the  College  of  Natural 
Science. 

The  Dean  of  the  College  of  Human  Medicine  is 
Andrew  D.  Hunt,  Jr.,  formerly  Associate  Professor 
of  Pediatrics  and  Director  of  the  Medical  Clinics 
at  Stanford  University  School  of  Medicine. 

(8)  The  Mount  Sinai  School  of  Medicine,  New 
York:  This  is  a privately-owned,  four-year  school 
of  medicine  being  developed  at  the  Mount  Sanai 
Hospital  in  New  York  City.  It  is  the  only  develop- 
ing school  not  affiliated  with  a college  or  univer- 
sity. 

Admission  of  the  first  class  of  48  students  is  set 
for  1968,  with  rapid  enlargement  planned  in  future 
years  toward  a goal  of  96  students  in  each  entering 
class 

The  Vice  President  of  the  Mount  Sinai  Center 
and  Dean  of  the  School  of  Midicine  is  George 
James,  former  Health  Commissioner  of  the  City 
of  New  York. 

(9)  The  University  of  Neiv  Mexico  School  of 
Medicine,  Albuquerque:  This  is  a state-owned,  two- 
year  school  of  the  basic  medical  sciences  being  de- 
veloped on  the  campus  of  the  University  of  New 
Mexico  in  Albuquerque. 

The  initial  class  of  24  students  was  admitted  in 
September,  1964,  and  the  second  class  of  the  same 
size  in  September,  1965.  Ultimately  the  school  ex- 
pects to  accept  48  entering  students  each  year.  The 
present  medical  school  program  has  been  designed 
for  two  years  only,  but  the  school  expects  to  move 
to  a full  four-year  program  in  the  relatively  near 
future. 

The  Dean  is  Reginald  H.  Fitz,  F.A.C.P.,  former- 
ly Associate  Dean  of  the  University  of  Colorado 
School  of  Medicine. 

(10)  Rutgers— The  State  University,  Rutgers 
Medical  School,  New  Brunswick,  N.  /.;  This  is  a 
state-owned,  two-year  medical  school,  being  estab- 
lished on  the  campus  of  Rutgers— The  State  Uni- 
versity in  New  Brunswick. 

A pilot  class  of  16  students  will  be  admitted  in 
September,  1966,  the  200th  anniversary  of  the  Uni- 
versity. A full  class  of  64  students  is  planned  for 
the  fall  of  1967,  provided  that  construction  of  the 
main  medical  school  building  is  completed  in  time. 


Dean  of  the  Medical  School  is  DeWitt  Stetten, 
Jr.  Dr.  Stetten  is  a biochemist  and  was  formerly 
Associate  Director  in  Charge  of  Research  at  the 
National  Institute  of  Arthritis  and  Metabolic  Di- 
seases of  the  National  Institutes  of  Health. 

(11)  University  of  Texas,  South  Texas  Medical 
School,  San  Antonio:  This  a state-owned,  four-year 
medical  school  in  San  Antonio,  created  by  an  Act 
of  the  Texas  Legislature  in  1959  to  take  its  place 
alongside  the  University  of  Texas  Medical  Branch 
in  Galveston  and  the  University  of  Texas  South- 
western Medical  School  located  in  Dallas. 

Present  plans  are  to  admit  a small  entering  class 
of  first-year  students  in  September,  1967.  Since 
construction  of  the  medical  school  will  not  be  com- 
plete until  1968,  the  initial  students  will  probably 
be  housed  in  temporary  or  improvised  classrooms 
and  laboratories.  At  full  operation  there  will  be 
100  students  admitted  in  each  entering  class. 

The  Dean  of  the  Medical  School  is  Fitzhugh 
Carter  Pannill,  F.A.C.P.,  formerly  Assistant  Dean 
of  the  University  of  Texas  Southwestern  Medical 
School. 

(12)  University  of  Massachusetts  School  of  Medi- 
cine: Planning  complete  curriculum  for  M.D.  de- 
gree. Maximum  enrollment  planned  for  100;  ten- 
tative starting  date  to  be  announced. 

The  Dean  of  the  School  of  Medicine  is  Lamar 
Soutter. 

(13)  Toledo  State  College  of  Medicine:  Maxi- 
mum enrollment  planned  for  96.  To  be  announced 
are  the  Chief  Administrative  Officer  and  the  tenta- 
tive starting  date. 

(14)  University  of  California  School  of  Medi- 
cine, Davis:  Planning  programs  to  meet  require- 
ments for  the  first  two  years  of  the  medical  curricu- 
lum. 

To  be  announced  are  the  tentative  starting  date 
and  the  maximum  enrollment  planned. 

The  first  Dean  of  the  school  will  be  Charles  J. 
Tupper,  F.A.C.P.,  Ann  Arbor,  Mich. 

(Reprinted  from  Nezv  Medical  Schools 
February,  1964) 
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If  Ben  Franklin  were  alive  today  he  would  say: 


Mail  this  coupon  today! 


dollar  Saved  is  a lot  more  than  a dollar  earned’ 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib 
eral  waiver  of  premium  clause. 

Obviously  this  space  is  too  small  tc 
attempt  to  adequately  describe  th< 
plan,  especially  since  we  have  gon« 
to  no  small  expense  to  prepare  c 
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Underwritten  by: 


Plan  Administrators,  Group  Insurers,  Inc. 
1184  Chapel  Street,  New  Haven,  Conn.  06511 


CITIZENS  LIFE 
INSURANCE  CO. 


Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


New  York,  N.Y. 


IRWIN  SCHIFF 

Resident  Agent 


Dr. 
Address 
City  or  town 


Zip  Code 


CoNNi.cTicuT  Mfoicinf.,  April,  1 9f)F 


.800 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 

# Wallace  Laboratories,  Cranbury,  N.J. 
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INDICATIONS:  Grand  mal  epilepsy  and 
certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examination 
of  the  blood  is  advisable.  Nystagmus  in 
combination  with  diplopia  and  ataxia 
indicates  dosage  should  be  reduced. 
SIDE  EFFECTS:  Allergic  phenomena 
such  as  polyarthropathy,  fever,  skin 
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Saving  Lives  By  Intrauterine 
Transfusions 

Liley^  in  September  of  1963  reported  the  first 
sticcessftd  intrauterine  transfusion  in  a case  of 
erythroblastosis  fetalis.  The  method  was  practical 
for  in  ntero  treatment  of  an  infant  severely  afflicted 
with  hemolytic  disease  and  seems  to  have  altered 
profoundly  the  prognosis  for  many  babies  who 
would  otherwise  die  of  their  disease  before  32  weeks 
of  gestation,  a period  too  early  for  induction  of 
I tabor  to  hold  any  hope  for  survival. 

1 Following  the  withdrawal  of  amniotic  fluid,  a 
i radio-opaque  substance  was  instilled  into  the 
I amniotic  cavity.  In  addition  to  delineating  the  fetal 
, outline,  the  radio-opaque  medium  was  swallowed 
I by  the  fetus  resulting  in  a demonstration  of  the 
ismall  intestine.  Using  the  fetal  gastrointestinal 
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tract  as  a guide,  Liley  passed  a needle  through 
the  maternal  abdominal  wall,  the  uterine  wall  and 
through  the  abdominal  wall  of  the  fetus.  RH  nega- 
tive blood  was  then  instilled  into  the  fetal  peri- 
toneal cavity  and  absorbed  into  the  fetal  circula- 
tion. 

Queenan-  reports  the  case  of  an  infant  whose  life 
was  saved  by  two  intrauterine  transfusions.  Several 
other  reports  of  the  successful  use  of  this  procedure 
have  appeared  recently  as  well  as  in  this  issue. 
Experience  in  Winnipeg  where  intrauterine  trans- 
fusions have  been  practiced  extensively  confirmed 
the  value  of  this  procedure,  but  also  demonstrate 
that  there  are  problems  and  difficulties  involved.^’’* 

Published  descriptions  of  the  technicpie  of  in- 
trauterine transfusions  suggest  that  it  is  a relatively 
simple  and  safe  procedure.  In  fact  however  it  is 
not  that  simple  and  is  not  something  to  be  at- 


PRESENTATION  OF  THE  FIFTY  YEAR  MEMBERSHIP  AWARD 

The  cover  photograph  and  story  for  this  issue  concerns  awards  for  50  years  of  membership 
and  service,  which  were  presented  to  twelve  members  of  the  Society  during  a ceremony  at  the 
Annual  Dinner  of  the  174th  Annual  Meeting  and  Scientific  Assembly,  April  26-28  at  the  Statler- 
J Hilton  Hotel,  Hartford. 

Dr.  Orvan  W.  Hess,  New  Haven,  newly  installed  president  of  the  Connecticut  State  Medi- 
cal Society,  is  shown  in  the  cover  photo,  left,  presenting  50-year  membership  awards  to,  left 
to  right  Dr  Genesis  F.  Garelli,  New  Haven,  Dr.  Daniel  P.  Griffin,  Bridgeport,  Dr.  Anthony  J. 
Mendillo,  New  Haven,  Dr.  Isao  Hirata,  Sr.,  New  Haven,  and  Dr.  Raymond  V.  Quinlan,  Meri- 
den. Awards  were  also  presented  in  absentia  to  Dr.  Daniel  T.  Banks,  Bridgeport,  Dr.  James  L. 
Gilday,  Bridgeport,  Dr.  James  R.  Miller,  West  Hartford,  Dr.  Harry  S.  Reynolds,  Ellington,  Dr. 
Upton's.  Reich,  Trumbull,  Dr.  Frank  F.  Simonton,  Enfield,  and  Dr.  Anthony  P.  Vastola,  Water- 
Iniry. 

There  are  presently  38  other  living  physicians  who  have  previously  received  this  award  and 
I who  reside  in  Connecticut  and  other  states. 

I Other  veteran  members  are;  Dr.  Joseph  H.  Beaudry,  Dr.  Alnaham  Beinstein,  Di.  Chailes  W. 
1 Gardner,  and  Dr.  Charles  H.  Sprague,  all  of  Bridgeport;  Dr.  Eliot  S.  Cogswell,  Dr.  Claude  V. 
i Flaherty,  Dr.  Arthur  B.  Landry,  Dr.  Harry  L.  F.  Locke,  Dr.  Otto  G.  Wiedman,  Dr.  Morris 
Tiich,  and  Dr.  Charles  W.  Daly,  all  of  Hartford;  Dr.  John  C.  Rowley,  Dr.  H.  Gildersleeve  Jar- 
vis, Dr.  Clinton  D.  Deming,  and  Dr.  Harold  S.  Backus,  all  of  West  Hartford;  Dr.  Fredeiick  H. 
Hynes,  Dr.  Maxwell  Lear,  Dr.  Albertus  K.  Boardman,  Dr.  Marvin  M.  Scarbrough,  and  Dr.  Ralph 
W.  Nichols,  all  of  New  Haven;  Dr.  George  Goldman,  Woodmont;  Dr.  Arthur  C.  Smith,  Dan- 
btiry;  Dr.  John  F.  O’Brien,  Waterford;  Dr.  Maude  T.  Griswold,  Harwinton.  Dr.  Frank  E.  Wil- 
' son,  Wethersfield;  Dr.  Michael  A.  Parlato,  Derby;  Dr.  Charles  H.  Turkington,  Litchfield;  Dr. 

( Hugh  B.  Campbell  and  Dr.  Robert  R.  Agnew,  both  of  Norwich;  Dr.  Raymond  H.  Ryder,  Water- 

] bury;  Dr.  Fred  M.  Smith,  Willimantic;  Dr.  Harold  B.  Woodward,  Bristol;  Dr.  Jacques  H.  Green, 

' North  Haven;  Dr.  Herbert  Thoms,  Stony  Creek;  Dr.  Edward  H.  Kirschbaum,  Santa  Barbara, 

! California,  formerly  of  Waterbury;  Dr.  Thomas  Russell,  Mt.  Doia,  Floiida,  foimeily  of  Ham- 

den; Dr.  Wilder  Tileston,  Carmel  Valley,  California,  formerly  of  New  Haven;  and  Dr.  George 
! A.  Leonard,  Fort  Pierce,  Florida,  formerly  of  Waterbury. 
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lempted  by  the  occasional  ojicialcjr  l)iit  should  be 
lelt  into  the  hands  ol  obstetricians  exj)erienced  in 
tlie  techniejue.  'I'he  fetus  of  25-26  weeks  is  very  small 
and  the  jjeritoneal  cavity  can  be  an  elusive  and 
(hanging  target.  It  is  not  unusual  according  to 
bowman-^  to  have  to  make  three  to  lour  attempts 
to  enter  the  fetal  peritoneal  ca\ity  before  success 
is  achieved. 

•After  each  attempt,  X-rays  must  be  taken  to 
demonstrate  success  or  failure.  It  is  obvious  that 
numerous  unsuccessful  attempts  lead  to  significant 
X-ray  e.xpcrsure  to  mother  and  infant.  Clearly,  ex- 
j^ertness  is  necessary  in  order  to  keep  radiation  ex- 
posure to  a minimum  and  the  radiologist  can  help 
by  careful  coning  or  the  use  of  image  intensificaticjii. 

■As  there  is  hazard  tcj  the  fetus  in  the  proceditre, 
careful  selection  of  patients  is  essential  to  include 
only  those  babies  who  seem  certaiti  to  die  belore 
5.8-34  weeks  cjf  gestation.  Previous  fetal  death  from 
hemolytic  disease  with  a rise  ol  0.2  or  greater  in  the 
optical  density  of  the  aminotic  fluid  is  an  indica- 
tion of  ititrauterine  transfusion. 

All  the  experience  points  to  the  need  of  examin- 
ing the  amniotic  fluid  beginning  as  early  as  24  weeks 
of  gestation.  Actually  where  there  has  been  no  pre- 
vious fetal  death  and  in  first  sensitized  pregnattcies, 
case  selection  can  be  based  oidy  on  amniotic  fluid 
examination.  After  29  weeks  of  gestation  the  prtjg- 
nosis  of  impending  death  on  the  basis  of  the  rise 
in  optical  detisity  (jf  the  aminotic  fluid  seems  to  be 
(piite  accurate.  Prior  to  29  weeks  the  significance  of 
a given  rise  in  optical  density  of  the  amniotic  fluid 
is  less  certain. 

It  seems  that  a given  value  at  24  weeks  of  ges- 
tation includes  more  severe  disease  than  the  same 
figure  at  29  weeks.  If  the  optical  density  of  the 
amniotic  fluid  at  24  weeks  is  0 2 or  more,  Bowman^ 
advises  a rejjeat  examination  in  7-10  days  and  if  the 
optical  density  increases  in  this  interval  then  in- 
trauterine transfitsion  should  be  performed.  The 
transfusion  of  course  is  designed  to  supply  the 
fetus  with  erythrocytes  which  could  not  be  destroyed 
by  potent  antibodies.  In  Queenan’s  case  at  delivery 
the  cord  hemoglobin  consisted  alnujst  entirely  of 
transfused  blood. 

It  is  clear  that  spectrophotometric  analysis  of 
amniotic  fluid  is  very  helpful  in  determining  the 
onset  of  deterioration  from  erythroblastosis  in  the 
fetus  and  that  this  has  afforded  an  effective  means 
of  selection  of  fetuses  for  preterm  delivery  as  well 
as  the  prevention  of  fetal  death  by  intrauterine 
transfusion. 

L.H.N. 
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The  Institute  Of  Biomedical 
Research  (IBR) 

On  October  11,  1965  the  Institute  of  Biomedical 
Research  (IBR)  founded  by  the  American  Medical 
Association  was  dedicated  in  Chicago.  In  the  dedi- 
cation ceremony,  four  major  talks  were  given  by 
Irvine  H.  Page,  Philip  Abelson,  Hud.son  Hoagltind 
and  Rene  Ditbos.  There  were  two  speakers,  with 
remarks,  C.  D.  Leake  and  \V.  McDermott. 

Dr.  Page  pointed  out  that  physicians  have  al- 
ways known  that  the  cpiality  of  their  daily  practice 
dejjends  on  the  residts  of  research,  and  the  wiser 
among  them  know  that  each  patient  they  examine 
and  care  for  is  a problem  in  research  just  as  truly 
as  the  one  examined  in  the  most  sophisticated  and 
rigidly  controlled  research  laboratory.  Each  of  our 
patients  is  a research  jjroblem  in  whom  we  sort  out 
the  mechanisms  of  disease  and  try  to  ajiply  rational 
therapeutic  procedures.  For  this  reason  an  institute 
such  as  IBR  will  jday  a major  role  in  producing 
knowledge  of  value  to  every  patient  and  to  society 
as  a whole. 

He  derides  the  goals  such  as  “beat  the  Russians,” 
“create  a better  world  image  to  glorify  ourselves,” 
believing  them  unworthy  goals  because,  the  essence 
of  science  lies  in  the  fact  that  if  a scientist  holds 
something  to  be  true  he  must  be  able  to  prove  it. 
He  emphasizes  his  belief  that  diseases  of  regulation 
will  usher  in  the  next  great  change  in  medical 
thinking,  the  previous  one  being  that  diseases  are 
caused  by  invasion  of  the  body  by  a specific 
organism. 

Dr.  Abelson  after  discussing  elements  in  crea- 
tivity, hails  the  new  Institute  because  it  can  provide 
aspects  of  an  exceedingly  favorable  environment 
for  investigation  which  is  certain  to  be  fruitful. 
It  will,  he  believes,  make  possible  important  oppor- 
tunities to  achieve  superlative  creativity  through 
group  interaction.  He  recognizes  that  there  will  be 
freedom  from  distraction  now  characteristic  of  so 
many  universities. 

Dr.  Leake  in  his  remarks  points  out  that  the 
original  purposes  of  the  American  Medical  Asso- 
ciation: to  improve  the  standards  of  medical  train- 
ing and  medical  practice  will  be  further  fulfilled  in 
the  IBR.  It  recognizes  that  scientific  research  is 
essential  to  practical  every-day  medicine  and  that 
the  more  physicians  participate  in  making  research 
possible,  the  more  will  the  physician  participate  in 
it  himself  and  the  more  effective  he  will  be  in  the 
effort  we  are  making  for  individual  and  social  wel- 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
it’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine^ 


brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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at  Merck  Sharp  & Dohme... 


understanding... 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Division  of  Merck  & Co..  Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow's  therapy 
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fare.  His  thought  is  that  the  IBR  will  produce  im- 
portant information  about  ourselves  and  our  en- 
vironment. .\s  we  gain  increasing  ability  to  promote 
good  health  both  physical  and  mental  it  will  help  to 
make  our  longer  lives  more  tvorth  the  living,  both 
individually  and  socially. 

Dr.  Dubos  dwelled  on  the  historical  trend  of  the 
founding  of  new  institutes  for  research  because 
social  or  practical  needs  were  not  met  in  univer- 
sities. He  mentioned  the  Rockefeller  Institute,  the 
.Agricultural  Experimental  Stations,  the  School  of 
Aeronantics  at  Caltech,  institutes  devoted  to  com- 
munication theory  in  the  laboratories  of  Bell  Tele- 
phone Company  or  of  the  International  Business 
Machine  Corporation,  as  but  a few  of  the  very 
numerous  illustrations  of  this  trend.  Then  there 
is  the  recent  creation  of  the  National  Academy  of 
Engineering  to  supplement  the  National  Academy 
of  Sciences.  The  latest  institute  to  be  foundeed  is  a 
new  Biology  Center  at  Washington  University,  St. 
Eonis,  to  study  how  serionsly  man  is  contaminating 
his  environment.  It  is  therefore  a welcome  sign  that 
the  American  Medical  Association  has  founded  IBR 
to  pursne  many  biological  problems  the  solution  of 
which  mnst  enrich  our  understanding  of  man,  his 
diseases,  his  health. 

Dr.  Dubos  goes  on  to  analyze  the  scope  of  the 
IBR  as  not  merely  to  study  the  “substance  of  life,” 
which  is  theoretical  in  its  philosophy  but  also  the 
practical  aspects  of  medicine  such  as  surgical  and 
immunological  problems  posed  by  tissue  and  organ 
transplants.  He  believes  that  the  success  of  the  IBR 
will  depend  upon  its  ability  to  deal  with  unmet 
social  needs  especially  those  that  are  not  met  by 
other  institutes.  The  dilemma  faced  by  medical  scien- 
tists is  that  they  must  always  keep  in  mind  both  the 
universal  aspects  of  man’s  nature  and  at  the  same 
time  the  problems  of  health  and  disease  pecnliar  to 
each  type  of  society.  The  most  difficult  problem  he 
thinks  will  be  how  to  adapt  the  internal  logic  of 
science  to  the  ill-defined  but  nevertheless  impera- 
tive demands  of  the  medical  profession  and  society. 

Dr.  Dnbos  having  outlined  for  ns  what  he  per- 
ceives as  the  emerging  medical  problems  of  otir 
times  also  indicated  his  belief  that  our  conventional 
research  attitudes  and  approaches  mnst  undergo 
snbstantial  modification  if  our  biomedical  research 
is  to  be  helpful  in  meeting  certain  of  the  more  im- 
portant problems.  He  expressed  his  deep  conviction 
that  to  accomplish  the  difficult  task  of  inventing 
new  approaches,  the  new  departures  in  research 
which  he  envisages  will  recpiire  a considerable  in- 
crease in  the  sum  of  social  awareness  of  the  research 
scientist. 

Dr.  McDermott’s  final  remarks  begin  by  point- 
ing out  the  difference  between  the  physicians  of 
today  from  those  of  our  father’s  day.  Today  the 


doctor  strives  to  alter  the  course  of  a disease  whereas 
formerly  his  chief  task  was  support  to  the  patient 
in  the  form  of  hope,  confidence,  comfort  and  com- 
passion. This  isn’t  cjuite  the  whole  story  because  the 
older  physicians  had  digitalis  and  some  limited  but 
good  surgery. 

Since  1921  with  the  discovery  of  insnlin  there  fol- 
lowed four  decades  of  bursting  achievemhent  in  the 
biomedical  sciences  with  increasing  ability  on  the 
part  of  the  physician  to  alter  and  at  times  over- 
come the  course  of  disease.  But  as  knowledge  has 
grown,  the  individual  physician  can  no  longer  do 
the  whole  job  alone.  Neither  is  he  able  to  meet  the 
whole  medical  needs  of  society.  To  accomplish  this 
Dr.  McDermott  believes  we  must  develop  new  bio- 
medical knowledge,  not  only  that  the  physician  can 
apply  individually  to  his  patient,  but  knowledge 
which  can  permit  us  to  make  a true  mass  attack  on 
such  diseases  as  heart  disease,  cancer,  strokes. 

The  scientists  in  the  new  Institute  are  not  plan- 
ning to  concern  themselves  in  the  short  run  with 
developing  tools  for  immediate  nse,  for  as  Elexner 
pointed  out  long  ago  on  the  “usefulness  of  tiseless 
knowledge,”  the  most  esoteric  kind  of  scientific 
knowledge  usually  leads  to  very  practical  applica- 
tions. I’he  new  Institute  will  be  more  than  a sym- 
bolic affirmation  of  the  debt  owed  by  the  medical 
profession  to  its  biomedical  sciences.  Neither  will  it 
content  itself  only  with  broad  attempts  to  unravel 
the  mysteries  of  nature  out  of  which  practical 
results  may  follow  at  some  future  time.  It  must 
find  also  as  McDermott  hopes  “it’s  own  special 
mission  of  how  to  use  biomedical  science  and 
technology  for  man’s  benefit,”  but  frankly  isn’t  this 
what  the  medical  profession  is  all  about?  Why  make 
it  appear  as  though  the  mission  of  the  physician 
has  left  out  society.  If  it  had,  would  w'e  have  an 
IBR  founded  by  the  American  Medical  Association? 

L.H.N. 
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Models:  A Tool  In  Biologic  Research 

Scientific  investigation  involves  posing  questions 
based  upon  existing  data  and  then  searching  for 
answers  by  experimental  means.  If  there  exist  no 
Itackground  data,  then  questions  are  unanswerable. 
A tjuestion  how  do  we  cure  cancer  is  unanswerable 
because  we  do  not  have  enongh  information  to  ask 
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;t  (onx'ct  (jueslion.  Arteries  are  both  viscous  and 
elastic.  W’hat  tlie  limctiou  ol  \iscosity  is  has  not 
yel  been  elnciclated.  Hotvever,  knowing  they  are 
visecnis  permits  ns  to  ask  whether  viscosity  is  in- 
\()lved  in  energy  dissipation  during  each  cycle  and 
whetlier  the  viscous  property  infiinices  the  aortic 
pressure  curve. 

Rods  and  cones  in  the  retina  have  dilierent 
shapes.  W'e  do  not  yet  know  anything  about  the 
relaticmship  among  size,  shape  and  function  of  cells. 
But  we  could  ask  whether  visual  acuity  is  inllnenced 
by  the  size  and  spacing  of  retinal  cells.  We  do  not 
know  what  happens  to  the  potential  generated  in 
each  heart  cell  in  relation  to  the  total  held  function, 
but  we  do  know  the  potential  from  the  surface  is 
predominent  and  we  can  ask  which  cardiac  areas 
are  specially  represented  in  the  various  leads.  In 
each  instance  the  tool  used  to  determine  the  legiti- 
macy of  the  cpiestions  was  a model:  a retina,  ati 
aorta,  a heart  shell  placed  in  its  appropriate  loca- 
tion inside  the  chest. 

How  does  a model  help  to  ferret  out  the  legiti- 
mate problems  and  thus  help  the  investigator  tlirect 
his  attention  to  their  solution?  Two  dimensional 
models  are  found  in  every  test-book,  How  diagrams, 
models  for  organ  systems  for  glucose  metabolism, 
enzyme  systems.  Mathematical  equations  have  been 
used  as  motlels  for  nerve  action,  pojndation  inter- 
action, bacteria-host  interrclationshi]).  Three 
dimensional  reproductions  have  clarified  relation- 
ships in  the  brain,  in  embryos,  in  the  eye,  in  the 
aorta,  iti  the  electrocardiographic  field  function.  .So 
long  as  the  tool  represents  in  simplified  form  a 
portion  of  a real  system,  while  remaining  faithful 
to  a pattern  of  measurement  on  the  system,  the  tool 
is  a model  and  it  can  serve  to  facilitate  research 
on  a real  system.^ 

If  otie  wishes  to  study  the  atigles  at  which  arteries 
branch  in  a paretit  system  an  arterial  cast  will  suf- 
fice. If  otie  wishes  to  observe  regions  of  turbulence, 
a more  complex  model  is  nece.ssary,  so  that  the 
cast  not  only  retains  the  angles,  but  must  be  trans- 
parent and  must  permit  How  of  labelled  fluid  or 
may  have  to  be  studied  with  extensive  mathematical 
etjuations.  .Suppose  the  highest  turbulence  is  found 
at  high  angled  branching  areas.  The  (|uestion  im- 
mediately follows  as  to  whether  this  is  also  true  in 
the  real  arterial  tree  with  its  variations  of  How  in 
systole  and  diastole. 

Even  though  the  complex  model  of  the  arterial 
system  is  much  simpler  than  the  real  system,  sttidy- 
ing  it  will  usually  include  relationships  either 
obscure  or  unsuspected  in  the  real  system.-  For 
example  the  transparent  cast  with  flowing  fluid 
receals  not  only  the  location  of  turbulence  but  also 
the  number  of  permissible  branches.  I’he  investiga- 


tion has  more  time  for  a thorough  examination  of 
the  model  than  of  the  actual  system  which  deterior- 
ates too  last  in  vitro  to  permit  similar  leistirely 
thoroughness.  The  longer  exposure  itureases  the 
chances  for  discovering  unsuspected  relationships. 
Besides,  the  model  can  be  made  transparent  making 
turbulence  easy  to  see  but  difficult  to  measure  in 
the  real  system. 

The  study  of  tissue  conducti\ity  in  electrocardio- 
graphy became  too  complicated  by  measuritig  a 
variety  of  iudividual  tissues.  A model  dipole  iutro- 
cluced  into  the  body  at  once  revealed  that  the  fixed 
fuiictiou  on  the  body  surface  was  that  of  dipole. 
Ellis  clarified  the  homogeneity  of  tissue  conduc- 
tivity but  also  that  the  heart  itself  was  a much  more 
complex  source  of  current. 

When  ail  investigator  recognizes  this  tool,  the 
model  can  call  attention  to  hidden  properties  ol 
the  actual  .system.  He  is  stimulated  to  study  the 
model  in  great  detail.  As  he  does  this  the  value  of 
the  model  will  increase,  for  the  revelation  of  hidden 
properties  of  a real  system  through  the  use  of 
models  conies  only  alter  thorough  investigation  of 
the  inodel’s  behavior.  1 hen  suddenly  important 
cpiestions  arise  that  were  not  thought  of  before.  A 
close  study  of  the  arterial  cast  reveals  greater 
turbulence  at  branching  points.  Do  real  arteries 
have  as  much  turbulence?  Do  the  viscoelastic 
properties  of  real  arteries  decrease  or  increase  the 
turbulence?  Is  the  transparencies  of  the  cast  respon- 
sible for  the  turbulence?  Is  the  turbulence  respon- 
sible for  the  increased  incidence  of  atherosclerosis 
at  branching  points?  The  model  acts  in  a certain 
way.  Does  the  real  system  act  in  the  same  way?  If 
it  does  not,  why  not? 

In  short,  the  model  helps  to  call  attention  to 
elusive  details  and  permits  the  formulation  of 
working  hypotheses.  But  it  diliers  from  verbal  hyjjo- 
theses  by  never  attempting  to  match  reality  per- 
fectly. In  this  way  it  often  requires  and  invites 
mathematical  assistance,  d'he  mathematics  may  be 
very  simple  such  as  measuring  the  dimensions  of  the 
cast  and  these  proside  the  means  for  predicting 
numerical  values  of  the  hidden  properties  sought 
for  in  the  real  system.  Such  sahies  are  necessary  to 
test  the  validity  of  the  model.  If  discrepancies 
appear  betsveen  the  model  and  the  real  system  an 
alternate  model  is  called  for.  Similarly  when  ex- 
jieriments  suggested  by  the  model  when  carried  out 
ill  the  real  system  show  discrepancies  and  the  model 
is  too  simple,  :in  alternate  model  is  called  for. 

'I  he  rigid  arterial  cast  will  not  help  analyze 
aortic  pressure  curves  because  arteries  have  visco-t 
elastic  properties  and  blood  How  is  pulsatile.  'Ehus 
the  model  with  constant  How  in  rigid  tubes  must 
be  replaced  by  a mathematical  analysis  with  the 


308 


Connecticut  Medicine,  May,  1966 


single-dose  vials 
for  convenient  and 
economical  polio 

immunization 
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PQUOmdS  liGGDlE.  UVE.  ORAL 


SABIN  STRAINS 
TYPES 12 and3 


Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(AI»so  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — roa'^  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications.Jhese  are,  broadly:  acute  illness. 


conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should’ not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Insurance  Protection  for  Doctors  and  Dentists 


/Etna  Life  & Casualty’s  Professional 
Package  Policy  combines  all  the 
fundamental  insurance  protection 
you  need  against  the  risks  inherent 
in  your  profession:  ( 1 ) Professional 
liability  necessary  for  alleged  mal- 


practice. (2)  Office  Premises  Liabil- 
ity Insurance  for  claims  arising  from 
the  operation  of  your  office.  ( 3 ) “All 
Risks”  insurance  for  loss  or  damage 
to  your  equipment. 

One  conference  . . . one  signature  is 


ail  an  /Etna  agent  needs.  Then  he’ll 
prescribe  the  protection  that  best  suits 
you.  And  you'll  appreciate  his  com- 
petence as  an  insurance  professional. 
We  call  it  P.S.  — Personal  Service. 
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more  realistic  conditions.  If  the  model  of  a single 
dipole  does  not  correspond  with  the  complex  source 
of  current  generated  by  the  heart,  then  the  model 
needs  to  be  changed  to  two  or  more  dipoles  placed 
in  various  parts  of  the  area  occupied  Ity  the  heart. 

Sometimes  it  is  impossible  to  devise  a model  con- 
sistent with  all  current  data.  Then  what  does  the 
model  maker  do?  He  takes  the  set  of  data  easiest  to 
reproduce  and  builds  a model  consistent  with  this 
particular  set  and  other  models  for  other  sets  of 
data  recjuiring  repetition  of  experiments  is  indi- 
cated. It  should  be  pointed  out  that  two  or  more 
models  are  built  only  to  facilitate  research  not  to 
substitute  for  reality. 

A\dien  more  than  one  model  is  needed  to  investi- 
gate the  reality  it  signifies  that  we  are  at  a stage  of 
insufficient  knowledge  and  we  are  not  yet  able  to 
fit  all  data  into  a single  system.  But  the  indicated 
experiments  will  ensure  progress  towards  a uni- 
versal, more  efficiently  than  without  a model  at  all. 
Every  now  and  then  a multiplicity  of  models  leads 
to  a single  model,  but  not  until  a “breakthrough” 
is  discovered  by  some  brilliant  mind.  The  “simple” 
model  has  been  termed  a ^^aradigm.  Einstein’s 
theory  of  relativity,  Schroedinger’s  wave  mechanics, 
Watson  and  Crick’s  helical  model  of  the  DNA  mole- 
cule are  of  this  type. 

\Vhen  an  investigator  has  developed  a model  con- 
sistent with  all  currently  known  data,  he  will  have 
an  instrument  for  close  leisurely  study  of  the  system 
of  interest  to  him.  He  can  measure  all  the  meastir- 
ables  in  the  model  using  whatever  mathematics  he 
can  from  his  own  knowledge  and  that  of  his  mathe- 
matical collaborators.'^  He  will  compute  the  be- 
havior of  the  model  under  a variety  of  conditions 
preferably  that  exjaected  in  vivo.  The  measurements 
he  obtains  in  the  real  system  will  either  match  or 
deviate  from  his  predictions.  But  whatever  the 
result  the  model  has  helped  to  frame  the  type  of 
questions  to  ask  of  his  real  system  and  to  find  the 
path  for  arriving  at  the  answers.  This  of  course 
involves  numerous  revisions  after  repeated  ex- 
posures to  the  real  system,  one  model  giving  way  to 
another,  each  getting  closer  to  the  real  system. 

The  model  then  performs  the  function  of  elimina- 
ting inconsistencies  in  experimental  design,  of 
evaluating  alternate  hypotheses  and  of  following 
reasonable  inferences  to  avoid  condtisions  which 
otherwise  might  be  vidnerable. 

L.H.N. 
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The  Septophrenic  Fibrinolyticist 

A number  of  physiologic  systems  work  in  har- 
mony to  maintain  blood  fluidity  and  at  the  same 
time  the  potential  to  form  clots.  These  include 
after  injury,  tissue  “hormones”,  platelet  factors 
and  “hormones”,  the  blood  coagulation  system, 
the  fibrin  stabilizing  systems  and  the  fibrinolysin 
system. 1 Since  little  information  of  all  this  has 
found  its  way  into  medical  text-books,  it  is  worth- 
while to  see  how  the  clinician  must  approach  the 
^rroblem  of  fibrinolysis  when  he  is  confronted  with 
a patient  who  has  suffered  a venous  or  arterial  oc- 
clusion for  he  must  make  a decision  what  to  do, 
here  and  now.  Moser-  calls  such  a clinician  a septo- 
phrenic fibrinolyticist.  By  septophrenic  he  means 
a condition  in  which  seven  separate  scientific 
“personalities”  vie  for  the  possession  of  the  scientific 
psyche,  with  the  danger  that  anyone  personality 
may  do  so  to  the  exclusion  of  the  other  six:  The 
physiologist,  the  biochemist,  the  pharmacologist,  the 
pathologist,  the  immunologist,  the  nutritionist,  and 
the  clinician.  Obviously,  the  clinician  who  has  a 
patient  that  is  ill  must  be  aware  of  the  other  six 
personalities,  but  must  also  be  guided  by  the  need 
to  solve  an  individual’s  problem. 

The  physiologist  is  concerned  with  the  normal 
functions  of  the  fibrinolytic  system  and  the  factors 
which  regulate  its  activity.  Thus  far  the  major 
function  attributed  to  fibrinolysis  is  the  prompt 
removal  of  fibrin  from  the  vascular  system,  from 
various  ductal  structures,  urinary,  mammary,  sali- 
vary, bronchial,  etc.  He  postulates  that  fibrin  forma- 
tion is  balanced  by  fibrin  dissolution  via  the  fibrino- 
lytic system  and  alterations  in  this  system  may 
promote  either  a thrombotic  or  a hemorrhagic 
dithesis.  There  is  abnormal  fluctuation  in  fibrino- 
lytic activity  in  young  subjects,  in  patients  with 
diabetes  and  Laennec’s  cirrhosis  but  the  full  mean- 
ing of  this  circadian  rhythm  has  yet  to  be  clarified. 
Why  exercise  increases  fibrinolytic  activity  is  still 
unclear  and  why  occlusion  of  a limb  by  a cuff  raises 
fibrinolytic  activity  is  not  yet  answered  although 
Aloser  believes  it  is  due  to  accompanying  acidity. 

A'he  biochemist  is  beset  with  problems  of  im- 
proved assays  for  tissue  activators  of  plasminogens 
and  the  difficulty  is  knowing  that  what  he  sees  in 
vitro  is  a model  of  what  occurs  in  vivo.  The  plasma 
of  a patient  who  has  received  a fibrinolytic  agent 
such  as  urokinase  may  contain  a complex  mixture 
of  activator  activity,  plasminogen,  plasmin  bound 
and  “free”  antiplasmin,  and  even  activator  in- 
hibitors. 
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The  pharniacologisl  is  searching  ior  agents  that 
are  elFective  in  promoting  dissolution  oi  unwanted 
fil)i  inons  deposits  ami  drugs  which  can  block  exces- 
sive fil)i  inolytic  acti\ily.  I’lien  he  needs  to  establish 
toxic -therapeutic  ratios  cjI  such  compcninds.  rhere 
are  agents  other  than  enzymes  which  may  enhance 
in-vivo  hhrinolytic  activity  sufficient  to  promote 
thrombolysis.  Pyrogens,  epitiephrine,  other  sym- 
jxithetic  amines,  nicotinic  acid,  all  seem  to  release 
activators  of  plaminogen  from  tissues  but  as  yet 
none  cpialifies  as  an  accejnahle  therapeutic  agent  in 
man.  Phenyl  butazone  has  recently  lieen  suggested 
;is  a non-enzymatic  fibrinolytic  agent  but  does  not 
produce  such  an  effect  in  every  patient.  The  field  is 
frought  with  difficulty  because  of  individual  differ- 
ences as  well  as  duration  of  dose  vs.  total  dose,  the 
former  being  more  important.  Finally  is  the  cptes- 
tion  of  drug  synergism.  For  example,  heparin  poten- 
tiates throniliolytic  capabilities  of  stretokinase,  plas- 
minogen mixture  in  clogs. 

1 he  pathologist  “jjsyche”  must  he  an  integral 
part  of  the  clinician’s  outlook.  "Fhe  clinician  must 
recognize  that  a fresh  “red”  thrombus  in  a vein 
which  is  primarily  a fibrin  network  with  entrapped 
cellular  elements  is  likely  tcj  be  more  susceptible 
to  fibrinolytic  attack  than  a white  thrombus  in  an 
artery  which  is  formed  primarily  by  platelet  aggre- 
gates. I'he  pathologist  knows  that  once  a clot  is 
enclothelialized  it  is  not  susceptible  to  thrombolysis. 
Xeither  is  an  organized  clot.  He  also  is  aware  that 
arterial  occlusions  are  caused  also  by  subintimal 
hemorrhage,  l)y  embolism  of  atheromatous  material 
or  pieces  of  old  organized  thrombi  that  have  been 
dislodged  perhaps  causing  .spasm  as  well.  Obviously 
the  most  successful  ihrombcjlytic  regimen  cannot 
relieve  an  arterial  obstruction  clue  to  a non-throm- 
botic  patholcjgic  process. 

Fhe  immunologist  at  present  has  little  to  offer  the 
clinician  except  perhaps  to  discover  the  souces  and 
distribution  of  urokinase,  plasmin  and  plasminogen 
in  man.  tie  may  clarify  the  role  of  fibrin  in  such 
immunologic  disturlxinces  as  rheumatoid  arthritis 
and  collagen  vascular  disorders  in  which  tissue 
injury  and  repair  are  going  on  all  the  time. 

The  nutritionist  has  much  to  offer  the  clinician 
especially  in  the  area  of  the  relationship  be- 
tween dietary  lipids  and  atherosclerosis  and  lino- 
lenic  acid  and  jdatelet  adhesiveness.  There  are 
many  oltservations  that  indicate  that  certain  lipids 
may  not  only  promote  coagulation,  but  also  may 
inhilnt  fibrinolytic  activity.  Moser  found  that  milk- 
cream  ingestion  truly  reduces  fdninolytic  properties 
of  blood  in  young  subjects  and  that  increased  lipid 
content  of  blood  decreases  the  susceptibility  of 
thrombus  to  hbrinolysis.  I'hese  growing  number  of 
links  between  lijricl  metabolism,  coagulation. 


fibrinolysis,  and  atherosclerosis  are  stimulating  and 
must  be  kept  in  attention  by  the  clinician. 

Fhe  clinician  of  course  has  to  deal  with  the 
j)atienl  bearing  all  these  previous  “psyches”  in  his 
own  mind.  It  is  his  responsibility  to  make  a diag- 
nosis of  an  intra\  a,scular  clot,  which  as  noted  above 
is  at  pre.sent  extremely  difficult  especially  on  the 
arterial  side.  In  this  area  diagnostic  lirogress  has 
been  extremely  limited.  Another  of  the  clinician’s 
dilemmas  is  how  to  distinguish  between  therapeutic 
response  and  natural  cause  of  the  disease.  This  is 
esjjecially  true  with  respect  to  thrombo-embolic 
venous  disease  in  which  hejxirin  and  coumarins 
seem  to  work  fully  as  well  as  any  present  throm- 
bolytic enzyme. 

'Fhe  .second  responsibility  of  the  physician  is 
when  to  decide  to  irse  enzymatic  fibrinolytic  agents. 
On  the  other  hand  it  is  painful  to  remain  inactive 
and  be  reduced  to  the  uncertainty  of  Hamlet.  Fhe 
clinician  is  not  in  the  enviable  position  of  the 
basic  scientists  who  can  experiment,  contemplate, 
and  imagine.  He  must  try  to  help  at  the  same  lime 
avoiding  doing  harm. 

As  we  view  Moser’s^  recommendations  about  the 
current  view  of  available  enzymatic  thrombolytic 
agents,  we  find  ourselves  not  totally  convinced.  Forj 
example,  he  employs  them  in  certain  forms  of  acute j 
deep  venous  thrombosis,  pulmonary  embolism  and' 
|)Ciipheral  arterial  occlusions.  However,  he  is, 
strictly  an  experimental  clinician  and  has  not  yet' 
had  the  opportunity  of  comparing  his  results  with 
more  conservative  methods.  His  aim  at  present  is  tO| 
use  his  clinical  ingenuity  to  overcome  problems  en-^ 
countered  at  the  basic  level.  He  is  seeking  for  the 
proper  tlosage  regimen  of  a thrombolytic  agent 
which  will  at  one  and  the  same  time  achieve  throm- ' 
Ijolysis  without  inducing  a hemorrhage  diathesis. 
For  this  he  needs  close,  complex  biochemical  i 
monitoring  of  coagulation  fdjrinolytic  parameters. 

Moser  is  especially  interested  in  closed  circuit ' 
perfusion  of  involved  limbs  where  a high  concen- 
tration can  be  attained  with  no  systemic  coagulation 
disturbances.  Perhaps  with  technologic  advance  | 
adaptation  of  this  technicpie  to  other  vascular  areas 
may  be  possible.  I'hen  perhaps  local  instillation  of 
agents  directly  at  sites  of  thrombotic  occlusion  may 
permit  high  local  activity  while  limiting  the  risk  i 
of  hemorrhage  elsewhere.  ^ 

It  is  ob\ious  from  this  that  the  bedside  clinician  j 
has  not  yet  been  favored  by  agents  which  are  ready 
to  be  employed  in  fibrinolytic  therapy.  Heparin  ! 
and  phenylbutazone  and  in  the  future  other  non- 
enzymatic  fibrinolytic  agents  must  still  remain  his  | 
mainstay  in  treating  thrombosis.^  Perhaps  the  de- 
velopment of  improved  methods  for  diagnosing  ! 
thrombo-embolic  disease  and  delineating  its  natural  ' 


312 


Connecticut  Medicine,  May,  1966 


tazolidin^^alka 


Dutazone  100  mg. 

luminum 

ide  gel  100  mg. 

slum  trisilicate  150  mg. 
opine 

bromide  1.25  mg. 


In  rheumatoid  arthritis-effective  therapy 
with  minimal  chance  of  G-l  upset 


^peutic  Effects 

|o75°/o  of  patients  obtain  major  relief  of 
|tic  symptoms,  as  reported  by  numer- 
jlinicians.  In  addition,  the  problem  of 
iic  upset  — a major  problem  with  certain 
i;  oral  antiarthritic  agents  — is  minimized 
:|5  presence  of  antacids  and  an  antispas- 
c in  the  formulation. 

jvement  is  generally  seen  within  3 to  4 
and  trial  therapy  need  not  be  con- 
?d  beyond  a week.  Relief  of  pain  is 
Wed  quickly  by  resolution  of  inflamma- 
and  improved  joint  function.  Relief  of 
fitoms  is  often  accompanied  by  in- 
sed  appetite,  gain  in  weight  and  an 
pved  sense  of  well-being. 

Initial  response  is  usually  maintained 
’put  dosage  increases;  indeed,  initial 
jge  is  often  reduced  for  maintenance 
loses. 

Iylate  or  steroid  therapy  can  usually  be 
lished  or,  in  some  instances,  eliminated 
I 

raindications 

ina;  danger  of  cardiac  decompensation; 
iry  or  symptoms  of  peptic  ulcer;  renal, 
itic  or  cardiac  damage;  history  of  drug 
gy;  history  of  blood  dyscrasia.  Because 
e increased  possibility  of  toxic  reac- 
>,  the  drug  should  not  be  given  when  the 
3nt  is  senile  or  when  other  potent 
notherapeutic  agents  are  given  concur- 


rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia) ; sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 
attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  pos- 
sible side  effects.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss  have 
been  reported,  as  have  hepatitis,  jaundice, 
and  several  cases  of  anuria  and  hematuria. 
With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 

Average  Dosage  in  Rheumatoid  Arthritis 

Initial:  3 to  6 capsules  daily  in  divided  doses. 
It  is  usually  unnecessary  to  exceed  4 cap- 
sules daily.  A trial  period  of  1 week  is  ade- 
quate to  determine  response;  in  the  absence 
of  favorable  response,  discontinue. 

Maintenance:  An  effective  level  is  often 
achieved  with  1 to  2 capsules  daily;  do  not 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


BU-3805P 


Ptregoiic 


bdoofl^ 


Codeine 


Vij^minSj 


Miltowfl 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\Ar,Cranbury,  N.J.  c-.jrsi 


course  cvill  come.  Perhaps  modern  technologic  in- 
genuity to  render  thrombolysis  safer  and  more  ef- 
fective will  also  come.  Then  the  clinician  will  be- 
come the  “comjjleat  fibrinolyticist.” 

L.H.N. 
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The  Spleen  As  A Production  Site  Of 
An  Erythropoietic  Factor 

It  has  been  known  for  a generation^  that  the 
spleen  influences  red  cell  production  by  a stimula- 
ting action  on  the  bone  marrow,  d'he  possibility  has 
been  raised  that  the  substance  generated  by  the 
spleen  does  not  directly  affect  bone  marrow  but 
must  first  be  processed  in  the  liver  before  it  can  in- 
duce red  celf  production.  In  order  to  test  this  hypo- 
thesis it  is  necessary  to  have  an  index  of  red  cell 
production,  to  obtain  an  acellular  extract  of  spleen 
and  to  inject  it  into  mice  with  and  without  the  liver. 
De  Franciscis,  et  al.  pepared  an  acellular  extract 
from  the  spleen  of  a fresh  killed  animal,  homo- 
genized it  in  a blender,  centrifuged  it  and  added 
sucrose  to  obtain  a 0.25  m.  concentration.  To  deter- 
mine red  cell  production  he  studied  the  reticulocyte 
response  pattern  and  alterations  in  the  hematocrit. 

Previously  the  author  subjected  mice  to  x-irradia- 
tion  of  the  total  body  and  showed  that  homo- 
genates of  only  spleen  and  liver  among  several 
organs  tested  from  several  different  species  are  pro- 
tective in  action  against  X-ray  mortality.  They  also 
found  that  an  acellular  preparation  from  the  spleen 
was  active  when  tested  in  animals  of  another  species. 
Could  this  protective  action  be  due  to  a substance 
in  the  spleen  which  stimulates  the  bone  marrow  to 
produce  red  cells  and  if  so  how  does  it  do  this? 

De  Franciscis  proceeded  to  comjrare  effects  of 
acellular  homogenates  of  several  tissues  on  red  cell 
production.  They  prepared  acellular  extracts  of 
liver,  kidney  and  muscle  from  rats,  mice  and  calves, 
which  they  then  injected  into  the  peritoneal  cavity 
of  mice  as  a control.  They  counted  the  reticulocytes, 
established  hematocrit  values  and  red  cell  numbers 
were  obtained  daily  for  four  days.  In  one  group  of 
mice  that  w'ere  spleenectomized  fifteen  days  before, 
they  injected  sucrose  homogenates  from  rats  and 
mice.  In  another  group  a further  purified  homo- 
genate of  calf  spleen  was  tested. 


The  rcsidts  were  clear  and  unequivocal.  Saline, 
muscle  and  kidney  extracts  did  not  increase  reticu- 
locyte counts,  hematocrit  or  red  cell  numbers. 
Neither  did  the  liver  itself  if  injected  in  splenec- 
tomized  mice. 

It  was  clear  enough  that  without  the  spleen  the 
li\er  extracts  produced  no  erythropoietic  stimula- 
tion. On  the  other  hand,  there  was  a pronounced 
and  significant  increase  in  reticulocyte  response  in 
mice  when  they  were  treated  with  spleen  extract 
and  with  liver  extract  of  normal  rats.  This  increase 
was  as  great  as  that  observed  liy  Winkert,  et  al, 
after  they  treated  rats  with  fourteen  erythropoietic 
units  of  human  urinary  erythropoietic  stimulating 
factor  per  day.  Extracts  from  other  organs  such  as 
muscle,  kidney,  produced  no  erythropoietic  effects. 

It  is  clear  that  the  liver  by  itself  is  unable  to 
stimulate  red  cell  production  in  the  absence  of 
the  spleen.  The  spleen  alone  also  cannot  stimulate 
erythropiesis.  However  when  both  spleen  and  liver 
are  intact  then  erythropoiesis  goes  on.  The  sub- 
stance which  the  spleen  elaborates  and  is  then  pro- 
cessed by  the  liver  to  stimulate  red  cell  production 
is  thought  by  De  Franciscis  to  be  hypoxilienine.  If 
this  is  the  sidrstance  it  is  different  from  erythro- 
poietin. 

There  are  other  mechanisms  knotvn  to  stimulate 
erythropoiesis  some  of  which  are  unknown.  For 
example,  low'  oxygen  tension  whose  effects  are  seen 
at  high  altitudes  and  in  children  and  adults  with 
abnormal  lungs,  leads  to  polycythemia  but  the 
mechanism  is  tinknowm.  Hotvever  the  plasma  from 
animals  rendered  anemic  by  various  means  wall 
stimidate  red  cell  production  in  recipient  animals.^ 
This  effect  has  been  ascribed  to  the  presence  in 
such  ^^lasnia  of  an  agent  called  erythropoietin  pre- 
\iously  thought  to  arise  in  the  kidney  and  purified 
preparations  have  been  obtained  of  this  substance 
from  sheep  and  rabbit  plasma  and  from  tirine.  The 
purified  preparation  from  sheep  j^lasma  had  the 
projierties  of  a mucoprotein. 

This  new  erythropoietic  function  of  the  spleen 
has  certain  medico-legal  as  wtU  as  physiological 
aspects  because  of  the  cases  of  traumatic  spleen 
rupture  which  necessitates  splenectomy.  There 
surely  exist  other  sources  of  erythropoietin  besides 
the  spleen,  since  splenectomized  patients  seem  not  to 
develop  anemia  readily.  What  element  in  erythro- 
poietic reserve  that  can  be  attributed  to  the  spleen 
still  remains  to  be  elucidated. 

L.H.N. 
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Pulmonary  Surfactant  And  Hyaline 
Membrane  Disease 

.\[;iny  physiologists  and  clinicians  think  ot  the 
pnlinonary  circnlation  as  a set  ol  jtipes  delivering 
blood  to  the  alveolar  capillaries,  collecting  it  and 
sending  it  on  to  the  lelt  arinm  and  lelt  ventricle 
and  hating  nothing  to  do  with  notirishing  tissties 
through  which  it  passes.  However,  there  appeared 
some  remarkable  observations  that  brotight  this 
view  into  cpiestion.  One  is  that  when  occltision  ol 
one  pnlinonary  artery  was  jnoduced,  it  led  to  a de- 
crease ol  ventilation  in  that  Iting— not  stirprising— 
hilt  what  was  a snrpri.se  to  everyone  was  that  the 
lung  at  first  was  atelectatic  and  at  the  same  time 
markedly  congested.  I'he  lung  however  did  not  die 
and  gradually  over  some  months  the  ventilation  ol 
the  Iting  increased,  its  appearance  improved  and  it 
became  reasonably  normal  although  somewhat 
scarred. 

The  explanation  lor  this  phenomenon,  confirmed 
by  anatomists,  was  that  the  bronchial  arteries  sup- 
ply the  airways  clown  to  and  including  the  terminal 
bronchioles,  and  that  the  pulmonaiy  artery  supplies 
the  alveoli,  alveolar  ducts  and  the  respiratory  bron- 
chioles. d'his  view  is  easy  to  confirm  since  drugs 
that  constrict  smooth  muscle  when  injected  into  the 
Ittilmonary  artery  aflect  only  aveolar  ducts,  but 
when  injected  into  the  bronchial  arteries,  instead 
aflect  the  airways  only  clown  to  and  incltiding  the 
brcjnchioles. 

I'o  lunction  jtroperly  the  alevoli  and  alveolar 
chicts  recpiire  less  than  one-seventh  of  total  ptil- 
monary  blood  flow,  a figure  so  low  as  to  make  it 
dotibtful  that  pulmonary  ischmia  and  ccjllapse 
could  ever  occur  in  adult  lile.^  However,  regional 
blood  flow  can  be  too  little  to  stistain  cell  ftinction. 
The  alveolar  cells  of  the  lungs,  especially,  have  a 
high  metabolic  rate  and  do  not  tolerate  ischemia 
well,  are  active  in  the  syntheses  of  phospholipids 
and  of  clipalmitoyllec ithin.-  In  some  way  not  yet 
understood  this  stibstance  reaches  the  alveoli  and 
lines  them  with  a monomolectilar  layer.  In  this  form 
it  has  the  tinicpie  jiroperty  of  decreasing  surface  ten- 
sion and  preventing  collapse  of  alveoli  during  ex- 
piration.^ 

It  is  apj>ropriate  to  incpiire  why  the  surface  active 
material  which  lowers  stirlace  tension  prevent  the 
collapse  of  alveoli?  Elastic  fibers  of  the  lungs  cause 
recoil  btit  this  does  not  accotint  for  the  unusual 
phenomenon  that  air  filled  lungs  do  not  collapse. 
They  will  collapse  however  if  saline  fills  the  lungs. 
I he  reason  for  this  is  that  saline  filled  lungs  exer- 
cises surface  tension  which  catiscs  collapse.  The  air 
filled  lungs  show  a stirlace  tension  which  goes  down 
to  zero  and  no  collapse  occurs,  d'he  surfactant 
prochiced  by  alveolar  cells  is  therefore  an  anti- 
atelectasis  factor. 


When  alveolar  cells  receive  less  than  the  minimal 
amount  ol  blood  neee.ssary  for  their  nutrition  then 
Comroe  jroints  otit  one  ol  two  things  can  happen; 
The  cpiality  or  cjuantity  of  surfactant  formed  is  not 
jiroper  or  else  ptilmonary  capillaries  become  leaky, 
])Iasma  enters  the  air  space  and  plasma  fibrinogen 
interacts  with  the  pulmonary  stirlactant  to  cause 
both  an  inacti\ation  of  the  stirlactant  and  an  in- 
hibition of  filirinolysis.^  Ehe  result  is  that  alveoli 
collajxse  become  filled  with  fibrin  threads,  the  so- 
called  hyaline  membrane. 

In  the  netvborn,  pulmonary  blood  flow  can  be 
less  than  the  minimal  required  fcjr  ntitrilion  be- 
cause there  is  a large  by-pass— the  ductus  arteriostis 
—which  can  sluint  all  the  right  ventrictilar  otitput 
when  it  cannot  go  throtigh  the  ptilmonary  circula- 
tion. In  such  an  event  ischemia  of  the  newborn 
lung  could  become  a cause  for  atelectasis  or  as  it  is 
termed  respiratory  disease  syndrome. 

In  Ifitil  Clements,  I'ooley  and  Klatrs'’  became  con- 
\incecl  that  the  jnilmonary  surfactant  was  in  fact 
clipalmitoyl  lec  ithin  or  a chemical  very  similar  to  it. 
They  reasoned  that  if  inactivation  of  this  phos- 
pholipid was  a major  factor  in  newborn  lung  atelec- 
tasis which  gave  rise  to  respiratory  disease  syndrome, 
one  otight  to  be  able  to  improve  this  condition  by 
propelling  additional  dipalmitoyllecithin  into  the 
Itings  of  the  newborn  infants  suffering  from  respira- 
tory distress.  This  replacement  type  of  therapy 
helped  some  infants  btit  not  all.  The  failures  were 
probably  cltie  to  inability  to  get  enough  of  this 
material  into  the  alveoli  which  were  already  col- 
lapsed as  well  as  the  luesence  of  material  in  the 
aheoli,  perhaps  plasma  fibrinogen,  which  inacti- 
vated some  or  all  of  the  stirlactant  that  did  reach 
the  alveolar  stirlaces. 

They  encountered  another  .serious  difficulty,  great 
resistance  of  the  ptilmonary  circulation  to  the  flow 
of  fhiids  through  it.  This  they  found  in  lungs  of 
babies  who  died  of  the  res]riratory  distress  syn- 
drome, as  well  as  in  li\ing  babies  whose  pulmonary 
blood  flow  was  reduced  to  only  one-third  of  that  in 
healthy  babies.  Once  pulmonary  vaso-dilators  tvere 
infused  intravenously  jneviously  retained  CXT  be- 
gan to  potir  otit,  and  POo  rose  leading  to  a marked 
decrease  in  wasted  ventilation. 

However  in  .some  babies  stistained  and  adecpiate 
pulmonary  ventilation  was  obtained  only  by  in- 
tratenotis  administration  of  sodium  bicarbciiiate.*’ 
Ellis  coufirmed  an  idea  that  acidosis  is  a potent 
ptilmonary  vasoconstrictor.  Clements,  et  al.  thus 
arrived  at  a method  of  combatting  respiratory  di.s- 
tress  syndrome  by  combatting  ptilmonary  ischemia, 
atelectasis  and  acidosis.  Ehe  hyaline  membrane 
which  oc(  Ill's  in  babies  with  the  respiratory  distress 
syndrome  can  also  be  jirothiced  experimentally  in 
tlogs  following  jnilmonary  artery  accltisiou  which 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 

Vitamin  62  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  85  (Pyridoxine  HCl] 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adu 

ts,  1 capsule 

daily,  for  the  treatment  of 

vitamin  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder”  jars  of  30  and  100; 

bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Keranil  ointment  for  psoriasis 

substitute  for  chrysarobin* * 

A frequent  question  at  medical  meetings  is,  “What  is  new  for 
psoriasis?”.  This  advertisement  brings  you  a new  product  for  this 
disease.  It  is  Keranil  ointment  and  has  as  its  active  ingredient 
chloranil,  known  also  as  tetrachloro  p-benzoquinone. 

Teichmann  and  Horvath  studying  polyoxyethylene  formulations 
of  chloranil  made  the  following  observations : 


SUMMARY  OF  CLINICAL  RESULTS  \VH  H CHLORANIL 


Concentration 

10% 

5% 

Total 

Number  of 
Cases 
63 
30 

Much 

Improved** 

39 

16 

/ mproved* 
14 
10 

Unimproved 

6 

4 

Aggravated 

4 

0 

••  Denotes  resolution  of  at  least  50%. 
* Denotes  resolution  up  to  50%. 

DURATION  OF  TREATMENT 

Number  of  Cases 

14 

24  18 

14  9 

3 

7 4 

Duiation  (weeks  and 

months)  2 wks, 

1 mo.  2 mos. 

3 mos.  4 mos. 

5 mos. 

6 mos.  8 mos. 

The  types  of 

psoriasis  included 

(parentheses  indicate 

number  of 

cases)  ; Generalized  (31),  Palms  and  soles  (7),  Legs  and  feet  (18), 
Scalp  and  ears  (27),  Groin  (3),  Neck  (5)  and  Vulva  (2). 


Keranil  Ointment  appears  to  be  most  effective 
against  the  typical  psoriatic  plaque  characterized  by 
heavy  scales.  Furthermore,  it  appears  to  benefit  both 
palmar  and  plantar  plaques  as  well  as  intertriginous 
lesions  and  to  be  least  effective  against  the  small 
guttate  lesions. 

Precautions'.  Irritations  are  manifest  as  a suppura- 
tive follicular  involvement  accompanied  by  an  erythe- 
ma and  as  a lymph  adenopathy  in  the  drainage  area 
of  the  inflammation.  These  irritations  subside  on 
withdrawal  of  the  drug.  Sensitization  has  been 
encountered.  Keranil  ointment  is  discoloring  to  skin 
and  to  clothing. 


Availability : Keranil  ointment  is  available  in  one 
ounce  jars  as  a 10%  concentration  of  choranil  in  a 
polyoxyethyene  carrier. 

References : 

Teichmann,  W.  O.  and  Horvath,  P.  N.:  Southern 
Medical  Journal  50,  1521  (1957). 


Literature  and  samples  on  request. 


Salem  Pharmacal 

Naugatuck,  Connecticut 
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also  causes  pulmonary  ischemia,  atelectasis  and 
acidosis. 

.At  the  present  time  we  do  not  yet  know  whether 
pulmonary  ischemia  in  babies  comes  first  and  is 
causative  or  whether  it  comes  later  as  a result  of 
hypoventilation,  hypoxia,  and  acidosis.  If  it  comes 
first  as  it  does  in  the  dog  experiments,  it  is  a 
sequel  of  asphy.xia  of  the  fetus  or  fetal  hypotension, 
or  is  it  due  to  a failure  of  fetal  pulmonary  vessels 
to  relax  normally  at  birth. 

We  are  still  unclear  about  the  mechanisms  which, 
at  the  birth  of  a baby,  simultaneously  cause  pul- 
monary arterioles  to  dilate  and  ductus  arteriosis 
and  the  umbilical  arteries  to  constrict.  The  reason 
why  we  are  unclear  is  that  reflexes  may  be  involved 
as  well  as  the  high  oxygen  concentrations  which  are 
known  to  dilate  pulmonary  arterioles  in  the  fetus 
and  to  constrict  the  ductus  arteriosus  and  um- 
bilical arteries. 

We  thus  see  that  in  deficiencies  of  surfactant 
there  is  evidence  of  inadequate  alveolar  jaerfusion, 
leakage  into  alveoli  of  plasma  components  or  both. 
Alveolar  capillary  perfusion  in  turn  depends  upon 
pulmonary  vascular  resistance  which  increases 
markedly  with  inadequate  oxygenation  and  high 
acidity  of  the  arterial  blood.  Combatting  inade- 
quate perfusion  by  reducing  vascular  resistance, 
overcoming  acidity  of  the  arterial  blood  by  sodium 
bicarbonate  and  instilling  surfactant  into  the  pul- 
monary tree,  is  the  triad  upon  which  depends  suc- 
cessful treatment  of  the  respiratory  distress  syn- 
drome in  the  newborn.  Out  of  basic  science  study  of 
a newly  recognized  constituent  of  lung,  has  come 
a practical  way  of  saving  lives  of  some  newborns. 

L.H.N. 
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The  Effect  Of  Emphysema  Upon 
Venous  Return 

The  forces  which  operate  to  return  the  blood 
to  the  heart  have  interested  physicians  for  a long 
time,  including  the  role  of  respiration.  The  physi- 
cian is  a close  observer  of  the  neck  veins  and  watches 


them  collapse  during  inspiration  in  the  normal 
recumbent  subject,  but  they  do  distend  in  certain 
patients  with  a variety  of  disease  states  in  par- 
ticular in  diseases  of  the  pericardium.  What  hap- 
pens in  the  inferior  vena  cava  has  been  inferred 
until  now  so  that  in  a given  patient,  at  what  point 
intra-thoracic  pressure  will  be  sufficient  to  collapse 
and  obstruct  inflow  is  only  conjectured. 

In  a recent  communication  Nakhjavan,  et  al.^ 
investigated  by  cineangiography  of  the  inferior  vena 
cava  (IVC)  the  influence  of  respiration  on  venous 
return  in  normal  man  and  in  patients  with 
emphysema.  In  most  cases  flow  from  the  abdomen 
to  thoracic  IVC  was  continuous  and  obviously 
greater  during  inspiration.  However,  in  some 
patients  characterized  by  gross  hyperinflation  of 
the  lungs,  the  pattern  of  flow  at  the  level  of 
diaphragm  was  conqjletely  reversed  being  much  re- 
duced or  completely  arrested  during  inspiration. 
The  question  of  course  arose  as  to  the  significance  of 
this  phenomenon  and  what  can  be  its  mechanism. 

There  were  fifteen  patients  with  pulmonary 
emphysema  that  were  compared  with  ten  normal 
subjects.  The  ten  normal  subjects  and  nine  of  the 
patients  with  pulmonary  emphysema  showed  a 
continuous  flow  from  abdomen  to  thorax  in  the 
IVC  throughout  the  respiratory  cycle  and  invariably 
greater  flow  during  inspiration.  After  the  IVC  was 
narrowed  at  the  diaphragm  and  4-5  cm  distally. 
Two  patients  in  right  heart  failure  also  showed 
continuous  flow  throughout  respiration  with  an 
inspiratory  increase,  but  the  IVC  was  more  dilated 
as  is  to  be  expected  in  venous  congestion.  The  clear- 
ance of  the  radioopatjue  material  was  retarded  and 
the  hepatic  veins  remained  filled  for  several  breaths 
following  the  injection. 

In  six  emphysematous  patients,  however,  the 
period  of  maximum  flow  was  not  during  inspira- 
tion but  rather  during  expiration.  In  the  control 
subjects  inspiration  was  seen  to  cause  relative 
emptying  of  IVC  and  its  refilling  during  exjairation. 
As  the  IVC  partially  emptied,  the  right  atrium  be- 
came better  filled.  In  the  six  emphysematous 
patients,  the  transmural  IVC  pressure  increased  dur- 
ing inspiration  as  the  transmural  right  atrial  pres- 
sure decreased.  What  could  be  the  mechanism  of 
this  abnormal  flow?  Nakhjavan,  et  al.  came  to  the 
conclusion  that  there  was  severe  hyperinflation  of 
the  lungs  which  in  turn  caused  a depression  of  the 
diaphragm,  and  interference  with  upward  flow  in 
IVC. 

What  can  be  the  hemodynamic  significance  of 
this  interesting  phenomenon.  We  know  that  in 
patients  with  pulmonary  emphysema  any  light  exer- 
tion can  initiate  great  respiratory  efforts  and  intra- 
thoracic  pressure  may  become  markedly  elevated 
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(luring  expii alioii.  II  upward  How  can  occur  only  in 
exjuration  wlien  iulra-thoracic  pressure  is  Iiigh  and 
not  during  inspirat  icjii,  I hen  during  exercise  ihe 
mean  IVC  1 nessure  may  bectmie  considerably  ele- 
vated and  may  reach  values  higher  than  were  re- 
corded in  these  patients  at  rest.  Indeed  it  is  pos- 
sible that  this  may  be  the  mechanism  ol  prcjduction 
ol  the  peripheral  edema  in  jratients  with  emphy- 
sema who  have  no  pulmonary  hypertensiejn  or 
heart  lailure. 

11  it  is  true  that  in  some  patients  with  emphysema 
How  is  greatest  into  the  chest  during  expiration, 
then  the  normal  sjclitting  ol  the  pulmonic  second 
sound  shoidd  be  abolished  in  these  patients. 
Xoimally  inspiration  is  accompanied  by  an  increase 
in  the  interval  between  the  two  comjronents  ol  the 
second  sound  presumably  because  ol  better  right 
ventricular  filling  and  increased  stroke  volume. 
However,  in  patients  where  flow  in  IVCi  and  fdling 
ol  the  right  ventricle  is  reduced  during  insjriration 
one  would  expect  the  normal  inspiratory  increase 
in  the  second  sound  interval  to  be  abolished.  This 
is  exactly  what  happened  in  the  two  cases  ol 
em]diy.sema  in  which  they  could  record  the  jnil- 
monic  second  .sound. 

L.H.X. 
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The  Role  Of  The  Sympathetics 
In  Premature  Systoles 

There  are  certain  types  ol  jnemature  systoles 
which  are  invariably  associated  with  an  itnderlying 
cardiac  disorder.  These  are  multilocal  or  paired 
especially  il  the  premature  systole  bills  in  the  vul- 
nerable period.  "This  type  is  readily  apparent  in 
the  electrocardiogram.  On  the  other  hand  it  has 
been  noted  that  varioits  extracardiac  lactors  also 
increase  the  incidence  ol  premature  .systoles,  such 
as  anxiety  states,  dissijration,  and  certain  common 
drugs,  because  ol  the  Irequency  and  benignity  ol 
these  arrhythmias  their  actual  incidence  is  virtually 
undocumented.  Most  physicians  agree  that  there  is 
rarely  a healthy  individual  who  has  never  exhibited 
premature  systoles.  "These  come  and  go  without 
detectable  reastrn  and  are  ol  no  prognostic  signi- 
licance. 

In  normal  hearts  sudden  death  due  Uj  emotimial 
strain  is  extremely  rare,  although  Kat/d  observed 
paroxysmal  ventricular  librillation  in  an  individual 
whenever  an  electrocardiograph  machine  was 
wheeled  into  the  room,  d'he  recognition  by  the 
patient  with  cardiovascular  disease  that  sudden 


death  may  occur  has  a jirolound  eliect  on  his  mental 
state.  Turthermore,  disorders  ol  rhythm  resulting 
Irom  emotional  disturbances  or  myocardial  dy.s- 
lunction  may  in  turn  result  in  mental  symptoms 
which  can  lurther  aggravate  this  condition. 

Tor  centuries  it  has  been  reccjgnized  that  the 
heart  is  potentially  susceptible  ter  emoticrnal  stimuli 
and  erne  ol  the  earliest  observations  crl  emotion  in- 
duced tachycardia  was  made  by  .\vicenna  in  the 
lOth  Century.'  Tver  since  then  carelul  observation 
ol  jratients  with  paijritation  may  reveal  a high  in- 
cidence ol  cardiac  arrhythmia  at  the  time  ol  paijri- 
tation. Anxiety  may  jrrecijritate  ectojric  rhythms 
in  ncrrmal  hearts  as  well  as  those  with  structural 
cli.sease.  .\jrjrarently  similar  lacterrs  are  ojrerative  in 
both  groujrs  crl  jratients,  although  jratients  with 
cardiac  abncrrmalities  ate  merre  vulnerable  to  this 
develojrment.  The  lacterrs  involved  in  the  genesis  of 
these  arrhvthmias  become  clear  il  one  considers  the 
exjrerimental  mechanisms  involved  in  their  jrrer- 
clucticrn. 

Xahum  and  HcrlH  showed  that  the  ventricular 
tachycardias  and  ventricular  fibrillaticrn  caused  by 
inhaling  ben/crl  will  nert  occur  il  the  cardiac  sym- 
jrathetics  are  cut  and  the  adrenals  removed.  They 
studied  arrhythmias  caused  by  erther  agents  and  in 
each  instance  lound  that  withcrut  adrenergic  activity 
no  cardiac  tirrhythmias  could  be  jrroduced.  We 
know  that  ventricular  arrhythmias  due  to  digitalis 
is  aggravated  by  symjrathcrmimetic  drugs  and  that 
surgical  ablation  ol  the  cardiac  symjjathetics  or  de- 
jjletion  ol  the  myocardium  of  its  nor-ej3inej)hrine 
content  by  reserjhne‘  can  reduce  or  abolish  cardiac 
arrhythmias.  \\"e  have  then  an  ojjerative  hyjrothesis 
to  work  with:  that  cardiac  jnemature  .systoles  or 
tachycardia  are  the  result  of  the  interaction  of  tw(j 
lactors,  the  symjnaihic  nervous  system  and  an  ex- 
citing agent. 

If  ejjinej^hi ine  and  nor-ejtinejdirine— the  symjja- 
thetic  neurohormones  and  another  substance  to- 
gether are  resjxtnsible  for  jjiemature  systoles  and 
tachycardias,  then  in  all  situations  when  jnemature 
systoles  occur  we  must  seek  out  the  factors  resjjon- 
sible  lor  heightened  syinj^athetic  tone  as  well  as 
other  agents  acting  synergistically  with  the  symjra- 
thetic  neurohormones  to  generate  ectojjic  imj^ulse 
foiniation.  Premature  systoles  have  been  known  to 
occur  as  a jtart  of  a reaction  to  jiain,  elation,  fear, 
resentment,  humiliation,  excessive  hostility,  com- 
jjulsiveness,  anger,  dejnession,  excessive  fatigue,  all 
situations  with  which  both  the  symjjathetics  and  an 
irritant  agent  may  exist.  Atiy  situation  in  a jratient’s 
life  in  which  a sudden  acute  exacerbation  of  ten- 
sion may  be  exjiected  to  result  in  the  jjroduction  ol 
arrhythmias. 

Premature  systoles  may  be  an  early  sign  of  myo- 
cardial disease  esjrecially  il  they  fall  during  the 
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ECONOMY 


When  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
your  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
an  economical  price.  The  potent  formula  is  sensible  and  simple.  It 
contains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
These  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
replenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
Allbee  with  C.  It’s  the  no-nonsense  vitamin  in  the  yellow  and  green 
capsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (Bj), 
10  mg.;  Pyridoxine  hydrochloride  (Be), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A,  H,  ROBINS  COMPANY,  INC,,  R I M C 
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—a  good  reason  for 


ALLBEE*  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 


1'  |i| 

k 

. . NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  “workingday”  world.  And  for  the  patient  who  can't 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.”'  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone. ^ 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.^  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  (V4  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 


REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 
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vulnerable  period  in  the  electrocardiogram.  Ob- 
viously a complete  examination  is  indicated.  The 
physician  then  jjossesses  the  necessary  information 
atid  prestige  to  explain  these  disturbances  of 
rhythm  to  the  patient  anti  every  effort  should  he 
made  to  assure  the  patient  that  he  may  lead  a 
normal  life  with  safety,  ft  may  even  he  worthwhile 
for  the  physician  during  the  examination  not  to 
listen  too  long  to  a particular  region  of  the  chest 
or  relate  significant  finditigs  to  the  patient. 

•All  activity  on  the  part  of  the  physician  should 
he  directed  to  allaying  fear  in  the  mind  of  the 
patient,  thereby  reducing  the  sympathetic  tone,  ft 
may  require  also  manipulation  of  the  life  situation 
and  efforts  to  help  the  patient  deal  more  coti- 
structively  with  his  problems  and  conflicts.  Noth- 
ing will  convince  the  patient  so  readily  of  the  iti- 
nocence  of  his  arrhythmia  as  the  lack  of  restrictiotis 
on  his  life.  There  are  some  instances  when  pre- 
mature systoles  may  engender  an  unpleasant  impact 
of  blow  on  the  chest  to  jjroduce  a throb  from  the 
oncoming  heat  and  make  the  patient  very  un- 
comfortable. Then  his  awareness  of  the  disturbance 
may  he  reduced  by  phenoharhital  or  other  appro- 
priate tranquilizers,  ft  is  rare  however  that  an 
anti-arrhythmiac  agent  for  the  treatment  of  pre- 
mature ecto})ic  heats  due  to  anxiety  becomes 
necessary. 

Having  reduced  as  much  as  possible  the  factor  of 
heightened  .sympathetic  tone  sometimes  pharma- 
cologically if  needed,^  the  next  step  requires  the 
elimination  of  agents  that  are  synergistic  with  the 
catecholamines.  One  of  them  is  nicotine®  in  which 
there  is  a known  discharge  of  epinephrine  after 
heavy  cigarette  smoking.  Of  course  if  there  is 
already  heart  disease  present  the  heart  is  more 
vulnerable  to  ectopic  heating  due  to  nicotine.  In 
such  instances  especially  if  there  is  atrial  premature 
systoles  or  tachycardia,  digitalis  m;iy  he  needed  in 
addition  to  cessation  of  smoking. 

Caffeine  is  known  to  stimulate  the  myocardium 
directly.  It  causes  increase  in  anqjlittide  of  excur- 
sion, heart  rate  and  output.  Eventually  this  stimula- 
tion may  he  great  enough  to  engender  cardiac  ir- 
regularities. With  suppression  of  the  coffee  habit, 
impulse  formation  slowly  regresses.  .Alcohol  is 
probably  an  uninqiortant  cause. 

.Amphetamine  is  a different  story.  Many  reducing 
pills  contain  varying  amounts  of  amphetamine  or 
thyroid.  Being  a synqjathotonic  drug  it  may  he  re- 
sponsible for  the  initiation  of  premature  systoles. 
.A  tlirect  myocardial  action  may  precipitate  ectopic 
heating  even  in  normal  persons  hut  especially  in 
patients  with  heart  disease.*'  .Atrial  tachycardia  and 
atrial  ectopic  heats  appear  most  frequently.  W'hen 
premature  systoles  begin  to  appear  after  large  doses 
of  amphetamine,  the  agent  mtist  he  withdrawn. 
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Thyroid  hormones  affect  the  heart  in  a variety 
of  ways.^  Ehere  is  heightened  sensitivity  to  catechol 
amines,  increased  cardiac  work  and  a stimulation  of 
the  synqjatho-adrenal  system.  In  consequence  it 
may  initiate  formation  of  ectopic  impidses  in  the 
atria  esjtecially  since  his  hormone  increases  the 
ha.sal  metabolic  rate  in  the  atria  more  markedly 
than  in  the  ventricles.  Perhaps  this  is  one  rea.son 
why  atrial  arrhythmias  predominate  in  hyper- 
thyroidism. Most  authors  agree  that  underlying 
cardiac  disease  jjredisposes  to  arrhythmias  asso- 
ciated with  hyperthyroidism.  I’his  state  then 
exhibits  again  the  two  important  factors  in  the 
generation  of  ectopic  heats,  heightened  synqra- 
thetic  tone  and  an  exciting  agent  working  synergis- 
tically.  If  rendering  the  patient  euthyroid  is  in- 
sufficient to  control  the  ectopic  mechanism,  it  may 
become  nece.ssary  to  employ  a digitalis  glycoside. 

It  is  obvious  that  the  recognition  of  the  nature 
of  the  premature  systole  or  tachycardia  is  predicated 
iqjon  a precise  diagnosis  of  the  abnormal  rhythm. 
If  we  hear  in  mind  the  interaction  between  the 
sympathetic  nervous  .system  and  an  exciting  agent 
in  the  genesis  of  the  ectopic  impulse  formation,  we 
are  in  possession  of  the  knowledge  regarding  the 
initiation  of  the  abnormal  mechanism  and  how 
best  to  cope  with  it. 

.As  clinicians  we  will  do  well  to  recall  MacKenzie’s 
classic  observation.  “It  may  be  stated  that  when  the 
extrasystole  is  the  only  abnormal  sign,  the  prognosis 
is  a favorable  one;  and  where  it  is  associated  with 
other  signs  the  prognosis  is  to  be  based  upon  these 
other  signs.’’ 

L.H.N. 
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Breaking  The  Cigarette  Habit 

It’s  easy  to  quit  smokijig.  I’ve  done  it 
hundreds  of  //?/;«.— Mark  Twain 

.All  knowledgeable  people  agree  that  cigarette 
smoking  is  a health  hazard  of  sufficient  inqjortance 
to  warrant  appropriate  remedial  action.  .Some  such 
action  includes  efforts  to  prevent  youngsters  from 
taking  up  cigarette  smoking.  Some  deal  with 
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methods  of  helping  smokers  to  break  the  habit. 
Regardless  of  whatever  general  educational  actions 
may  be  taken  to  discourage  the  appetite  for  cigar- 
ettes, there  remains  the  formidable  problem  of 
assisting  individuals  to  stop  smoking.  Most  smokers 
have  had  serious  difficulty  as  did  Mark  Twain  when 
he  tried  to  stop.  The  reason  is  that  smoking  is  a 
habit  that  is  thoroughly  ingrained  by  a lifetime  pat- 
tern of  behavior  which  is  disrupted  only  wuth  great 
difficulty.  The  habit  appears  to  be  as  difficult  to 
overcome  as  is  that  of  over-eating  or  drinking  to 
excess. 

The  factors  which  perpetuate  the  cigarette  habit 
have  long  been  debated.  The  consensus  of  scientihc 
opinion  is  that  true  addiction  to  cigarettes  does 
not  occur.  The  Economic  Research  Service  U.S. 
Department  of  Agriculture  states  “The  overwhelm- 
ing evidence  points  to  the  conclusion  that  smoking 
—its  beginning,  habituation  and  occasional  discon- 
tinuation is  to  a large  extent  psychologically  and 
socially  determined. However,  psychological  and 
social  factors  have  been  dealt  with  to  a limited 
degree  in  most  smoking  clinics.  A complete  and 
individualized  investigation  of  the  role  of  these 
factors  and  the  ways  in  which  they  can  be  modihed 
may  make  possible  an  effective  approach  to  treat- 
ment of  the  cigarette  habit.  For  the  present,  the 
most  popular  techniques  used  to  assist  the  indi- 
vidual to  stop  smoking  are  educational  cam- 
paigns, psychotherapeutic  measures,  pharmacologic 
methods  and  combinations  of  these.^ 

As  far  as  educational  techniques  are  concerned 
it  must  be  admitted  that  on  the  whole  no  important 
lasting  change  in  cigarette  smoking  has  follow’ed 
attempts  to  stoj)  smoking  by  this  method.  There  is 
the  Edinburgh  experience  where  the  public  w'as 
informed  of  the  hazards  of  smoking  through  paid 
advertisements,  articles  in  newspapers,  posters  in 
buses  and  public  places,  pamphlets,  letters  from  the 
ministry  of  health  to  every  household,  94  special 
meetings  for  teachers,  parents  and  civic  organiza- 
tions. A survey  of  people  before  the  campaign  and 
six  months  later  revealed  “the  campaign  did  not 
increase  the  proportion  of  non-smokers  in  the  popu- 
lation and  the  proportion  of  heavy  smokers  to  non- 
smokers  remained  unchanged.”  The  same  was  true 
after  The  Royal  College  of  Physicians  publicized 
that  smoking  is  a cause  of  lung  cancer,  bronchitis, 
and  probably  contributes  to  coronary  artery 
disease  and  other  common  diseases.  Only  a very 
small  proportion  of  people  surveyed,  6.6  per  cent 
stopped  cigarettes  for  at  least  three  months. 

In  this  country,  after  the  publication  of  the  U.S. 
Public  Health  report  on  smoking  there  was  a sharp 
but  temporary  decline  in  cigarette  production  with 
a concommitant  tenqjorary  increase  in  the  produc- 
tion of  cigars  and  smoking  tobacco.  However,  there 


was  no  important  lasting  change  in  cigarette  pro- 
duction. The  reason  for  the  failure  is  evident.  The 
story  about  dangers  of  smoking  in  the  news  media 
W'as  unsustained,  whereas  the  manufacturers  con- 
tinued to  carry  on  a persistent  advertising  cam- 
paign. 

Physicians  how'ever  have  had  in  the  last  decade 
continual  exposure  to  reports  on  the  hazards  of 
smokinsf,  have  become  convinced  of  these  hazards 
and  have  themselves  stopped  smoking  in  increasing 
numbers.  In  1954,  52  percent  of  Massachusetts 
physicians  smoked  cigarettes.  Currently  this  pro- 
portion had  dropped  to  22.5—33  per  cent.  The  re- 
duction occurred  slowly.  Of  course  doctors  are  a 
unique  group  in  that  they  personally  observe  the 
disability  and  death  in  their  patients  from  diseases 
linked  with  cigarette  smoking.  The  lesson  from 
this  is  that  one-time  efforts  w'ill  be  unsuccessful 
whereas  “long-term”  campaigns  can  show  results. 
This  gives  support  to  the  concept  that  people  can 
be  persuaded  to  stop  smoking  if  the  hazards  are 
presented  convincingly  and  persistently  over  long 
periods  of  time. 

Psychotherapeutic  measures  usually  of  a super- 
hcial  type  employed  in  most  smoking  clinics  are 
generally  ineffective  over  the  long  pull.  7'his  is 
true  of  the  experience  of  the  clinics  held  by  the 
London  Ministry  of  Health.  Lawton^  tried  group 
psychotherapy  in  a group  of  conhrmed  smokers. 
The  group  met  for  nine  90-minute  sessions  over  a 
period  of  six  weeks.  Twelve  of  the  group  stopped 
and  eight  were  still  not  smoking  three  months  later, 
but  18  months  later  only  three  were  still  abstaining 
from  smoking.  Hypnosis  and  post-hypnotic  sug- 
gestion have  also  been  used  in  some  anti-smoking 
campaigns,  but  their  efficiency  has  not  been  eval- 
uated objectively.- 

Pharmacologic  methods  have  also  been  used  as 
smoking  deterents.  Anesthetic  losenges,  astringent 
mouth  washes,  anti-cholinergic  drugs,  sedative  like 
hydroxyzine  or  meprobamate  and  hnally  lobeline. 
None  of  these  substances  have  been  found  to  be  any 
better  than  placebos.- 

Because  the  individual  treatment  modalities  have 
not  been  notably  effective  in  terminating  the  cigar- 
ette habit,  there  has  been  a tendency  to  combine 
these  treatment  methods  in  smoking  treatment 
clinics.  Typical  programs  last  from  10  days  to  six 
weeks,  and  employ  education  approaches,  various 
psychological  techniques,  diets,  exercizes,  tranquil- 
lizers, lobeline  and  other  measures.  Such  clinics  have 
been  operating  in  the  Scandinavian  countries  since 
1958.  They  have  also  been  established  in  Canada, 
Great  Britain  and  other  European  countries  and 
also  in  this  country  under  the  sponsorship  of  re- 
ligious orders,  municipalities,  foundations  and 
health  agencies. 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic*  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead 
ing  orthopedic  surgeons  for  good  sleeping  posture.  It! 
firmness,  providing  the  kind  of  support  acknowledgec 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  t( 
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Only  in  a few  instances  have  the  effectiveness  of 
these  clinics  been  evaluated.  Of  1,012  cigarette 
smokers  tvho  attended  the  anti-smoking  clinics  in 
Stockholm,*  76  per  cent  of  those  who  had  com- 
pleted the  10  day  course  of  treatment  said  they 
had  stopped  smoking  completely  and  an  additional 
22  per  cent  reduced  their  consumption  to  less  than 
a quarter  of  the  number  of  cigarettes  smoked  before 
treatment.  Six  months  later  it  was  disclosed  that 
only  23  per  cent  were  still  abstaining  from  smoking 
cigarettes  and  an  additional  five  per  cent  were  smok- 
ing less  than  25  per  cent  of  their  previous  consump- 
tion. In  this  country  no  improvement  over  the 
results  described  have  been  reported. 

A glance  at  the  results  shows  clearly  that  it  is  the 
high  relapse  rate  which  is  a recurrent  problem  in 
all  clinics  which  have  analyzed  their  long  term 
effects.  Several  factors  which  influence  the  relapse 
rate  have  been  identified.  The  relapse  rate  is  great- 
est among  those  who  merely  reduce  the  number  of 
cigarettes  smoked,  and  least  among  those  who  ceased 
entirely.  For  example  Lynch®  found  that  relapse  oc- 
curred within  three  months  in  50  per  cent  of  per- 
sons who  reduced  the  amount  of  smoking  or 
changed  to  cigars  or  pipe  but  only  in  nine  per  cent 
of  those  who  completely  stopped  smoking.  Similar 
results  were  reported  by  Hammond  and  Garfinkel.*^ 

The  length  of  time  individuals  have  abstained 
from  cigarettes  is  another  important  factor  deter- 
mining whether  or  not  they  will  resume  the  habit. 
This  is  borne  out  clearly  by  Hammond’s  figures. 
'Fhe  relapse  occtirred  in  37  per  cent  of  persons  who 
had  discontinued  smoking  for  one  year,  in  19  per 
cent  of  those  who  stopped  smoking  for  1-2  years  and 
only  in  five  per  cent  of  those  who  had  stopped  two 
or  more  years.  Hammond’s  figures  also  identify 
three  other  factors  as  related  to  the  relapse  rate 
and  inextricably  to  each  other:  current  age,  age  at 
which  cigarette  smoking  was  started  and  the  degree 
of  inhalation.  I’he  risk  of  relapse  was  high  in  the 
younger  cigarette  smoker,  the  earlier  age  at  which 
he  started  smoking  and  the  more  he  inhaled. 

If  high  relapse  rates  are  to  be  avoided,  the  habit 
of  “non-smoking”  must  be  reinforced  over  a period 
of  at  least  two  years.  Currently  only  limited  as- 
sistance can  be  offered  the  individual  who  desires 
to  stop  or  whose  health  contra-indicates  cigarette 
smoking.  However,  experience  is  accumulating  with 
a variety  of  non-smoking  measures  and  these  should 
provide  a basis  for  further  development  of  treat- 
ment methods. 

The  doctor  must  tell  his  cigarette  smoking 
patients  that  one  cigarette  smoked  takes  away  14^ 
minutes  of  his  life.  Twenty  cigarettes  smoked  a day 
takes  away  eight  years  of  his  life  and  40  cigarettes 
redtices  his  longevity  by  16  yearsd  Such  stark  real- 


ism can  jolt  his  patient  in  recognizing  the  dangers 
of  cigarette  smoking. 

L.H.N. 
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Oxygen  Toxicity  In  Hyperbarism 

^Mail’s  dependence  upon  the  earthly  atmosphere 
is  being  challenged  by  our  attempts  to  probe  into 
space,  by  going  deep  under  water  and  by  attempt- 
ing hyperbaric  oxygenation  in  medicine.  In  each 
instance  the  effort  has  been  to  establish  and  main- 
tain a life  sustaining  milieu  independent  of  and 
isolated  from  the  surrounding  environment  using 
oxygen  as  a major  component.  In  all  of  these  efforts 
a limiting  factor  has  been  man’s  intolerance  to 
oxygen  at  high  ambient  pressures  and  concentra- 
tions. Webb,  et  ah*  have  just  reported  that  hyper- 
baric oxygen  tensions  oxidize  the  pulmonary  sur- 
factant in  guinea  pigs  and  rats  leading  to  atalec- 
tasis. 

Margolis  and  Brown-  have  just  reported  studies 
on  the  dog  exposed  to  hyperbaric  oxygenation. 
With  standard  Navy  diving  and  decompression 
techniques,  they  placed  mature  healthy  mongrel 
dogs  individually  and  without  anesthesia  or  re- 
straint in  a 1 metei**  chamber  and  exposed  them 
to  100  per  cent  oxygen  at  three  atmosphere  pres- 
sure for  more  than  four  hours.  The  CO2  produced 
by  the  animal  was  extracted  by  soda  lime.  Some  ani- 
mals developed  seizures  but  this  event  did  not 
terminate  the  experiment.  After  removal  from  the 
chamber,  the  animals  were  observed  for  six  to  thir- 
teen days  following  exposure,  for  neurologic  im- 
pairment. 

The  only  change  attributable  to  oxygen  toxicity 
was  a characteristically  ocular  lesion.  This  consisted 
of  segmental  degeneration  of  axons  in  the  nerve 
fiber  layer  of  the  retina  in  the  region  encompassing 
and  surrounding  the  optic  nerve  head.  The  lesions 
appeared  identical  to  cytoicl  bodies,  the  microscojDic 
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components  ot  the  “cotton-wool  spot’’  tvhich  is 
characteristic  ot  retinal  vascular  disease  in  man. 
This  cytoid  lesion  appeared  in  all  12  dogs  sub- 
jected to  a single  hyperbaric  exposure  ot  four  hours 
or  more.  It  tvas  absent  in  ttvo  dogs  exposed  lor 
210-235  minutes  and  also  absent  in  83  dogs  that 
received  hyperbaric  oxygen  tor  45-120  minutes  to 
test  this  procedure  against  the  sequelae  of  circida- 
tory  arrest. 

It  has  been  known  since  the  etiology  of  retro- 
lental  fibroplasia  was  established,  that  the  im- 
mature retina  is  highly  sensitive  to  the  toxic  action 
of  oxygen.  Recently  Ashton  and  Pedler^  demon- 
strated that  ambient  hyperoxia  also  exerts  a 
selective  action  upon  the  endothelium  of  develop- 
ing retinal  vessels  although  it  does  not  injure 
directly  other  retinal  structure  or  affect  immature 
cerebral  or  meningeal  vessels.  NoelP  showed  that  in 
rabbits  this  sensitivity  exists  also  in  the  mature  eye, 
but  with  the  visual  cells  rather  than  the  vascular 
bed  as  the  target  tissue.  He  tested  this  by  finding  a 
depression  of  the  electroretinogram  (ERG)  alter 
exposure  to  100  per  cent  oxygen  at  1 atm.  for  more 
than  twenty-four  hours.  However,  when  he  exposed 
his  animals  to  hyperbaric  oxygenation,  then  alter- 
ations were  both  accelerated  and  intensified.  De- 
pression of  the  ERG  was  greatest  after  three  to  five 
hours  exposure  to  100  per  cent  oxygen  at  3 atm. 
The  injury  to  the  visual  cells  became  irreversible 
after  five  to  six  and  one-half  hours  and  frequently 
after  shorter  exposures. 

The  death  of  visual  cells  in  rabbits  as  described 
by  Noell  and  the  segmental  degeneration  of  nerve 
fibers  in  dogs  that  Margolis  and  Brown  observed 
provide  two  different  anatomical  indices  useful  for 
further  studies  of  the  pathogenesis  of  oxygen 
toxicity.  We  know  that  high  oxygen  tensions  con- 
strict cerebral  and  retinal  vessels  and  this  raises  the 
cpiestion  as  to  whether  the  ocular  lesions  are  caused 
by  ischemic  anoxia.  If  the  blood  flow  is  reduced  by 
prolonged  vasospastic  response,  is  it  sufficient  to 
overcome  the  increased  oxygen  transport  of  hyper- 
barism?  This  question  remains  for  further  study. 

There  is  of  course  another  possibility,  namely 
that  the  retinal  injury  coitld  be  due  to  inhibition 
by  oxygen  of  membrane  or  intracellular  enzyme 
reactions.  This  fact  could  account  for  both  the 
death  of  visual  cells  and  for  segmental  lesions  in 
their  processes.  Oxygen  at  elevated  pressures  is  a 
potent  toxin  of  living  cells.®  When  its  liberation  is 
facilitated  by  small  amounts  of  CO2  then  neuro- 
toxic effects  such  as  convulsive  responses,  paralysis, 
and  death  are  all  accelerated  or  increased  in  in- 
cidence. This  could  hardly  be  due  to  ischemic 
anoxia. 

Margolis  and  Brown  were  able  to  prevent  the 
eye  lesions  by  the  use  of  98  per  cent  oxygen  and 


two  per  cent  carbon  dioxide  at  3 atm.  But  in 
these  experiments  there  was  merely  a shift  in  the 
locus  of  the  toxic  action  of  oxygen  from  the  eye 
to  the  central  nervous  system  which  was  mani- 
fested clinically  by  overt  neurologic  deficits  and 
histologically  as  selective  neuronal  necrosis.  We 
thus  have  two  separate  mechanisms  that  may  be 
operative  in  oxygen  toxicity.  One  is  increased  vas- 
cular resistance  induced  by  the  hyperoxia  which 
could  restdt  in  ischemic  retinal  necrosis.  The  other 
is  direct  oxygen  toxicity  upon  the  membrane  and 
celhdar  enzymes.®’'^ 

It  is  very  likely  that  the  gross  counterpart  to  the 
retinal  injury  the  “cotton  wool’’  lesion  might  be 
seen  with  the  ophthalmoscope.  In  that  case,  it 
might  be  a usefid  sign  of  oxygen  toxicity.  However 
because  the  discovery  of  the  lesion  by  Margolis  and 
Brown  was  unexpected,  they  have  not  yet  had  the 
opportunity  of  observing  it  in  the  living  animal. 

More  recently  Peter,  et  al.®  studied  the  effects  of 
hyperbaric  oxygenation  on  coronary  occlusion  in 
pigs  and  found  that  it  prolonged  the  life  of  the 
animals  only  long  enough  to  reveal  the  acute 
necrosis.  No  eye  studies  were  made  on  the  pigs. 
However,  even  if  some  pigs  had  survived  the  in- 
farction, total  blindness  would  be  too  great  a price 
to  pay  for  such  doubtful  benefits. 

lire  perils  to  the  eye  posed  by  oxygen  at  high 
pressure  are  of  particular  significance  to  hyperbaric 
medicine  and  to  undersea  ventures.  Neither  can 
these  findings  be  neglected  by  our  man  in  space 
jjrogram,  since  prolonged  exposure  to  oxygen  at  a 
partial  pressure  of  over  350  mm  Hg  is  also  regularly 
attended  by  toxic  manifestation. 

L.H.N. 
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Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  East  EEC  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


6655 


Volume  30,  No.  5 


329 


The  Significance  Of  Antibody  Titers  and 
Amniocentesis  In  Erythroblastosis  Fetalis 

Maclyn  E.  Wade,  M.D.,  C.  D.  Davis,  M.D.,  Ernest  Kohorn,  M.  Chir.,  FRCS.  MRCOG. 
and  Wayne  Ulisnik,  M.D. 


■ A case  ol  Erythroblastosis  Fetalis  is  presented  to 
illustrate  the  use  ol  amniocentesis  and  to  support 
the  plea  that  the  amniotic  fluid  shonld  be  ex- 
amined in  all  sensitized  patients  however  low  the 
antibody  titer. 

In  1952,  llevis^  demonstrated  a relation  between 
the  bilirubin  content  of  the  licjuor  amnii  and 
rhesus  sensiti/ation.  Walker-  in  1957,  found  a 95 
per  cent  ccwrelation  between  the  presence  of  bili- 
lubin  jcignients  in  amniotic  Iluid  and  the  develop- 
ment of  erythroblastosis  in  the  infant.  In  1961, 
Filey*  reported  his  experience  with  amniocentesis 
in  sensitized  patients  and  demonstrated  that  the 
size  of  the  450  M/a  deviation  of  the  spectrophoto- 
metric  absorption  curve  of  the  licpior,  provided  an 
accurate  indication  of  the  degree  of  fetal  hemolysis 
and  thus  of  the  fetal  anemia.  He  established  criteria 
lor  the  management  of  these  patients  based  on 
these  findings  and  placed  them  in  three  groups, 
depending  on  the  size  of  the  spectrophotometric 
dellection,  the  greater  deflection  indicating  more 
severe  hemolysis.  Depending  upon  the  maturity 
of  the  fetus,  intrauterine  transfusion  or  premature 
delivery  would  be  performed  in  the  more  severely 
affected  ca.ses.  (Zones  II  and  III),  (Figure  I)  . 

Using  these  criteria  Filey*  reduced  the  perinatal 
mortality  of  Frythroblastosis  Fetalis  from  22  per 
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cent  tcj  9 per  cent  and  Freda"’  has  reported  similar 
results  in  Xew  York,  lip  to  the  pre.sent  amnio- 
centesis has  been  performed  only  if  the  maternal 
antibody  titer  was  found  to  be  more  than  1:64. 

Case  Report 

Mrs.  C.  P.,  a inanicd  wtiite  female  age  2(i,  Go,  P 3,  .\  I, 
was  referic^cl  to  the  Yale  t nivc'csilv  Mc*ciical  Center  on 
October  12.  1905.  .She  is  group  .\.  Rh  negative  and  her  hus- 
band is  group  O,  Rh  positive.  She  has  had  no  blood  trans 
fusions. 

In  1958  she  had  an  abortion.  She  then  had  three  ineg- 
nancies,  in  1900,  1901  and  1903.  In  the  first  two  of  these 
pregnancies  no  antibodies  developed  but  in  the  last  preg- 
nancy there  was  a titer  of  1:4.  The  infants  were  delivered  at 
term,  at  37  weeks  and  at  38  weeks  respectively.  All  infants 
were  Rh  positive  but  only  in  the  last  pregnancy  was  the 
Coombs  test  ])ositive.  No  infants  reejuired  exchange  trans- 
fusion. 

During  the  present  pregnancy  the  I.MP  was  2/7/05  and 
the  F.DC  11/14/05.  The  itregnancy  was  uneventful  apait 
from  the  linding  of  an  antibody  titer  of  1:8  at  9 and  20 
weeks.  She  was  referred  for  an  opinion  at  the  35th  week  of 
gestation.  ,\s  it  was  felt  that  all  sensitized  patients  should 
have  an  amniocentesis  this  procedure  was  performed.  The 
optical  density  difference  was  fotintl  to  be  0.18  (Figure  II) 
placing  the  patient  in  Filey’s  Zone  III.  This  implied  that  the 
fetus  was  iti  grave  danger.  Labor  was  therefore  induced  and 
the  baby  was  delivered. 

'File  child  weighed  2745  grams.  Investigation  showed  the 
cord  hemoglobiti  was  0.8  gms,  cord  hematocrit  24  per  cent, 
cord  Coombs  test  was  4+  positive.  Cord  bilirubiti  was  14.0 
mgs.  per  cent,  direct  9.9  mgs.  per  cent.  'Fhere  were  270 
nuclear  red  cells  per  100  white  ceils.  Fhe  reticulocyte  count 
of  the  infant  was  02  per  cent. 

F.xchange  transfusion  was  performed  and  the  infant  did 
well.  1 he  Cioombs  titer  obtained  from  the  mother  on  the 
day  of  delivery  was  1:10. 

Comments 

4 his  case  again  illustrates  that  the  antibody  titer 
ol  maternal  serum  does  not  give  a good  indication 
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ol  the  severity  ol  the  hemolytic  disease  in  the  inlaiit. 
A titer  as  lotv  as  1:8  may  be  associated  with  severe 
disease.  It  is  lelt  that  amniocentesis  shotild  be  per- 
lormed  tontincly  in  all  patients  who  have  any 
antibody.  Lotv  titers  may  lull  one  into  a sense  ol 
lalse  security. 

In  e.xperienced  hands  the  procedure  is  relatively 
Iree  Irom  risk.  In  120  amniocenteses  at  Yale-New 
Haven  Medical  Center  there  have  been  no  compli- 
cations. 

It  is  the  jrractice  to  jjerlorm  the  first  amnio- 
centesis ;it  the  3()th  week  of  gestation  except  if 
the  previotis  infant  has  been  severely  affected  or 
there  has  been  a previous  stillbirth  in  which  case 
amniocentesis  is  first  performed  at  the  20th  w'eek. 
Repeat  amniocenteses  are  then  performed  as  indi- 
cated. 

Summary 

A brief  account  of  the  history  and  significance  of 
amniocentesis  is  presented.  Although  a rising  titer 
gives  some  correlation  with  the  severity  of  the  ery- 


throblastosis in  the  infant,  a low  antibody  titer 
does  not  do  so  and  may  hdl  one  into  a false  sense  of 
security. 

Amniocentesis,  being  relatively  safe  in  exper- 
ienced hands  should  be  performed  in  all  sensitized 
patients. 
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Science,  like  life,  feeds  on  its  own  decay.  New  facts  burn  old  rules,  then 
newly  developed  concepts  bind  old  and  new  together  into  a reconciling  law. 

— William  Jaines 


Volume  30,  No.  5 


331 


Intrauterine  Fetal  Transfusion  - Indications 
And  Management 

C.  D.  Davis,  M.D.,  Maclyn  E.  Wade,  M.D.,  Ernest  Kohorn,  M.Chir.,  FRCS.,  MRCOG. 
and  Wayne  Ulisnik,  M.D. 


■ I.ilcyi  first  reported  a suceessliil  intrauterine  fetal 
lianslusion  in  Iffti.S.  Since  llien  this  procedure  has 
Iteen  utili/ed  with  varying  success  in  selected  cases.- 
Ihecise  c linical  indications  lot  j)c  rloi  ining  the  prcj- 
ceclnre  aie  giadually  eudving. 

T he  olpec  t of  this  report  is  to  discuss  criteria 
lor  the  selection  of  patients  for  intrauterine  fetal 
tiansfnsion  and  some  of  the  difficulties  that  the 
management  of  these  patients  presents. 

It  is  jireferahle  that  patients  with  Rhesus  sen- 
siti/alion  are  seen  in  a si>ecial  clinic  so  that  an 
exjjerienteci  team  can  deal  with  the  jiroblem. 
Spectrophotometric  changes  in  the  amniotic  fluid, 
optical  density  clilference  at  450  M/x,  reflect  the 
degree  ol  fetal  anemia  and  are  a practical  guide  for 
clinical  management.-*  W'e  do  not  feel,  however,  that 
one  is  justified  in  choosing  a specific  optical  density 
difference,  such  as  0.15  or  0.02  Af^a,  and  arbi- 
trarily state  that  this  is  the  jioint  above  which  all 
patients  ivill  be  induced  or  transfused  in  ntero. 
This  conclusion  is  based  upon  the  fact  that  the 
significance  of  a specific  optical  density  difference 
c hanges  as  the  length  of  gestation  increases.  (I*  ig.  I)  . 


Fic;ure  I 

Modifit-cl  from  I.iley^  and  extrapolated  from  27  week.s  to 
20  weeks  of  gestation.-'  Zone  I— Fetus  mildly  allected  or 
unalfected.  Zone  II  Fetus  moderatelv  to  markedly  affected. 
Zone  HI  Fetus  severely  alfected. 
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-All  sensiti/ecl  jiatients  should  have  an  amnio- 
centesis, however  low  the  anti-Rli  titei"*  may  be.  If 
the  jiatient  has  a history  of  previously  severely 
.'illected  infants  or  has  a high  anti-Rh  titer  early 
in  pregmincy,  the  first  amniocentesis  should  be  per- 
formed ;it  or  near  the  20th  week  of  gestation.  The 
result  obtained  from  this  initittl  investigation  will 
ser\e  as  a guide  to  the  timing  of  further  amnio- 
centeses. In  this  way  serial  optical  density  differences 
will  be  obtained,  and  if  the  pattern  indicates  a 
rapid  increase  to  upper  Zone  If  or  Zone  Iff,  there 
should  be  no  doubt  that  the  fetus  is  severelv 
allected. 

If  the  fetus  is  felt  to  be  in  jeopardy  and  if  the 
estimated  fetal  weight  and  the  gestational  age  are 
not  sufficient  for  safe  premature  delivery,  then 
intrauterine  fetal  transfusion  should  be  considered. 
•A  history  ol  previous  stillbirths  clue  tcj  erythro- 
blastosis letalis  or  a rejieated  neonatal  excliange 
transinsion  would  sway  us  toward  jierforniing  a 
transfusion  in  ntero. 

Experience  indicates  that  the  markedly  hydropic 
Ictus  is  unlikely  to  survive,  however  successful  the 
transinsion  may  be  technically.  Infused  red  blood 
cells  are  not  absorbed  readily  from  the  fetal  peri- 
toneal cavity  in  the  irresence  of  ascites.  This  finding 
is  supjrorted  by  other  investigators. The  presence 
ol  ascites  or  .seal])  edema  is  readily  visualized  raclio- 
logically  if  30  AI  Sodium  cliatrizoate  is  instilled  into 
the  amniotic  cavity  prior  to  the  performance  of  an 
intrauterine  fetal  transfusion.  If  marked  ascites  is 
])resent  we  do  not  proceed  -evith  the  transfusion. 
(Eig.  11). 

Two  patients  are  jrresented  as  examples. 

(i.  Af.,  :^B5-5H-11,  is  a 2 1 -year-old  Gravida  4, 
Para  3,  married  negro  female.  The  patient  had 
never  received  a blood  transfusion.  Her  blood 
group  is  O and  she  is  Rhesus  negative,  (Anti-D) . 
Her  hnshand  is  Rhesus  positive. 
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The  patient’s  first  pregnancy,  in  I960,  resulted 
in  a group  O,  Rhesus  positive  infant.  The  cord 
Coombs  test  was  negative.  During  her  second  preg- 
nancy in  1962,  her  anti-Rh  titer  rose  to  1:512.  At 
delivery  the  cord  Coombs  test  was  4+  positive.  The 
infant  recpdred  two  exchange  transfusions.  The 
third  pregnancy  in  1964  was  terminated  at  37  weeks’ 
gestation  by  induction.  The  infant  was  Group  O, 
Rhesus  positive.  The  cord  Coondjs  test  was  4+.  The 
baby  required  one  exchange  transfusion.  All  babies 
sur\ ived. 

The  patient’s  last  menstrual  period  was  3/10/65 
and  her  expected  date  of  confinement  was  12/17/65. 
The  patient  was  first  seen  in  the  obstetrical  clinic 
at  27  weeks’  gestation.  At  that  time  her  anti-Rh 
titer  was  1:2048  and  remained  at  this  level  through- 
out the  pregnancy.  An  amniocentesis  revealed  an 
optical  density  difference  of  0.17  at  450  M^.  At  28 
weeks  this  remained  unchanged.  It  dropped  to  0.13 
during  the  31st  week  and  then  rapidly  rose  to  0.18 
M/j,.  at  the  32nd  week  (Fig.  Ill)  . This  difference 
placed  the  fetus  on  the  borderline  of  Zone  II  and 
Zone  III.  An  intrauterine  fetal  transfusion,  using 
the  Filey  method,  with  modifications  previously 
described,^  was  performed.  The  infant  recei\ed 
120  ml.  of  packed,  washed,  group  O,  Rhesus  nega- 
tive red  blood  cells.  The  patient  was  given  prophy- 
lactic systemic  penicillin  600,000  units  IM.  B.l.D. 
and  streptomycin  .5  grams  IM.  B.l.D.  Amniocen- 


Figure  II 


.Vnlciioi -Posterior  Film.  30  m.  of  30  M.  Sodium  Dialrizoute 
injected  into  Amniotic  Cavity  aiul  3 ml.  into  the  Fetus  to 
outline  fetal  peritoneal  cavity.  Note  marked  ascites  as  well 
as  scalp  edema. 


Figure  III 

Spectrophotometric  curve  of  .Vmniotic  fluid  (C.M.)  at  time  of  intrauterine  fetal  transfusion. 


Volume  30,  No.  5 


333 


llGURF,  I\’ 

SpcctiophotoiiHti ic  ciir\c‘  of  iimiiiotic  fluid  (C.M.)  fi\c  da\s  after  intrauteiiiie  fetal  tiaiisfusioii. 
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tesis  during  the  33rd  week  showed  an  optical  density 
difference  of  0.11  Mfi.  (Fig.  IV).  In  the  34th  week 
it  was  0.12  M/x.  (Fig.  V)  . Both  these  readings  are 
in  upper  Zone  II  (Fig.  VI)  . At  that  time  it  was 
felt  that  the  fetus  weighed  2500  grams  and  could 
survive  early  delivery.  Ultrasonic  measurement  of 
the  fetal  head  supported  our  clinical  estimation. 

The  patient  delivered  a 6 pound  male  fetus.  The 
baby  tvas  edematous  and  the  Apgar  score  was  1. 
An  exchange  transfusion  was  carried  out  im- 
mediately, but  despite  this  and  vigorous  resuscita- 
tion the  infant  died.  The  placenta  was  grossly  en- 
larged and  edematous.  The  cause  of  fetal  death  was 
congestive  cardiac  failure  secondary  to  anemia. 
Laboratory  data  showed  that  the  cord  Coombs  test 
was  4+  and  the  cord  hemoglobin  was  4 grams. 
Estimation  of  fetal  and  adult  hemoglobin  by  alkali 
denaturation  of  the  cord  blood  showed  that  only 
10  per  cent  of  the  infant’s  cord  blood  was  fetal 
in  origin.  Postmortem  examination  revealed  the 
infant  to  be  markedly  edematous.  Massive  ascites 
and  pleural  effusions  were  found.  The  liver  and 
spleen  were  enlarged  three  times  normal  size.  There 
was  no  evidence  of  internal  trauma  from  the  in- 
trauterine transfusion  technique. 

B.  M.,  :^65-38-10,  is  a 27-year-old  Gravida  5, 
Para  4,  married  white  female.  The  patient’s  blood 
Group  is  A,  Rhesus  negative  (Anti-D)  . Her  hus- 
band is  Group  A,  Rhesus  positive.  The  patient  re- 
ceived a blood  transfusion  7 years  ago  for  post- 
jjartuni  hemorrhage  following  her  first  pregnancy. 
She  had  full  term  deliveries  in  1958  and  1959.  Both 
children  were  Rhesus  positive.  In  1960  a stillborn 
infant  was  delivered.  The  intrauterine  demise  was 
felt  to  be  secondary  to  erythroblastosis  fetalis.  In 
1961  the  fourth  pregnancy  was  terminated  by  a 
cesarean  section  at  36  weeks’  gestation.  The  infant 
was  exchange  transfused  twice  and  died  soon  after 
the  second  transfusion. 

The  patient’s  last  menstrual  period  was  3/14/65 
and  her  expected  date  of  confinement  was  12/21/65. 
The  patient’s  anti-Rh  titer  remained  1:128  through- 
out the  pregnancy.  She  was  referred  to  our  clinic  at 
32  weeks’  gestation  because  amniotic  fluid  analysis 
had  shown  an  optical  density  difference  of  0.17  M^a. 
at  450  M^.  Amniocentesis  was  repeated  and  the  dif- 
ference was  0.13  M^.  It  would  have  been  helpful  if 
samples  of  amniotic  fluid  had  been  obtained  earlier 
in  the  pregnancy,  and  preferable  if  they  had  been 
examined  in  the  same  laboratory  for  a more 
definitive  comparison.  Nevertheless,  both  determi- 
nations placed  the  fetus  in  the  upper  half  of  Zone  II. 

Since  the  patient  had  previously  lost  two  babies 
from  erythroblastosis  fetalis,  the  optical  density 
difference  at  32  weeks’  gestation  indicated  a marked 
anemia  in  the  fetus  and  the  fetus  was  too  pre- 


Ficure  VI 

Siimniaiy  of  Spectrophotomctric  analysis  of  amniotic  (luid 
(C.M.)  . Note:  .Spcctrophotometric  analysis  of  ascite  llnid 
obtained  from  fetus  after  birth  bad  an  optical  density 
difference  of  1.0.  M^u. 

mature  to  survive  early  delivery,  an  intrauterine 
transfusion  was  performed.  I’he  infant  received 
100  ml.  of  group  O,  Rhesus  negative,  washed, 
packed  red  Itlood  cells,  hematocrit  90  per  cent. 
Four  days  later,  analysis  of  the  amniotic  fluid 
showed  an  optical  density  difference  of  0.17  Mp. 
Nine  days  later  it  fell  to  0.06  Mp,.  (Fig.  VII,  VIII, 
IX)  . Since  our  previous  experience,  as  well  as  that 
of  other  investigators,'^  indicated  that  one  cannot 
rely  upon  the  optical  density  difference  determina- 
tions following  intrauterine  transfusion,  we  elected 
to  retransfuse  the  infant.  This  was  performed  at 
Ml/)  weeks’  gestaton,  at  which  time  110  ml.  of 
Groiq)  O,  Rhesus  negative,  washed,  packed  red 
blood  cells,  hematocrit  92  per  cent  were  instilled 
into  the  fetal  peritoneal  cavity.  At  36  weeks’  gesta- 
tion the  estimated  fetal  weight  was  6 pounds. 
Ultrasonic  cephalometry  confirmed  this  impression. 

On  11/21/65  the  mother  was  induced  and  de- 
livered of  a viable  6 pound  male  fetus,  at  the 
Westerly  Hospital,  Westerly,  R.  I.  The  Apgar  score 
was  10-10.  Analysis  of  the  cord  blood  showed  that 
the  letus  was  Group  A,  Rhesus  positive.  The  cord 
hemoglobin  was  18  mg.  and  the  cord  bilirubin  was 
3-75  mg.  per  cent.  Estimation  of  fetal  and  adult 
hemoglobin  by  alkali  denaturation  tests  revealed 
that  the  cord  blood  contained  2.1  j^er  cent  fetal 
hemoglobin  and  97.9  per  cent  adult  hemoglobin. 
Optical  density  difference  of  the  amniotic  fluid 
obtained  at  delivery  was  0.09  Mp.  The  infant  has 
done  well. 

Comments 

Both  these  patients  had  intrauterine  fetal  trans- 
fusions that  were  successful  as  shown  by  lack  of 
trauma  to  either  fetus,  and  by  the  presence  of  90 
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Figure  IX 

Summary  of  Spectrophotometric  analysis  of  amniotic  fluid 
(B.M.)  . 


per  cent  or  more  adult  retl  l^lood  cells  in  the  cord 
blood.  The  first  patient  demonstrates  that  the 
determination  ol  the  optical  density  difference  at 
450  Mp.  by  spectrophotometric  analysis  of  the 
amniotic  Ihdd  after  intrauterine  transfusion  may  be 
misleading.  The  two  lower  readings  following  fetal 
transfusion  lulled  us  into  a false  sense  of  security. 
This  experience  indicated  that  these  fetuses  should 
be  re-transfused,  either  weekly  or  every  ten  days, 
even  if  the  optical  density  difference  of  the  amniotic 


fluid  has  decreased.  Freda’s^  experience  has  led  him 
to  the  same  conclusion.  Re-transfusion  was  per- 
formed with  good  effect  in  the  second  baby. 

Summary 

1.  Criteria  for  .selecting  candidates  for  intrauterine 
fetal  transfusion  are  presented. 

2.  Two  cases  of  intrauterine  transfusion  and  the 
problems  inherent  in  their  management  are 
discussed. 
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1 cannot  conceive  of  the  practice  of  medicine  in  which  there  is  any  breach 
of  absolute  trust  and  confidence  between  patient  and  doctor.  A good  physician 
cannot  lie  to  his  patient.  If  the  truth  be  bitter  he  must  help  the  patient  face  it. 
On  the  other  hand,  I could  not  bear  the  practice  of  medicine  if  I felt  obliged 
to  tell  the  patient  everything  I know  or  think  I know  ...  In  a materialistic 
age  in  a society  which  certainly  is  not  notable  for  individual  bravery,  inde- 
pendence of  thought  or  a philosophic  attitude,  it  will  not  be  possible  to  make 
a philosopher  out  of  every  man  during  a terminal  illness.  Perhaps  Sir  William 
Jenner’s  three  essential  qualities  for  the  Medical  Man  will  see  us  through  such 
difficult  times:  “He  must  be  honest,  he  must  be  dogmatic,  he  must  be  kind.” 

— WiUiam  B.  Bean,  “On  Death.” 
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Wilson's  Disease  Presenting  As  Pancytopenia: 
Splenectomy  In  Management 

Harvey  W.  Kaetz,  M.D.,  Stanley  S.  BrodofF,  M.D.  and  Anthony  W.  Robbins,  B.A. 


Case  Report 

■ Primary  splc'iiic  pancytopenia  is  (onsidcrecl  by 
many  to  be  a tine  entity.’  However,  most  ol)ser\ers 
leel  that  it  is  not  a primary  syndrome,  l)nt  a mani- 
testation  ol  illness  that  is  obscure  lor  want  ol  better 
diagnostic  technicpies  or  keener  observation,  per- 
ha]js  more  olten  the  latter. 

W’e  recentlv  had  the  opportunity  to  observe  a 
young  girl  who  was  relened  to  one  ol  us  by  her 
[diysician,*  because  ol  anemia  and  splenomegaly, 
and  her  illness  is  an  illustration  ol  the  need  lor 
keener  observation. 

.Miss  C.  P.  (\'NHH  was  a 15  year  old 

white  girl  who  sustained  a back  injury  while  play- 
ing soccer  at  school  in  September  IPbl. 

Further  history  revealed  that  she  had  been  lound 
to  be  anemic  in  a routine  school  survey  in  June 
ol  19()5,  but  this  was  not  investigated.  For  the 
past  two  Years  she  had  noted  Irequent  mrsebleeds 
and  bleeding  ol  her  gums  with  brushing  but  since 
early  (anuary  ol  1965,  nasal  and  gingival  bleeding 
had  been  spontaneous.  She  had  not  yet  begun  to 
menstruate. 

Iler  past  history  Yvas  not  contributoi  y.  Fhere  had 
been  no  known  exposure  to  chemicals  or  drugs.  The 
lamily  history  was  not  significant.  Her  lather,  age 
■11,  and  her  mother,  age  5f),  tvere  in  good  health. 
She  had  one  sister,  age  l.H,  who  was  well.  A paternal 
aunt  had  died  ol  diabetes  at  age  45;  a paternal 
grandlather  had  died  ol  cancer  ol  the  stomach. 
Fhere  tvas  lu^  lamily  history  ol  anemia,  jaundice,  or 
splenomegaly. 

.\t  examination  on  |anuary  2b,  19b5,  her  height 
was  ()8  inches  and  her  weight  121  pounds.  Her 
blood  pressure  tvas  120/50;  temjjerature,  pulse  and 
respirations  were  normal.  Fhe  patient  was  a 
pleasant,  (xjoperative  white  girl  with  lacial  and 
mucous  membrane  pallor.  Ouestions  were  anstvered 
slowly  and  with  a slight  tendency  to  slur  .some 
Yvonls.  It  was  noted  that  she  took  a lull  10  minutes 
to  get  uiuhessed  lor  examination  but  at  the  time, 
little  emphasis  was  attached  to  these  ob.servations. 
Fhere  was  liesh  gingival  bleeding  as  well  as  old 
small  clots.  1 here  tvere  scattered  Iresh  ecchymoses 
over  the  thighs.  I'he  spleen  tvas  huge,  linn,  and 

* .S.  |.  Hogiiiiiecki,  M l).,  Mciidcn,  Coiinccticiil . 

**  Dr.  I'.dw.  I’lien. 


non-tender.  It  filled  the  entire  left  upper  (piadrant 
ol  the  abdomen,  extending  4 inches  below  the  lelt 
costal  margin.  Fhe  liver  tvas  not  palpable.  Fhere 
was  no  adenopathy.  Fhere  tvere  two  small  spider 
angiomata  on  the  lelt  hand.  Fhere  tvas  no  jaun- 
dice ol  the  skin  or  sclerae. 

Hemoglobin  was  104  grams  per  100  ml.,  red  cell 
count  was  5.82  million  per  cu.  mm.,  white  cell 
count  was  2900  per  cu.  mm.  Yvith  40  per  cent 
neutrojjhiles,  lb  per  cent  band  lorms,  ,55  per  cent 
lymphocytes,  4 per  cent  monocytes,  3 per  cent 
atypical  lymphocytes,  2 per  cent  eosinophiles.  Plate- 
let count  was  72,000  tier  cu.  mm.:  hematocrit  was  ,51 
per  cent.  On  the  stained  smear,  the  red  blood  cells 
looked  noiinal  but  the  platelets  tvere  diminished. 

She  was  admitted  to  5’ale  New  Haven  Hospital 
on  February  10,  19b5  with  a diagnosis  ol  spleno- 
megaly Yvith  pancytopenia,  etiology  unknown  and 
? neurologic  disease.  On  admission,  the  hemoglobin 
was  !).2  grams  jjer  100  ml.,  the  hematocrit  was  28 
per  cent,  the  Yvhite  blood  cell  count  was  2300  per 
cu  mm.  with  29  per  cent  neutrophiles,  lb  per  cent 
band  lorms,  1 per  cent  eosinophiles,  40  per  cent 
1y inphocytes,  8 per  cent  monocytes,  3 per  cent  baso- 
philes,  and  3 per  cent  atypical  lymphocytes.  On  the 
stained  blood  smear,  |)latelets  were  considered  re- 
duced in  nundter,  and  poikilocytosis,  anisocytosis, 
and  hypochromia  were  considered  slight.  .Some 
giant  platelets  were  noted.  Fhe  platelet  count  tvas 
15,000  per  cu.  mm. 

Fhe  clay  alter  admission,  the  medical  assistant 
resident**  noted  that  the  patient  had  Kay.ser  Fleis- 
cher rings.  He  had  Inst  thought  her  eyes  were 
brown  but  then  noted  that  the  patient  actually  had 
blue  irises,  covered  peripherally  by  large  brownish 
coineal  rings.  It  then  became  apparent  that  the 
dysarthria  and  dystonia,  ignored  on  previous  exami- 
nation, were  significant.  Observation  ol  the  patient 
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also  showed  a some^vhat  fixed  facial  expression  with 
a constant  small  smile  and  an  open  mouth. 

Further  laboratory  studies  showed  a cerulo- 
plasmin of  17  units,  total  bilirubin  of  1.26  mgm.  per 
cent,  cephalin  flocculation  of  one  plus  in  48  hours 
one  one  occasion  and  of  four  plus  in  48  hours  on 
another.  One  prothrombin  time  was  40  per  cent 
of  normal  but  several  others  were  normal.  Other 
liver  function  tests  were  normal.  Coomb’s  tests,  both 
direct  and  indirect,  were  normal.  Serum  electrolytes, 
proteins,  blood  urea  nitrogen,  blood  glucose,  serum 
uric  acid.  VDRL,  and  multiple  urine  tests  were 
within  normal  limits.  The  patient’s  blood  type  was 
B,  Rh  positive  (D)  . Hemoglobin  electrojrhoresis 
showed  97.5  jrer  cent  hemoglobin  A,  1.9  per  cent 
hemoglobin  A2,  0.6  per  cent  hemoglobin  F. 

A bone  marrow  aspiration  from  the  posterior 
iliac  spine  on  February  11,  1965  showed  a normal 
cellular  marrow  with  normal  maturation  of  the 
white  blood  cell  series  but  with  normoblastic  hyper- 
plasia of  the  red  cell  precursors.  Megakaryocytes 
were  normal  in  number  and  kind.  No  abnormal 
cells  were  seen. 

On  February  16,  1965,  an  upper  gastrointestinal 
series  showed  esophageal  varices.  On  the  same  day. 
Dr.  Stuart  C.  Finch,  using  the  method  of  lio  and 
Wagner,^  employed  I 131  labeled  aggregated  al- 
bumin to  demonstrate  the  hypersplenism.  Monitor- 
ing the  uptake  of  this  material  over  the  spleen 
and  liver,  it  was  shown  that  the  spleen  to  liver 
uptake  ratio  was  2 to  1 as  compared  with  the  usual 
1 to  2 to  1 to  5 ratio,  seen  in  the  normal  patient. 

In  view  of  the  above-noted  findings,  but  par- 
ticularly because  of  the  thrombocytojaenia,  which 
was  felt  to  be  potentially  lethal,  it  was  decided  that 
the  jjatient  should  have  the  benefit  of  splenectomy. 
The  disparity  between  the  portal  hypertension  and 
the  fairly  normal  liver  function  test  profile  was 
noted  but  it  was  decided  pre-operatively  that  a 
shunt  procedure  would  not  be  attempted.  The 
reasons  for  this  latter  decision  were  (1)  the  un- 
certain jrrognosis  of  the  Wilson’s  disease  and  (2) 
the  effect  on  fiver  function  of  prolonged  anesthesia 
and  surgery. 

The  patient  went  to  surgery  on  February  17, 
1965.  Anesthesia  was  with  cyclopropane  and  j^ento- 
thal,  aided  by  succinyl  choline  and  curare.  A huge 
smooth  spleen  was  found.  There  were  no  perisplenic 
adhesions.  The  liver  was  seen  to  have  a coarse 
granular  surface  and  was  much  reduced  in  size. 
The  splenic  vein  was  estimated  at  3 cm.  in  diameter, 
and  was  tense  with  blood.  The  spleen  was  delivered 
into  the  wound  and  removed  without  difficulty. 
There  was  continuous  oozing  of  blood  in  the  splenic 
bed  throughout  the  procedure,  however,  and  this 
was  controlled  wtih  surgicel.  A small  liver  biopsy 
was  obtained  from  the  right  lobe.  Two  units  of 


fresh  blood  and  two  units  of  bank  blood  were  given 
during  a three  hour  procedure.  The  patient  left 
the  operating  room  in  good  condition  and  was 
kept  in  the  recovery  area  until  consciousness  re- 
turned. 

The  pathologic  findings  were  as  follows: 

Gross:  A huge  red  brown  spleen  21  cm.  in 
diameter  by  17  cm.  by  8 cm.  containing  approx- 
imately 300  cc  of  clotted  blood.  Its  weight  was  1162 
Grams.  The  cut  surface  was  firm  and  maintained 
its  shape  readily.  Malpighian  corpuscles  w^ere 
prominent;  the  sinusoids  were  congested  and  con- 
siderable blood  exuded  from  the  cut  surface. 

Microscopic:  Spleen  of  hypersplenism,  with  dila- 
tation and  congestion  of  sinusoids,  thickening  of 
the  cords  of  Billroth  and  reticulo-endothelial  pro- 
liferation. The  ted  pufjr  to  white  pulp  ratio  was 
markedly  increased.  Touch  preparations  revealed 
red  blood  cells  and  platelets  wdthin  the  reticuloen- 
dothelial cells. 

The  liver  biopsy  showed  distortion  of  the  normal 
lobular  pattern  by  scar  tissue  and  glycogen  vacuo- 
lization of  nuclei.  There  was  periportal  and  fine 
perinodular  scarring  characteristic  of  early  cirrhosis 
There  was  a zone  of  superficial  atrophy  and  bile 
duct  23roliferation  beneath  Glisson’s  capsule. 

There  was  a gratifying  hematolgic  response  to 
splenectomy.  On  Feb.  17,  1965,  immediately  after 
surgery,  the  platelet  count  was  39,000  per  cu.  mm., 
on  Feb.  19,  92,500  per  cu.  mm.,  on  Feb.  20,  157,000 
per  cu.  mm.,  on  Feb.  21,  182,000  per  cu.  mm.,  on 
Feb.  22,  230,000  per  cu.  mm.,  on  Feb.  24,  330,- 
000  per  cu.  mm. 

Post  operative  convalescence  was  uneventful  ex- 
cept for  an  atelectasis  of  the  lower  lobe  of  the  left 
lung  with  an  associated  fever  for  the  first  three  post- 
operative days.  She  was  discharged  from  the  hos- 
pital on  Feb.  26,  1965. 

On  March  19,  1965,  the  patient  was  seen  in  the 
office.  There  hacf  been  no  further  nasal  or  gingival 
bleeding  and  no  ecchymoses.  She  looked  happy  and 
seemed  more  vigorous  and  alert.  The  color  of  the 
skin  and  mucosal  surface  was  normal.  Speech  was 
still  slow  with  a ? scan  but  not  different  than 
during  her  hospitalization.  The  hematocrit  was  37 
per  cent,  the  platelet  count,  340,000  per  cu.  mm., 
the  white  count,  7000  per  cu.  mm.  with  27  per 
cent  neurophiles,  27  per  cent  lymphocytes,  16  per 
cent  monocytes,  5 per  cent  basophiles,  25  per  cent 
eosinophiles.  The  red  cells  and  platelets  w'ere  nor- 
mal on  the  smear  but  for  rare  target  cells  and 
moderate  anisocytosis.  The  eosinophilia  was  felt 
to  be  due  to  splenectomy.  The  prothrombin  time 
was  100  per  cent  of  normal.  She  was  referred  for 
therapy  with  chelating  agents  to  the  Yale  University 
Medical  School  Pediatric  Study  Unit. 
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Discussion 

S|ilcnomcg;ily  is  considered  the  most  common 
sign  ()l  hepatic  disease  in  Wilson’s  disease.  Silver- 
berg  and  Cielles'*  rejjorted  nine  cases  with  spleno- 
megaly. Hcnidiid  ;dso  noted  this,  reporting  five  cases 
with  he|Kito-s])lenomegaly  without  other  signs  of 
hepatic  laihne.  Onr  case  oilers  emphasis  to  the 
lact  that  portal  hypertension  is  a major  expression 
of  li\er  invohement  in  Wilson’s  disease  and  illns- 
tnites  how  extreme  splenomegaly  may  become  with- 
out laboratory  evidence  of  hepatic  failure. 

Scheinherg  and  .Sternlieb’'  state  that  “hyper- 
splenism  as  manifested  by  thrombocytopenia  may 
be  the  first  symptom  of  Whlscjn’s  disease  which 
brings  the  patient  to  the  physician.”  However,  the 
literattire  offers  very  lew  examples  of  this  type  of 
presentation.  Of  14  cases  of  Wifscm’s  disease  that 
.Scheinberg  and  .Sternlieb  described,  only  one  case 
presented  with  thrombocytopenia.  Silverberg  and 
(.elles'*  also  reported  one  such  case.  In  the  moiuj- 
graph  on  W’ilson’s  disease  by  G.  Boudin  and  B. 
Pepin,'’  there  is  recognition  of  the  occurrence  ol 
pancytcipenia  and  sjjlenomegaly  and  (jne  case  is 
cited  with  collection  by  splenectomy.  survey  of 
other  data  reveals  no  mention  ol  this  mode  of 
onset."  ''  An  increased  awareness  of  this  relationship 
of  splenomegaly,  pancytopenia  and  \\’il,son’s  disease 
may  reclnce  the  ‘‘incidence”  of  “primary”  splenic 
jjancytopenia.  .V  simple  but  informed  glance  at  the 
cornea  in  a patient  with  splenomegaly  and  a cyto- 
penia  may  jiay  unexpected  returns,  riie  chelated 
copper  rings  of  Kayser  Fleischer  are  reliably  and 
specifically  diagnostic  when  present,  ;ind  if  absent, 
laboratory  tests  of  aid  in  the  diagnosis  of  Wilson’s 
disease  should  be  jierformed. 

I’he  literattire  suggests  that  surgery  and  anes- 
thesia are  ha/ardotis  in  Wilson’s  disease.  Neurologic 
symptoms  are  said  to  be  precipitated  or  aggravated 
by  surgery  and  anesthetics  are  said  to  be  poorly 
tolerated.*^  Rabiner  et  ah'"  reported  two  cases  in 
which  splenectomy  w;is  dcjiie  because  of  anemia  and 
pnrpnra  in  which  Wilson’s  disease  “developed  post- 
opcratively.”  Boudin  et  al.‘  report  a case  of  a nine 


year  old  boy  with  hepato-splenomegaly  and  a bleed- 
ing tendency  in  whom  neurologic  findings  appeared 
post-splenectomy.  It  would  seem  possible  that  the 
diagnosis  was  missed  or  not  yet  ajjparent  pre-opera- 
ti\ely  in  these  cases.  Onr  obviously  limited  exper- 
ience is  at  variance  with  these  reports.  Onr  patient 
had  no  worsening  of  her  neurologic  symptomatology 
alter  surgery;  nor  was  there  any  intolerance  to 
anesthesia  with  the  agents  used. 

Summary 

■ \ 15  year  old  white  girl  with  Wilson’s  disease 
is  described.  Her  illness  is  of  interest  because  of  its 
nnnsual  presentation  with  splenomegaly  and  pancy- 
topenia. Stirgery,  with  the  removal  of  a luige  spleen, 
was  nell  tolerated. 
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Lingual  Thyroid -A  Review 

Manny  Myerson,  M.D.,  and  Howard  W.  Smith,  M.D., 


Introduction 

■ Physicians  examining  the  month  should  be  cau- 
tious about  advising  removal  of  cyst-like  masses 
located  in  the  posterior  one-third  of  the  tongue. 
Surgeons  in  the  various  specialties  should  exercise 
caution  in  the  removal  of  the  cyst-like  tumors, 
since  such  removal  may  deprive  the  patient  of  his 
only  functioning  thyroid  tissue.  The  lingual  posi- 
tion of  the  normal  thyroid  results  from  a failure 
of  the  embryonic  thyroid  anlage  to  descend  from 
its  site  of  origin  at  the  base  of  the  tongue  to  the 
normal  position  in  the  lower  cervical  area. 

I'he  incidence  of  this  abnormality  is  low,  with 
about  three  hundred  reported  cases  in  the  litera- 
ture.^ The  first  reported  case  was  in  1869  by  an 
English  physician-  who  reported  a death  by  suffoca- 
tion in  a newborn  infant,  found  to  have  a large 
tumor  at  the  base  of  the  tongue.  The  I.ahey  Clinic 
reported  only  three  cases  in  a study  of  twenty-five 
thousand  goiters  up  to  1947.'^  Since  the  use  of  radio- 
active iodine  (T'^^)  for  evaluation  of  thyroid  dis- 
orders after  1948,^' •'  an  increased  number  of  lingual 
thyroids  have  been  reported. 

Embryology 

The  earliest  pharyngeal  derivative  to  appear  in 
the  embryo  is  the  thyroid  gland.*’  A median  promin- 
ence arises  from  the  floor  of  the  pharynx  between 
pharyngeal  pouches  1 and  II  about  the  fourth  week. 
This  prominence  develops  into  a vesicle  with  a con- 
stricted hollow  stalk,  the  thyroglossal  duct.  The 
vesicle  becomes  solid  and  enlarges  caudalward  as 
a bilobed  mass.  The  duct,  though  it  may  persist, 
usually  atrophies  during  the  fifth  week  isolating  the 
gland  from  its  site  of  origin  at  the  foramen  cecum. 
By  the  seventh  week,  the  thyroid  lies  at  the  level  of 
the  laryngeal  primordium.  Colloid  is  aetjuired  in 
the  second  month,  and  the  characteristic  thyroid 
follicles  become  established  during  the  fourth 
month. 

Ectopic  thyroid  gland  may  occur  at  any  point 
along  the  descent  of  the  primordium.  The  resulting 
locations  of  these  glandular  masses  are  designated 
as  lingual,  sublingual,  pretracheal  (normal) , and 
substernal  (Fig.  I)  . Small  areas  of  functioning 
thyroid  tissue  along  the  thyroglossal  duct  tract  are 
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fairly  common.'^  Larger  masses  of  thyroid  tissue  at 
the  base  of  the  tongue  may  remain  in  addition  to 
a normal  cervical  thyroid.  In  seventy  per  cent  of 
cases  of  lingual  thyroid,  however,  there  is  no 
cervical  thyroid  present.® 

The  parathyroids,  derived  from  pharyngeal 
pouches  III  and  IV,  have  a contiguous  but  dif- 
ferent origin  from  the  thyroid.  Reports  of  para- 
thyroid glands  in  lingual  thyroids  have  been  un- 
certain because  of  the  histologic  similarity  of  para- 
thyroid and  early  thyroid  tissue.**  In  general,  the 
complete  removal  of  a lingual  thyroid  does  not  re- 
move all  parathyroid  tissue.  Asch,^"  however,  re- 
ported the  development  of  postoperative  tetany  in 
a case  of  complete  lingual  thyroidectomy.  Micro- 
scopic sections  of  this  thyroid  showed  epithelial 
bodies  resembling  parathyroid  ti.ssue. 


Figure  I 

Ectopic  lliyroid  may  be  fouiul  along  the  path  of  the 
gland’s  descent. 
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I'K.l'RK  II 

Lingual  thyioid  in  a five  year  old  gill  (arrows)  , 


Diagnosis 

The  coiulition  may  l)e  tliscovcrecl  uiiexpcc  ledly 
iliii  ing  a routine  physical  examination  ol  the  mouth 
and  throat.  Common  symptoms  include  varying 
degrees  oi  dys[diagia,  dysphonia,  and  dyspnea, 
lixsangiunating  hemorrhage  from  an  idcerated 
lingtial  fetal  adenoma  has  been  reported  in  a 
patient  who  was  presumed  to  have  upper  gastro- 
intestinal bleeding." 

Lingual  thyrchds  are  reddish  globtdar  masses  of 
variable  si/e  located  in  the  median  line  of  the  base 
of  the  tongue  between  the  foramen  cecnm  and  the 
epiglottis,  d'he  covering  membrane  is  thin  and  glis- 
tening, and  nets  of  overlying  large  veins  are  ccmi- 
mon.  The  mass  may  be  smooth  or  lobulated,  intact 
or  ulcerated,  and  firm  or  soft  in  texture.  Some  are 
superlicial  with  a broad  ba.se,  while  others  pene- 
trate deep  into  the  tongue.  To  avoid  the  possibility 
of  missing  such  a lesion,  the  examiner  should  in- 
struct the  patient  to  lorceftdly  protrude  his  tongue. 
Examination  with  a laryngeal  mirrcjr  may  be  helj> 
ftd.  One  cannot  be  certain  by  paljjation  whether 
cervical  thyroid  is  also  present. 

Eeitelberg  in  1948  first  reported  the  use  of  radio- 
active iodine  scintigrams  for  the  stuclv  of  thyroid 
disease  and  in  the  demonstration  of  lingual  thyrcricl. 
.\  tracer  close  of  f'-"  is  adnunistered  orally,  a 
Cieiger  counter  is  used  to  tabtilate  the  counts  in 
the  neck  regicjii,  and  the  total  uptake  of  T'^’  is  thus 
estimated.  J he  scintigram  will  show  the  presence  or 
absence,  the  si/e,  and  the  distribution  of  thyroid 
tissue.  It  is,  therefore,  usefid  for  identifying  as 
thyroid  tissue  a mass  at  the  base  of  the  tongue  and 
in  determining  whether  or  not  any  thyroid  is 
present  in  the  neck  (Figs.  II-IV).  Prior  to  the  use 
of  surgical  exploration  of  the  j)retracheal  area 
was  necessary  to  establish  the  presence  of  cervical 
thyroid.  Palpation  of  the  antericir  cervical  area  for 
thyroid  gland  may  be  misleading.  Cases  have  Iteen 
reported  in  which  lateral  lobes  of  the  pretracheal 


I'K.CRE  III 

Lateral  X-ray  of  the  na.sophavyiix  .show.s  the  mass 
the  base  of  the  tongue  (arrows)  . 
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thyioid  were  misttikenly  thought  to  be  present  iiy 
ptilpation." 

Lhe  scintigram  cannot  be  u.sed  for  definitive 
diagno.sis  of  thyroid  tlisea.se.  In  the  neck,  for  ex- 
ample, one  cannot  distinguish  by  scintigram  be- 
tween a colloid  cyst  and  a metabolically  inactive 
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I'K.CRE  1\’ 

L'”  scintigram  in  this  girl  shows  a superiorly  located 
thcroid  pattern  with  ahseiuc  of  activity  in  the  cervical  region. 
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carcinoma  or  between  an  adenoma  and  a meta- 
bolically  active  carcinoma.  It  would  also  be  possible 
lor  an  inactive  tumor  to  be  hidden  by  normal 
thyroid  gland. 

The  incidence  ol  benign  non-thyroid  lesions 
at  the  base  of  the  tongue  is  small.  Possibilities  in- 
clude non-thyroid  cysts,  adenomas,  angiomas,  and 
ectopic  salivary  tissue.  Rarely  will  sarcoma  or 
carcinoma  be  jnesent  here.  Lingual  thyroids  may 
be  mistaken  for  thyroglossal  duct  cysts,  with  ex- 
cision causing  unexpected  postoperative  myxe- 
dema. 

Pathology 

Histologically,  the  lingual  thyroid  glands  which 
have  been  biopsied  or  removed  have  demonstrated 
many  of  the  changes  seen  in  the  normally  placed 
thyroid  gland.  These  changes  have  ranged  from 
normal  thyroid  tissue  to  hyperplasia,  simple  colloid 
goiter,  adenomas,  Hashimoto’s  disease,  and  rarely 
carcinoma. 

Juvenile  myxedema  or  cretinism  has  been  present 
in  ten  per  cent  of  cases  of  lingual  thyroids,  sug- 
gesting a hypofunction  of  the  gland  in  this  location. 
■Small  lingual  thyroids,  however,  have  been  found 
in  normal,  euthyroid  people.  There  have  been  no 
reported  cases  of  hyperthyroidism  associated  with 
isolated  lingual  thyroids.  In  those  few  cases  in  which 
hyperthyroidism  has  been  described,  cervical  thy- 
roids have  been  assessed  clinically  to  be  present. 
Altout  eleven  cases  of  carcinoma  have  been  re- 
ported.All  cases  have  occurred  in  males  and  most 
have  been  over  thirty-five  years  of  age. 

Treatment 

In  the  majority  of  asymptomatic  cases,  it  is  not 
necessary  to  biopsy  a mass  at  the  base  of  the  tongue 
which  demonstrates  thyroid  function  by  I^^^^  uptake. 
There  have  been  reports  of  postbiopsy  infection, 
slough,  and  inflammatory  reaction  which  have 
made  subsequent  resection  unsatisfactory. Lingual 
thyroids  in  males  over  thirty-five  years  of  age  should 
be  at  least  biopsied  if  not  excised,  because  car- 
cinoma has  occurred  in  this  group. 

Small  asymptomatic  lingual  thyroids  do  not  re- 
quire active  treatment,  and  periodic  examination 
will  suffice.  Parents  of  young  girls  may  be  advised 
that  the  mass  may  become  symptomatic  during 
puberty  or  pregnancy.  Large  symptomatic  masses 
causing  dysphagia,  dyspnea,  dysphonia,  ulceration, 
or  hemorrhage  require  therapy.  If  pretracheal  thy- 
roid is  also  present,  surgical  excision  of  the  lingual 
mass  will  cure  the  patient.  If,  as  in  seventy  per  cent 
of  cases  however,  the  lingual  thyroid  constitutes  all 
of  the  patient’s  functioning  thyroid  tissue,  therapy 
is  not  .so  simple.  While  complete  surgical  excision  is 
the  best  treatment  in  these  cases,  lifelong  post- 


operative thyroid  replacement  is  unavoidable.  At- 
tempts at  subtotal  excision  have  not  prevented 
myxedema  in  a majority  of  cases  and  regrowth  with 
return  of  symptoms  has  occurred  in  thirteen  per 
cent  of  ca.ses.^'*  The  oral  route  for  excision  is  ade- 
(juate  for  most  cases,  but  the  transhyoid  and  lateral 
pharyngotomy  approaches  have  been  irsed  for  large 
lesions.^"  Tracheotomy  is  occasionally  necessary  for 
tlie  immediate  postoperative  period.  Lise  of  I^-^^  has 
made  exploration  of  the  pretracheal  region  for 
ihyroid  tissue  unnecessary  in  most  instances. 

Prevention  of  postoperative  myxedema  by  an 
autograft  transplant  of  the  lingual  thyroid  is  a 
logical  goal.  Autografting  into  the  rectus  abdominis 
muscle  has  been  tried  in  a number  of  cases  with  only 
partial  success.  Successful  grafts  have  been  reported 
which  have  not  fully  supplied  the  thyroid  needs 
of  the  individual. 1*1*^  Transplanted  thyroid  tissue 
in  chiklren  has  had  a limited  capacity  to  regenerate 
and  grow,  necessitating  thyroid  extract  supplemen- 
tation to  supply  increased  metabolic  needs.  A few 
cases  have  been  reported  of  submucous  dissection 
of  a lingital  thyroid  from  surrounding  tissues  fol- 
lowed by  successful  transposition  of  the  gland  with 
;i  large  muscle  pedicle  flap  into  the  submental 
space. 

al)lation  of  the  lingual  thyroid  has  been  the 
chief  competitor  to  surgical  therapy.  The  main 
tirgument  for  I^'^^  therapy  is  that  the  treatment  is 
non-surgical,  is  taken  orally  in  a few  doses,  and 
facilitates  any  subsequent  surgery  by  decreasing 
vascidarity  of  the  gland.  In  contrast  to  surgery, 
however,  therapy  causes  a slow  regression  of 
the  mass  which  is  often  incomplete  with  persis- 
tence of  symptoms.  Regression  is  often  a matter  of 
several  months  or  years.-i  --  --^  -’^  As  with  surgery, 
!*•*'  therapy  necessitates  lifelong  thyroid  replace- 
ment therapy.  in  therapeutic  doses  has  been  re- 
stricted in  children  because  of  its  possible  dele- 
terious effects. 

In  all  cases  of  lingual  thyroid,  one  should  look 
for  evidence  of  hypothyroidism,  with  retarded  de- 
velopment, dry  pasty  skin,  lethargy,  cold  intoler- 
ance, increased  weight,  or  thinning  of  the  eye- 
brows. A Protein  Bound  Iodine  determination  and 
a serum  cholesterol  along  with  the  I^^^  uptake  will 
help  to  evaluate  total  thyroid  function. 

Many  of  the  simple  hypertrophies  of  lingual 
thyroid  tissue  may  be  a response  to  a functional 
thyroid  insufficiency.  Treatment  with  thyroid  ex- 
tract and  iodine  if  necessary  would  in  theory  be 
beneficial  in  these  cases.  There  have  been  satis- 
factory reports  with  this  physiological  medical 
management.  In  most  instances,  however,  the  dura- 
tion of  treatment  has  been  less  than  six  months 
and  longterm  follow’ups  are  lacking.  Perhaps  those 
cases  which  are  midly  symptomatic  could  be  given 
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a lull  six  inonlhs  liial  of  thyroid  extract  to  obviate 
the  need  lot  surgery. 

Summary 

(iautioti  should  be  exercised  in  the  excision  of 
cyst-like  masses  at  the  base  of  the  tongue,  because 
such  remotal  may  deprive  the  patient  of  his  oidy 
functioning  thyroid  tissue.  I'he  embryology,  diag- 
nosis, pathology,  and  treatment  of  lingual  thyroids 
is  discussed. 
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Bttl  the  peculiar  evil  of  silencing  the  expression  of  an  opinion  is,  that  it  is 
robbing  tlie  human  race;  posterity  as  well  as  the  existing  generation;  tho,se  who 
dissent  from  the  opinion,  still  more  than  those  who  hold  it.  If  the  opinion  is 
right,  they  are  deprived  of  the  opportunity  of  exchanging  error  for  truth:  if 
wrong,  they  lose,  what  is  almost  as  great  a benefit,  the  clearer  perception  and 
livelier  impression  of  trtith,  produced  by  its  collision  with  error,. 

—John  Stuart  Mill 
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185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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()R\^\N  W.  HESS,  M.l). 


Born:  Bayoba,  Pennsyhania  1906 

Lafayette  College,  B.S.  and  Uni\ersity  ot  Biiflalo  School  of  Medicine,  M.l). 
Internship;  Children’s  Hospital,  Ikdfalo,  Netv  ’)'ork 

Ne^\'  Ha\en  Hospital.  Ne\v  Ha\en,  Connecticut 
Ass't  Resident  and  Resident:  Surgery,  (iynecology  and  Obstetrics.  New  Ha\en  Hospital 
Research  Fellow:  (iynecology  and  Obstetrics,  Yale  School  of  Medicine 
Colonel,  M.C.,  U.S.A.R. 

Instructor,  Ass’t  Clinical  Professor  Obstetrics  and  (iynecology,  \’ale  School  of  Medicine 
Attending  Obstetrician  and  (gynecologist,  ^ale-NcAV  Ha\en  Hospital 
Staff  Obstetrician  and  Ciynecologist.  St.  Raphael’s  Hospital 
Consultant  in  Obstetrics  and  Cynecology,  Middlesex  Hospital 

( )thers: 

Mendjer,  Ciorernor’s  Planning  Coinniitiee  on  Heart,  Cancer,  Stroke  and  Related 
Diseases. 

Member,  Achisory  Committee  on  Public  Health  Nursing,  Connecticut  State  Health 
Department 

Chairman,  National  Committee  on  Obstetrical  .\nesthesia,  .American  College  of  Ob- 
stetrics and  (iynecology. 

Connectictit  State  Medical  Society; 

Member,  Council  of  State  Medical  Society  1960-1966 
Secretary,  1960-1964 
\hce-President  1 964- 1 965 
President-Elect  1 965-1966 

.\uthor  of  articles  on  Uterine  AVotind  Healing,  Cesarean  Section,  Obstetrical  Anesthesia, 
Fetal  Electrocardiography,  and  Bio-telemetry. 

Member: 

.\merican  Medical  .Association 
Connecticut  State  Medical  Society 
New  Haven  County  Medical  .Association 
New  Haven  Medical  Society 
Fellow,  American  College  of  Surgeons 

Fellow,  American  College  of  Obstetricians  and  (gynecologists 

Diplomate,  American  Board  of  Obstetrics  and  (fynecology 

Connecticut  Society  of  American  Board  Obstetricians  and  (gynecologists 

International  Instittite  of  Electronic  Engineers 

PAllotv  Morse  College,  ’\'ale  University 

Sigma  Xi 
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I am  giateliil  lor  the  honor  Itestoweel  on  me  by  eleetion  to  tlie  ofhee  of  President 
ol  the  Conneetient  State  Medical  Society  in  this  I71tli  veai  of  its  existetice.  1 
tissnme  the  responsiltility  tritli  a sense  ol  linmility  ;tnd  1 sincerely  appreciate  the 
opportunity  to  serve  tlie  memiters  ol  the  Society  in  this  capacity. 

Cdianges  in  patterns  ol  providing  medical  services  ;ne  consideied  by  many  to 
he  an  integral  p;irt  ol  the  mo\enient  which  has  been  active  on  many  socio 
economic  Ironts  during  tlie  past  decade.  Improced  transportation  and  ccjimmitii- 
cation  facilities,  shilting  densities  ol  population  and  increasing  speciali/aticiii  by 
doctors  are  othei  lactors  which  have  played  a signifit;nit  role  in  modilying  tlie 
traditional  methods  ol  providing  health  care  lor  the  people  and  Inrthering  the 
trend  towtird  concentration  in  mcdictil  centers.  T’echnological  progress  in  instrn- 
menttition  and  the  use  ol  sophisticated  accoutrements  lor  the  diagnosis  and 
treatment  ol  clise;t.se  har  e lin  thcr  tiecessitated  the  establishment  ol  local  points 
lor  these  purposes  in  hospitals  and  institutions.  While  oflering  certain  advantages 
lor  patients  recpiii  ing  this  special  level  ol  care,  the  number  that  c;ni  be  accommo- 
dated is  limited.  T he  acute  need  remains  lor  more  extensive  clinical  application 
to  the  day-to-day  medical  recpiirements  ol  the  population  at  large  in  both  urban 
and  rural  areas.  Closer  integiation  and  coordination  ol  serrices  to  lit  the  cirenm- 
stances  is  indicated. 

.\mong  the  many  expressed  objectives  ol  the  public  health  agencies,  the  desire 
to  improre  the  clelirery  ol  health  serrices  to  all,  commnnitv  by  commnnity,  has 
the  support  ol  most  physicians.  T he  methods  pioposed  to  accomplish  this  aim 
and  the  portent  ol  lederal  invc^lvement  hare  not  met  rvith  simihn  approval.  T he 
long  struggle  betrveen  the  Corernment  ;ind  Meclicitie  orer  “medicare”  legisla- 
tion is  dcjcnmentary  evidence. 

19()()  rvill  maik  the  inception  ol  a nerv  relationship  betrveen  Corernment  and 
the  Prolession  in  the  |)rovision  ol  health  c;ire  lor  the  .\gecl.  .Since  Congress  passed 
the  Medictne  Larv  (IM..  89-97)  nearly  a year  ago  there  have  been  numerous  tlis- 
c iissions,  explanations  and  assessments  ol  the  content  and  implications  ol  the  Larv. 
^'et,  on  the  eve  ol  its  implementtition,  many  cpiestions  ol  doctors  and  the  adminis- 
trators ol  hosjntals  and  other  facilities,  remain  nnansrvered.  T he  extent  of  the 
burden  rvhich  may  be  placed  on  hospitals  by  demands  ol  tho.se  having  entitle- 
ments under  prorisions  ol  the  Larv  is  unknorvn.  Although  many  hospitals  in 
Connecticut  have  huge  nntnbers  ol  patients  already  rvaiting  lor  admission,  rve 
are  asstired  by  .some  th;tt  theie  rvill  probably  be  no  acute  scarcity  ol  beds.  Ol  great 
concern,  horverer,  is  the  jtioblem  ol  the  manporver  needed  to  hilly  implement  the 
program.  .Shortages  in  many  categories  seem  almost  inevitable.  Some  depletion 
in  the  pool  ol  available  physicians  rvill  result  Irom  commitments  to  active  duty 
with  the  .\rmecl  Forces  atitl  others  may  not  elect  to  particijiate  in  Medicare  pro- 
giams.  .\decpiate  augmentation  ol  muses  and  technicians  does  not  seem  likely 
in  the  near  Intine.  I'nless  these  problems  are  met  and  overcome,  it  appears  that 
Medicare  rvill  make  it  difhciilt  to  preseire  present  standaicls  ol  high  cpiality 
serrice  tcj  the  entire  poptilation. 

Orv-\n  W.  Hess,  xr.n. 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 

William  R.  Richards,  m.d..  General  Manager 

160  St.  Ronan  Street,  New  Haven,  Conn.  Josephine  P.  Lindquist 

Telephone  865  0587  Assistant  to  General  Manager 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 
Wednesday,  March  23,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Cullen,  Hess,  Bradley,  W.  Mar- 
tin, Weise,  Sr.,  M.  Caplan,  Brandon,  H.  Caplan, 
Pitock,  Rogol,  Grendon,  Egan,  Deming,  Spitz,  Pal- 
umbo, Shepard,  Ayres,  Ciccarelli,  Cramer,  Fabro, 
Abbot,  Petrie,  Wilson  and  Roch.  Also  present  were: 
Mrs.  Lindquist,  Mr.  Chilcoat  (AMA)  , and  Dr. 
Richards.  Absent  were:  Drs.  Goldberg,  Gardner, 
Nolan,  Epstein  (resigned)  and  Hastings. 

Joining  the  Council  as  invited  guests  were:  Com- 
missioner Bernard  Shapiro  and  Medical  Director 
Edwin  R.  Connors,  State  Department  of  Welfare; 
Commissioner  Franklin  M.  Foote,  State  Department 
of  Health. 

II.  Routine  Business 

Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  February  17,  1966,  as  printed  and  dis- 
tributed, with  the  addition  of  the  item  under  which 
Max  Caplan,  Meriden,  reported  on  this  participa- 
tion in  the  Planning  Committee  for  the  1967  (State 
Health  Department)  seminar  on  hospital  infections, 
the  report  having  been  accepted  as  information. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
.\ctive  Members  of  the  Society: 

John  C.  Carrozzella,  Wallingford  (NHCMA) 
Richard  J.  Hinchey,  Waterbury  (NHCMA) 
James  H.  Inkster,  Fitzwillian,  N.H.  (FCMA) 
Max  H.  Ruby,  Middlebury  (NHCMA) 
Gaetano  R.  Sandulli,  Waterbury  (NHCMA) 

CS/MS  Membership  Dues  Exemption 

It  was  VOTED  to  exempt  from  payment  of  CSMS 
1966  membership  dues  (renewable)  the  following 
Active  Member: 

Gerald  N.  Cimmino,  Derby  (NHCMA)  —Military 
Service. 

Appointment  of  Representative— Mental  Health  Conference 

It  was  VOTED  to  designate  James  C.  Johnson, 
Jr.,  Hartford,  as  CSMS  representative  to  the  12th 


.Annual  Conference  of  State  VIental  Health  Repre- 
sentatives, Chicago,  March  18-19,  and  to  recpiest  Dr. 
Johnson  to  file  a report  with  the  Council  on  the 
proceedings  of  the  Conference.  A member  of  the 
CSMS  Committee  on  Mental  Health,  Dr.  Johnson 
will  be  reimbursed  for  usual  expenses  in  attending 
the  meeting  by  AMA. 

Resignation— Representative  to  Connecticut  Health  League 

It  was  VOTED  to  accept,  with  regret  the  resigna- 
tion of  Morris  A.  Granoff,  New  Haven,  as  a 
Representative  to  the  CHL  (1964-67);  to  elect  D. 
Norman  Markley,  Hartford,  as  a Representative 
to  the  CHL  to  complete  Dr.  Granofl’s  unexpired 
term;  and  to  designate  John  J.  Scanlon,  Norwalk 
as  Chairman  of  the  3 Representatives  for  1966-67. 

Vacancy— 1966  Conference  Committee  for  the  Improvement 
of  the  Care  of  the  Patient 

It  was  VOTED  to  accept,  with  deep  regret,  notice 
that  I).  Dillon  Reidy,  Hartford  (a  long-time  mem- 
ber  of  this  Committee  and  present  Chairman 
thereof)  had  died  on  March  8,  1966.  Action  to 
replace  Dr.  Reidy  on  the  slate  of  nominees  for 
1966-67  was  tabled. 

Information  re  Nomination  to  Hospital  Planning 
Commission 

It  was  VOTED  to  accept,  as  information,  notice 
from  Mr.  A.  M.  Rogers,  President  of  the  Con- 
necticut Hospital  Planning  Commission,  that  he 
believes  “it  will  be  possible  to  consider  adding  Dr. 
David  A.  Grendon,  Sharon,  (a  CSMS  nominee)  as 
a Director  at  the  Annual  Meeting  which  is  tenta- 
tively scheduled  for  December  of  1966’’.  Dr.  Gren- 
don was  nominated  by  the  Council  to  replace  Gaert 
S.  Gudernatch,  Sharon,  who  was  unable  to  accept 
service  with  the  Planning  Commission. 

Date  of  Next  Council  Meeting 

The  date  for  the  next  meeting  of  the  Council  was 
set  for  Thursday,  Aj^ril  21,  1966. 

III.  Old,  New  and  Special  Business 

Report  of  Representative— AMA  62nd  Annual  Congress 
on  Medical  Education 

It  was  VOTED  to  accept,  with  sjrecial  commenda- 
tion, a report  filed  by  Charles  B.  Cheney,  New 
Haven,  on  the  proceeding  of  this  62nd  Annual 
Congress,  and  to  submit  the  report  to  the  Editor 
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()l  tlie  [oiinial  lor  publication  in  Connf.cticht 
Mkdicinf..  I)i.  Cheney  is  a nieinber  ol  the  CSMS 
Committee  on  Medical  lulucalion  and  I.icensnie 
and  oi  ibe  Connecticut  Meilical  Kxamining  board, 
and  aitendeil  the  (iongress  as  a represenlalive  ol  the 
S(K  iety. 

Reports— The  Committee  on  Hospitals 

It  was  \'()  I’KI)  to  accept,  as  inlormation,  two 
reports  lilcd  by  the  Committee  oti  llosj)itals  as 
lollows: 

(;i)  Memorandum  <m  meetings  with  lletilth  Com- 
missioner Krankliti  M.  Foote  re  eertilication  ol  in- 
stitutional ])roviders  ol  health  services  under  Part 
A ol  Medicare,  with  special  releience  to  the  lunc- 
tion  ol  “utili/at ioti  review  committees”  in  sampling 
attcl  reviewitig  patients’  charts,  and  the  matter  ol 
immunity  Iroin  civil  suit  ol  physiciatis  serving  on 
such  committees.  In  essence,  tlie  Committee  has 
advised  the  (iommissioner  to  set  minimum  stancl- 
iircls  (;it  least  at  the  outset)  lor  the  lormer,  :ind 
to  itivestigate  the  legal  consicleratiotis  ol  the  hittei. 

(b)  .V  memorandum  summari/ing  the  progress 
tluit  luts  been  made  thus  lar  to  implement  tlie 
])rovisions  ol  P L.  89-2.S9  (lleait  Disease,  Caticer, 
Stioke  attcl  Related  Diseases)  iti  Connecticut.  In 
essence,  the  Committee  rejjorts  that  the  UConn  and 
't  ale  Medical  Schools  are  applyitig  to  IkSPIIS  lor 
“platining  hinds”,  with  a view  to  making  the  Sttite 
;i  single  “region”  lor  a medical  program  and  to  have 
the  two  Medical  Schools  designtited  as  the  “centers” 
lot  such  program.  The  Committee  concins  with  the 
Council’s  previously-taken  positiem  that  medical 
practitioners  should  be  given  subst;inti;il  repiesen- 
tation  on  the  “rcgicjnal  advisory  boaicl”  (to  the 
medical  program)  which  P.L.  89-2.H9  calls  lor. 

P.L.  89-97— Proposed  Policies  for  Certifying  Home 
Health  Agencies 

Commissioner  Franklin  M.  Foote,  State  Health 
Depaitment,  joined  the  Council  to  present  the 
polic  ies  he  pro])oses  to  use  to  cei  tily  “home  hetilth 
agencies”  as  providers  ol  .services  under  Part  .\  ol 
.Medicare  tincl  to  answer  ejuestions  concerning  sttme. 
In  briel,  the  Commissiejner  proposes  to  use  the 
same  criteria  in  this  regard  that  his  Department  has 
used  in  the  past  lor  “Evaluating  the  .\clministr;ition 
ol  ;i  Public:  Health  Nursing  Service”  with  respect  to 
servicing  communities  ol  limited  popuhitions,  and 
to  lollow  the  policy  that:  “In  each  community  or 
areti  ;i  single  home  health  agency  will  be  approved, 
with  prelerencc  given  to  that  agency  which  provides 
the  most  comprehensive  lamily-centcred  skilled 
nursing  and  other  therapeutic  service.”  'Fhis  limita- 
tion to  a sitigle  agency  will  not,  ol  course,  prechtde 
the  aj)pit)vecl  agency  Irom  subcontracting  with  other 
tigencies  in  that  connnutiity  or  area  to  lurnish  ser- 
vices which  the  single  agency  clcies  not  provide 


(speech  therapy,  physiotherapy,  etc.)  . Having  heard 
the  Commissioner’s  presentation,  the  Council 
\A)  1 FI)  to  approve,  in  principle,  his  proposed 
policies  lor  the  eertilication  ol  home  health  agencies 
under  Part  .V  ol  P.L.  89-97. 

Resolution— CSMS  Section  on  Anesthesia 

It  was  \'()  I FI)  to  accept,  as  inlormation,  notice 
that  the  .Section  on  .Anesthesia  has  adojjted  a reso- 
lution on  the  sid)jeet  ol  sej)arate  billing  by  hospital- 
based  specialists,  identictil  with  similar  resolutions 
previously  adopted  by  the  .Sections  on  Pathology, 
Rtidiology,  and  Physical  Medicine.  On  Decend)er 
9,  19()(),  the  House  ol  Delegates  endorsed  the  jirin- 
ciple  ol  such  separate  billing  by  all  hospital-based 
specialists,  and  the  Council  has  taken  steps  to  en- 
list suppoit  lor  this  principle  among  other  medical 
organizatiotts,  hospital  stalls,  third  party  j)ayment 
agencies,  and  the  State  Commissioners  ol  Insurance 
and  Workmen’s  Com|)ensation. 

CSMS  Policies  re  Reimbursement  of  Physicians  by 
Government  Agencies 

.\t  the  Council  meeting  of  February  17,  19(i(), 
acting  on  a leport  of  the  Committee  on  I'hircl  Party 
Ptiyments  re  “suggested  conversion  factors”  to  be 
olfeied  to  governmental  third  j)arty  payment 
agencies  for  use  with  the  CSMS  Relative  Value 
Schedule,  the  Council  voted  actions  as  follow's: 

“ (;i)  d'o  accept  the  report,  with  commendation, 
but  to  recommend  that  the  suggested  conversion 
lactors  not  be  used  to  set  uj)  payment  schedules  at 
this  time. 

“ (b)  d o commit  the  Ciouncil  to  the  concept  of 
‘usual  tincl  customary  fees’,  as  determined  at  local 
level,  and  to  recommend  that  the  Relative  Value 
Schedule  ;incl  other  available  means  be  used  by  all 
conceiiied  (advisory  committees  to  governmental 
third  partic.s)  to  implemetit  this  concept.” 

■\t  this  meeting,  the  Council  received  two  com- 
munications coticerning  these  February  17  actions. 
Fhe  fust  was  a resolutioti  from  the  New  Haven 
County  Medical  Association’s  Board  of  Covernors, 
expressing  the  opinion  that  the  subject  actions  were 
contrary  to  a directive  of  the  House  of  Delegates 
(.\pril  27,  1965)  that  “suggested  conversion  factors” 
be  ollered  to  such  governmental  agencies  and,  for 
that  rettson,  urging  “the  Council  to  reconsider”  the.se 
tictions  atul  “to  approve  the  .suggested  conversion 
factors”  submitted  by  the  Committee  on  I'hircl 
Party  Ptiyments  for  use  by  the  .Society’s  advisory 
committees  ( to  the  W’elfare  Department,  Dejtencl- 
ents  Medical  Care,  etc.) 

d'he  .second  communication  was  from  the  Chair- 
man of  the  Committee  on  'Fhird  Party  Payments, 
recpiesting  (for  the  Committee)  that  the  Council 
deline  terms  embodied  in  its  February  17  actions 
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as  follows:  “usual  and  customary  fees”,  ‘determined 
at  local  level”,  and  “other  available  means”. 

In  response  to  the  NHCMA  Board  of  Governors’ 
resolution,  without  actually  voting  to  ’’reconsider”, 
the  Council  VOTED  to  reaffirm,  without  change, 
the  two  actions  on  the  report  of  the  Committee  on 
I'hird  Party  Payments  which  it  had  taken  on  Febru- 
ary 17  (See  (a)  and  (b)  above). 

In  response  to  the  request  for  definition  of  terms, 
filed  by  the  Committee  on  Third  Party  Payments, 
the  Council  VOTED  to  approve  a document  (pre- 
pared by  the  staff)  tentatively  titled:  “Restatement 
of  CSMS  Policies  on  Reimbursement  for  Physicians’ 
Services,  with  Particular  Reference  to  Governmen- 
tal Third  Party  Payment  Agencies”,  and  to  transmit 
same  to  the  House  of  Delegates  on  April  26,  1966, 
with  a recommendation  that  it  be  adopted  by  the 
House.  A suitably  edited  copy  of  the  document  is 
attached  to  these  minutes  for  members  of  the  Coun- 
cil and  will  be  published  as  a “Report  of  the  Coun- 
cil” in  the  Delegates  Handbook  for  the  Annual 
Meeting  of  the  House  of  Delegates  in  April. 

Further,  it  was  VOTED  to  inform  all  members 
of  the  Society  promptly,  using  a suitable  communi- 
cations medium,  of  the  Council’s  position  on  “usual 
and  customary  fees,  as  determined  at  local  level” 
as  the  basis  for  reimbursing  physicians  for  their 
services,  and  the  reason  for  the  Council’s  decision 
of  February  17  not  to  offer  suggested  stateiuide  con- 
version factors  to  governmental  third  party  pay- 
ment agencies  for  use  with  the  CSMS  Relative 
Value  Schedule  (as  authorized  by  the  House  of 
Delegates’  action,  April  27,  1965)  at  the  present 
time. 

Proposed  Connecticut  Implementation  of 
Title  XIX  of  P.L.  89-97 

Commissioner  Bernard  Shapiro  and  Medical 
Director  Edwin  R.  Connors,  of  the  State  Welfare 
Department,  joined  the  Council  to  present  and  dis- 
cuss the  Commissioner’s  plans  to  implement  Title 
XIX  of  P.L.  89-97  in  Connecticut,  effective  July  1, 
1966.  Having  previously  submitted  printed  copies 
of  the  proposal  to  all  Council  members,  the  Com- 
missioner enlarged  upon  various  aspects  of  his  plans 
and  answered  questions  pertaining  thereto. 

Following  Mr.  Shapiro’s  presentation,  it  was 
VOTED  to  approve,  in  principle,  his  plan  for  im- 
plementing Title  XIX  for  categorically  indigent  and 
medically  indigent  residents  of  Connecticut  who  are 
65  years  of  age  and  older,  such  plan  to  become 
effective  on  July  1,  1966.  In  brief,  the  plan  would 
place  the  over-65  group  eligible  for  tax-supported 
medical  assistance  under  the  Federal  “Medicare” 
program,  utilizing  Parts  A and  B up  to  the  limits  of 
the  coverage  provided,  and  supplementing  Parts  A 
and  B,  when  necessary,  with  Kerr-Mills  funds  (un- 


covered services,  deductibles,  co-insurance,  etc.) . 
Pursuant  to  this  plan,  it  should  be  noted  that  the 
Connecticut  General  Idfe  Insurance  Company,  the 
“carrier”  for  Part  B,  intends  to  reind)urse  physicians 
on  the  basis  of  usual  and  customary  fees,  and  that 
Commissioner  Shapiro  has  agreed  to  let  Connecticut 
General  act  as  fiscal  agent  for  his  Department 
in  all  aspects  of  Part  B,  including  the  payment 
of  deductible  and  co-insurance  obligations  of  the 
over-65  beneficiaries  enrolled  under  Part  B. 

It  was  further  VOTED  not  to  approve  of  the 
balance  of  the  Welfare  Department’s  proposed  plan 
for  implementing  Title  XIX  to  cover  eligible  Con- 
necticut residents  binder  age  65,  and  to  inform  the 
Commissioner  that  the  Council  cannot  approve  this 
portion  of  the  plan  unless  physicians  are  to  be 
reimbursed  for  their  services  on  a “usual  and  cus- 
tomary fee”  basis  under  this  portion,  as  is  to  be 
done  by  Connecticut  General  under  Part  B of  7’itle 
XVIII  of  P.L.  89-97.  The  Council  was  pleasetl  to 
note,  however,  the  Commissioner’s  declared  intent 
to  support  the  jrrinciple  of  “usual  and  customary” 
reimbursement  of  physicians  under  this  portion  of 
Title  XIX,  with  the  understanding  that  he  or  the 
Society  cjr  both  will  introduce  a bill  concerning 
said  principle  at  the  next  session  of  the  General 
Assembly. 

Report— CSMS  Committee  on  Relative  Value  Study 

Stewart  P.  Seigle,  Chairman,  filed  a report  of 
the  Committee  on  Relative  Value  Study  concern- 
ing its  findings  to  date  on  its  review  of  the  “exper- 
ience of  the  Society  and  its  members”  with  the 
Relative  Value  Schedule  adopted  by  the  House  of 
Delegates  on  April  27,  1965.  In  brief,  the  report 
states  that  while  it  may  be  assumed  that  a substan- 
tial number  of  members  are  aware  of  the  existence 
of  an  official  CSMS  Relative  Value  Schedule,  it  is 
doubtful  that  more  than  a few  are  actually  “using” 
it  for  any  constructive  purposes.  The  recjuest  of  the 
Committee  on  Third  Party  Payments  for  “suggested 
conversion  factors”  from  the  vtirious  CSMS  Sections 
and  related  groups  (a  listing  of  which  is  included 
in  the  report),  and  the“fee  survey”  currently  being 
conducted  unilaterally  by  Connecticut  Medical  Ser- 
vice, Inc.,  have  apparently  stimidated  a considerable 
wave  of  interest  in  the  Relative  Value  Schedule 
among  physicians  in  the  State— many  of  whom  are 
apparently  examining  the  document  for  the  first 
time  since  it  was  mailed  out  to  all  members  of  the 
Society  last  July.  In  addition,  the  Committee  reports 
that  it  is  seeking  and  receiving  suggested  changes  in 
the  Schedule  (unit  values,  nomenclature,  etc.)  from 
the  CSMS  Sections  and  other  groups  which  par- 
ticipated in  the  original  RV  Study  (1959-64) , and 
that  the  Committee’s  recommendations  concerning 
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such  changes  will  be  the  suhjed  ol  an  additional 
repent  to  he  filed  (hoijefully)  in  time  to  present  to 
the  House  ol  Delegates  on  Ajnil  2h,  19()h. 

It  was  VOI’KI)  to  accept  the  RVS  Coinnuttee’s 
lepori  and  reconnnendations,  and  to  transmit  the 
suhstance  ol  the  re])ort  to  the  House  ol  Delegates 
at  the  lorthcoming  Annual  Meeting.  The  “recom- 
metulations”  dealt  with  the  need  lor  more  educa- 
tioti  ol  physicians  regarding  relative  values  atul 
their  uses,  and  the  desirability  ol  having  a coti- 
tinuitig  and  active  Committee  on  Relative  Value 
Study.  It  was  lurther  V'OTKD  to  recpiest  the  Chair- 
man ol  the  Comndttee,  Dr.  Seigle,  to  select  a sub- 
connnittee  Irom  the  metnbership  ol  the  presetit  com- 
mittee, and  at  large,  to  study  and  report  to  the 
Council  on  suitable  tnechanisms  lor  cairving  out  an 
educational  program  on  relative  values  lor  the 
metnbership. 

Report— Delegate  to  the  Medical  Society  of  State  of 
New  York 

Ralph  I,.  Cihnati,  Storrs,  hied  a report  oti  his 
attetidance  at  the  Antuial  Meeting  ol  the  Medical 
Society  ol  the  State  ol  New  York  as  a delegate  lioin 
eSMS.  Since  James  R.  Culleti,  Rresidetit,  was  un- 
able tcj  attend.  Dr.  Cihnan  also  served  as  Dr.  Cul- 
leti’s  official  representative  at  the  meeting.  It  was 
V'OrED  to  accept  this  rejjort  as  iidormatioti,  and 
with  thanks. 

Progress  Report— Council  Committee  on  Preliminary  Study 
of  Censorship  Questions 

J.  Allred  Fabro,  Chairman  ol  this  Committee, 
filed  a progress  report  ol  the  Committee  concertiitig 
its  study  ol  jjioper  procedures  to  be  lollowed  Ity  the 
Society  in  hearing  apjjeals  on  matteis  ol  di.scipline 
affecting  tnembers,  particitlarly  with  reference  to 
appeals  taken  on  decisions  of  the  component  county 
medical  associations,  and  other  pertinent  tnatters  oti 
the  subject  ol  medical  ethics  and  discipline  which 
are,  or  should  be,  within  the  jurisdiction  ol  the 
State  Society.  It  was  \T)TFD  to  approve  the  rejjort, 
in  principle,  and  tcj  direct  the  Committee  to  pro- 
ceed to  implement  the  mechaidsms  lor  CSMS  dis- 
ciplinary procedures  outlined  in,  and  recommended 
by,  the  report,  and  to  make  a sid)sec|uent  report 
on  these  matters  to  the  Council. 

Report— Committee  on  Public  Health 

Having  been  inlormed  by  the  Committee  on 
Public  Health  that  the  first  “regional”  or  “district” 
health  department  has  been  lormecl  jointly  by  the 
Towns  ol  WTstjiori  and  Weston,  it  was  \'()  TFD 
to  urge  county  association  public  health  committees 
to  promote  the  establishment  ol  sinnlar  “com- 
bined” district  health  departments  among  appro- 
priate smaller  connmndties  in  their  areas  ol  juris- 
diction. 

.S.52 


/nferprefati'on  of  CSy\1S  Bylaws  te  "Sospens/on" 

• \ problem  was  noted  that  the  HCM.A  has  “sus- 
pended (a  physicitin)  Irom  memhership”,  which 
dept  ives  the  j)hysician  ol  all  rights  and  pri\  ileges 
ol  membership  including  “the  tiuty  to  pay  dues”, 
and  that  the  CS.M.S  l)ylaws  (;is  tunended  12/9/()4) 
state  that,  ip.so  hu  to,  siu  h a physician  shall  become 
a “member  iindei  suspension  (l)ut  still  a CSlM.S 
member)  ”,  losing  the  rights  to  vote  :md  hold  office, 
hilt  “shall  be  retjuired  to  jjay  membership  dues  to 
the  Society”.  1 o lesohe  this  relati\ely  mimjr  ilis- 
paiity  between  the  flCM.\  and  CSMS  bylaws,  it 
was  \'0  I FD,  thiit,  upon  ptiyment  ol  (ISMS  membei- 
shij)  dues,  tlie  named  physician  be  carried  as  a 
CS.MS  “member  under  suspension”  (in  accordance 
with  the  (IS.MS  Inlaws),  and  that  on  his  member- 
ship card  and  in  tlie  Roster  that  he  is  under  suspen- 
sion and  will  so  reimiin  until  restored  to  member- 
ship in  good  standing  by  the  1 f;n  tiord  County  Medi- 
cal .Association. 

X.B.:  The  foiegoiiig  is  a siwiiiimy  of  the  proceed- 
iiigs  and  actions  of  the  Council  on  March 
2p  I‘U)6.  Detailed  niiniites  of  the  meeting 
are  on  file  at  160  St.  Honan  Street,  New 
Haven,  for  perusal  hy  any  interested  ineni- 
her  of  the  Society. 


1966  MEETINGS 

.May  19-26  — Symposium  on  Psychiatry  and 
Neurology:  A Practical  .Ajjproacli,  to  be  held 
;it  Mound  Park  Hospital  Foundation,  Inc., 
701  Si.xth  Stieet,  South,  St.  Petersburg,  Flor- 
ida .S,^7()l.  For  lurther  inlormation  address: 
Neurology,  Mound  Park  Hospital  Founda- 
tion, Inc.,  St.  Petersburg.  Florida  33701. 

May  25  — “Caylord  Day”  to  be  held  at  Gaylord 
Hospital  and  Sanatorium,  Wallingford,  Con- 
necticut from  2:00  P.iAI.  to  6:00  P.M. 

June  7— I he  New  Haven  Branch  American  Can- 
cer Society  will  hold  their  22nd  Annual  Din- 
ner Meeting  at  7:00  P.M.  in  the  New  Haven 
Lawn  Club. 

Sej»teiiil)er  28  — list  Connecticut  Clinical  Con- 
gress to  be  held  at  Mary  S.  Harkness  Audi- 
torium, A'ale  Tnicersity  Medical  School,  New 
Haven,  Connecticut.  The  program  will  be  de- 
voted to  “Recent  .Advtinces  in  the  Diagnosis 
and  Management  ol  Liver  Disease”  and  “Re- 
cent .Advances  in  the  Diagnosis  and  Manage- 
ment ol  Flnombophlebitis.” 
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PLACEMENT  WANTED 

OBS-GYN  — Military  and  Board  requirements 
completed,  subspecialty  training  in  gynecological 
cancer.  Seeks  opportunity  for  solo,  partnership  or 
association  within  traveling  distance  of  New  York 
City  beginning  July,  1966. 

PEDIATRICIAN-39  years  of  age,  presently  com- 
pleting military  obligations.  Would  like  to  associate 
with  another  pediatrician  within  traveling  distance 
of  New  York.  Available  July  1,  1966. 

GENERAL  SURGEON— 35  years  of  age.  Board 
eligible,  Connecticut  license.  Military  obligations 
completed.  Would  like  to  join  a group  or  form  an 
association.  Available  as  of  July,  1966. 

GENERAL  SLIRGEON-34  years  of  age.  Board 
eligible,  Connecticut  license.  Military  obligations 
completed,  would  like  to  associate  with  another 
surgeon  or  become  part  of  a group  practice.  Avail- 
able July  1,  1966. 

UROLOGIST  — Board  eligible,  Connecticut 
license.  34  years  of  age,  with  military  obligations 
completed.  Available  July,  1966  and  would  like  to 
enter  into  an  association  or  a solo  practice. 

UROLOGIST— 31  years  of  age,  military  obliga- 
tions completed.  Board  eligible,  Connecticut  license. 
Would  like  to  enter  group  practice  as  for  July  1, 
1966. 

G.P.— 39  years  of  age,  military  obligations  com- 
pleted. Would  like  to  practice  with  either  a group 
or  an  associate  as  of  June,  1966  when  he  will  return 
to  this  country  from  England. 

INTERNIST— 34  years  of  age.  Board  eligible. 
Would  like  to  fonn  either  an  association  or  enter 
linto  group  practice  either  in  Hartford  or  New 
Haven  areas.  Available  shortly,  upon  fulfillment  of 
exchange  visitor’s  status  from  Canada. 

DERMATOLOGIST-Boarcl  eligible,  military 
obligations  completed.  Would  like  either  group  or 
associate  practice.  Available  as  of  July,  1966. 

OBS-GYN— Connecticut  license.  Board  eligible, 
military  obligations  completed.  Wishes  to  practice 
with  a group  or  an  associate.  Available  within  one 
month’s  notice,  42  years  of  age,  married. 

GEN.  SURGEON— 33  years  of  age.  Board  certi- 
hed  and  also  Board  eligible  in  Thoracic  Surgery, 
wishes  to  practice  with  an  associate.  Connecticut 
license,  military  obligations  completed. 


INTERNIST  or  G.P.  for  three-man  group.  Have 
regularly  visiting  specialist  consultant  staff,  modern 
clinic  facilities,  scheduled  training  and  vacation 
periods.  Starting  net  income  $15,000  to  $18,000 
depending  on  cjualifications.  Partnership  in  one 
year. 

WANTED  — Locum  tenens  in  September  for 
general  practitioner  with  view  to  permanent  asso- 
ciation to  follow. 

DIRECTOR  OF  PREVENTABLE  DISEASES- 
Health  Department,  New  Haven,  Conn.  Respon- 
sibility includes  supervision  of  tuberculosis,  veneral 
disease  and  epidemiological  programs.  Opportunity 
to  develop  new  chronic  disease  programs  and  con- 
duct research  in  a University  City  undergoing  ex- 
tensive physical  and  social  redevelopment.  Eligibil- 
ity for  Conn.  Medical  license  required;  training  or 
experience  in  public  health  desired.  Apply  to  John 
B.  Atwater,  M.D.,  Dr.  PH,  Director  of  Health,  161 
Church  St.,  New  Haven,  Conn.  06510. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS 
ASKED  TO  CONTACT  THE  GENERAL  MAN- 
AGER’S OFFICE,  160  ST.  RONAN  STREET, 
NEW  HAVEN,  CONN.  06511 


HAVE  YOU  MADE 
YOUR  RESERVATIONS 
FOR  THE  115TH  ANNUAL 
AMA  CONVENTION 
JUNE  26-30 
McCormick  Place 
IN  CHICAGO 


PLAN  TO  ATTEND 


Volume  30,  No.  5 


353 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (Ic  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.;  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 


WESTFIELD 

NURSING  HOME 

Inn. 


Westfield  Road,  Meriden 

CHRONIC  or  CONVALESCENT 
• ALL  MEOICAL  CONDITIONS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 

238-1291 


ESTFIELD 

NURSIN6 
HOME 

incorpOTated 

WESTFIELD  ROAD 

MEIIDEN,  CONN 

Telephone  238*1291 

Horold  Dederick  Administrator 
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SPECIAL  REPORT 


Legal  Opinion  Regarding  The  Supervision 
Of  Psychologists  By  Psychiatrists 

The  foUoiving  is  a suinmaiy  of  an  opinion  by  legal  counsel  of  Wiggin  and  Dana,  requesied  by  the 
Committee  on  Mental  Health  of  the  Connecticut  State  Medical  Society.  It  was  requested  in  connection 
loith  a particular  occurrence  ivhich  raised  questions  concerning  the  professional  liability  of  legitimate 
concern  to  psychiatrists  as  well  as  to  the  wide  variety  of  professions  with  ivhom  psychiatrists  characteris- 
tically work.  That  the  opinioji  centers  on  relations  betxueen  psychologists  and  psychiatrists  reflects 
only  the  fact  that  the  occurrence  iji  question  concerned  these  two  professions.  The  legal  opinion,  itself, 
is  quite  clearly  broader  in  scope  and  essentially  sets  forth  considerations  of  a general  type. 


Introduction 

Many  of  us  are  aware  of  the  growing  effective- 
ness of  communication  between  psychiatrists  and 
psychologists  in  this  State.  In  recent  years  we  have 
been  developing  a firm,  frank,  and  productive  rela- 
tionshij)  and  we  would  not  want  this  legal  opinion 
in  any  way  to  affect  adversely  this  development. 
With  this  interest  in  mind,  a meeting  was  held  to 
consider  how  best  to  bring  this  information  to  the 
attention  of  all  parties  concerned.  Representatives 
of  the  Connecticut  Psychological  Association,  the 
Connecticut  District  Branch  of  the  American  Psy- 
chiatric Association,  and  the  Committee  on  Mental 
Health  of  the  Connecticut  State  Medical  Society 
gathered  to  consider  this  problem  in  an  atmosphere 
of  cordiality  and  frank  discussion.  Attention  was 
foscused  on  how  best  to  disseminate  this  material 
and  not  on  policy  statements  of  who  is  privileged  to 
do  what  professionally  according  to  whom.  Discus- 
sion yielded  the  consensus  that  the  legal  opinion  be 
circulated  with  these  few  prefatory  paragraphs. 

It  will  be  seen  that  the  opinion  concerns  the 
liability  of  the  psychiatrist  xvhen  he  is  in  a super- 
visory role  or  lohen  he  is  clearly  and  actively  affect- 
ing diagnosis  and  treatment.  The  opinion  is  not 
relevant  where  any  other  type  of  relationship  exists 
or  where  the  different  professions  are  engaging 
independently  in  their  traditional  roles.  It  may  be 
of  interest  to  the  reader  to  know  that  there  is  no 
instance  to  date,  known  to  us,  of  any  psychiatrist 
in  the  State  of  Connecticut  being  charged  or  held 
liable  for  the  activities  of  psychologists  with  whom 
he  has  associated  himself. 

***** 

The  Question 

The  Committee  on  Mental  Health  authorized  by 
the  Council  of  the  State  Medical  Society  submitted 
to  Counsel  of  the  Connecticut  State  Medical  Society 
the  following  question: 

Many  patients  suffering  from  psychiatric  disorders 
seek  treatment  either  in  outpatient  clinics  or  in  the 


offices  of  psychiatrists  in  private  practice.  In  many 
clinics  a psychiatrist  is  in  charge  and  a psychologist 
will  undertake  certain  forms  of  treatment,  essen- 
tially psychotherapy,  under  the  supervision  of  the 
psychiatrist.  In  this  situation,  the  psychologist  is 
technically  an  agent  of  the  psychiatrist  and  where 
siqjervision  of  the  psychologist,  is  in  fact,  provided, 
the  patient  is  well-protected. 

Because  of  partiddar  situations,  especially  where 
there  is  a lack  of  psychiatrists,  some  patients  attend 
a clinic,  are  seen  only  by  a psychologist  or  social 
worker,  and  are  treated  by  a psychologist  without  a 
psychiatrist  ever  seeing  the  patient  and  sometimes 
without  the  psychiatrist,  in  fact,  discussing  the 
patient  with  the  psychologist  in  a supervisory  role. 
Moreover,  certain  situations  have  developed  where 
special  clinics  have  been  set  up,  such  as  for  student 
health  at  universities  and  other  schools  of  higher 
learning,  where  a psychiatrist  is  technically  in  at- 
tendance but  also  never  sees  or  discusses  the  patients 
with  the  psychologist  who  is  actually  treating  indi- 
viduals attending  for  therapy. 

Another  variety  of  this  situation  is  where  a psy- 
chologist in  private  practice  theoretically  is  treat- 
ing a patient  under  the  supervision  of  a psychiatrist 
but,  again,  there  is  little,  if  any,  contact  between 
the  psychologist  and  the  psychiatrist. 

The  opinion  sought,  therefore,  is  what  legal 
responsibility  and  what  legal  peril  does  a psychia- 
trist involve  himself  in  when  he  knowinglv  par- 
ticipates in  such  arrangements,  that  is,  when  he 
cooperates  professionally  with  a psychologist  who  is 
treating  a patient  whom  he,  the  psychiatrist,  has 
never  seen  but  whose  treatment  he  is  supposedly 
supervising? 

This  problem  will,  undoidrtedly,  become  even 
more  widespread  in  the  future  if  various  plans 
on  a Federal  and  State  level  are  developed  and 
many  psychiatrists  are  asking  the  above  questions. 

Counsel  for  the  State  Medical  Society  gave  a 
lengthy  opinion  of  which  the  following  is  a sum- 
mary: 
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PLACEMENT  OPPORTUNITIES 


The  Summary 

(1)  A jjsychiatrist  may  l)e  personally  lial)le  for 
ihe  malpractice  or  otlier  improper  professional 
acts  of  a psychologist  who  is  treating  a jnivate 
patient  if 

(a)  an  agency  relationship  does  in  fact  exist, 
as  where  the  psychiatrist  supervises,  controls  or 
employs  the  psychologist,  or 

(1))  the  psychiatrist  particij^ates  in  or  actively 
assumes  resjjonsibility  for  diagnosis  or  treatment 
by  the  psychologist. 

This  possible  liability  exists  whether  or  not  the 
psychiatrist  has  any  jjersonal  contact  with  the 
patient. 

(2)  A psychiatrist  who  is  employed  by  any  clinic 
or  hospital  and  wlio  i.s,  by  the  nature  of  his  respon- 
sibilities in  the  clinic,  supervising  the  treatment  of 
a patient  administered  by  a p.sychologist  might  well 
be  held  liable  or  responsible  for  claimed  malpractice 
or  other  improper  acts  on  the  part  of  the  psy- 
chologist. ft  is  the  opinion  of  Counsel  that  upon 
the  facts  stated  the  clinic  or  hospital  as  the  ultimate 
employer  might  also  be  held  liable  (subject  to  the 
rules  of  charitable  immunity)  and  as  a practical 
matter  it  would  probably  be  the  more  likely  target 
of  any  claim  of  malpractice. 

(.S)  If  a jjhysician  refers  a jxitient  to  a jjsy- 
(hologist  for  treatment  and  if  the  j^atient  is  led  by 
the  physician  to  believe  that  the  psychologist  is 
functioning  as  an  agent  of  the  physician,  the  latter 
expo.ses  himself  to  the  jmssibility  of  per.sonal 
liability  for  claimed  malpractice  and  perhaps  other 
improper  acts  on  the  part  of  the  psychologist. 

It  is  the  opinion  of  Counsel  that  where  a patient 
is  referretl  to  a psychologist  (who  is  not,  as  ilis- 
tinct  from  a psychiatrist,  a licensed  doctor  of 
medicine)  no  asstirance  can  be  given  that  the  re- 
ferring physician  coidd  not  be  held  liable  for 
alleged  malpractice  of  the  psychologist  even  where 
the  latter  is  not  lound  to  be  the  agent  of  or  other- 
wise under  the  control  of  the  referring  physician. 

[ohn  A.  Atchley,  M.I).  (1957-1965) 

E.  Idoyd  Dawe,  M.I). 

jean  G.  deCihahert-Ostland,  M.I).  (1957-1965) 

Erederick  J.  Elynn,  M.I). 

|ames  C.  Johnson,  Jr.,  M.I). 

W'alter  W.  Kemp,  M.I). 

Richard  d’.  Kramer,  M.I). 

William  Lee,  M.I). 

John  E.  Morrison,  M.I). 

John  Donnelly,  M.D.,  Chairman 

Committee  on  Mental  Health 
Connecticut  State  Medical  Society 


CLIN’IC.M,  1)1  RECrrOR— do  develop  program 
in  psychiatric  hospital  with  emphasis  on  psycho- 
somatic medicine.  Opportunity  for  experience  in 
employees’  health  clinic,  workmen’s  compensation, 
clinic  and  psychopharmacologic  drug  research,  \\dll 
direct  department  already  staffed  by  seven  doctors. 
EEC,  EKG,  Ophthalmology  and  Radiology  Depts. 
already  fully  equipped  and  staffed,  (ionsultants 
available  in  every  medical  ami  psychiatric  specialty. 
Opjxntunty  for  program  to  be  affiliated  with  Vale, 
Wesleyan,  llConn  and  local  general  hosjjitals.  All 
particulars  should  be  sent  in  first  letter,  including 
referemes.  Apply;  John  F.  Lowney,  Jr.,  M I).,  Supt., 
Connecticut  Valley  Hospital,  Box  ,S51,  Middletown, 
Conn. 

W AX  EEl),  CiOLLEGE  PHYSICIAN  - For 
women’s  college,  MOO  students.  Out-patient  ami  in- 
patient .services,  with  nursing  staff  and  laboratory. 
Full  or  part-time.  W'rite:  Maiy  X.  Hall,  M.I).,  Con- 
necticut College,  New  London,  (ionnecticut. 

1 X I ERX IS  I — Board  certifieil  or  eligible  Intern- 
ist wanted  to  take  over  fully  established  practice 
ami  office  or  physician  who  is  leaving  (ionn.  shortly. 
Located  in  (ilastonbury,  Connecticut,  just  a few 
minutes  from  Hartford  Hospital. 

P.\  EHOLOGISl’— 500  bed  general,  medical  and 
surgical  hospital  for  male  Connecticut  resident 
veterans.  Salary  range  $14,740  to  $19,000.  Excellent 
fritige  benefits,  including  group  life  itisurance. 
Major  Medictil  Insuratice  and  .Social  Security.  Hous- 
ing accommodations  available  at  low-cost  main- 
tetiatice.  For  further  itiformatioti,  contact:  Person- 
tiel  Office,  Veterans  Home  and  Hospital,  Rocky 
Hill,  Cotinecticut. 

DISIRICn  HEALTH  DIRECTOR  for  Wes- 
toti/\\'est]jort.  Cotin.  Requires  M.I).  plus  degree  iu 
Public  Health  or  ecpuvalent  experience.  Salary 
range  $18,500  to  $22,500,  to  be  negotiated,  depen- 
ding on  qualifications.  Start:  July,  1966.  Send 

resume  to:  Clifford  Mills,  M.D.,  Chairman;  Weston- 
Westport  Health  District;  c/o  Dept,  of  Health; 
W'estport,  Conn.  06880. 

OB.S-GVX  as,sociate.  Board  eligible  or  certified. 
Essential  that  physician  speak  French  and  military 
duties  completed.  I'o  assume  full  practice  on  re- 
tirement in  two  or  three  years.  Located  in  a large, 
expanding  central  Connecticut  city. 

PEDIALRICIAX  — Third  Pediatrician  to  join 
two  other  physicians  pre,sently  jnacticing  in  Water- 
bury,  Connecticut.  Hospital  facilities  located  near- 
by in  growing,  industrial  city. 
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FOR  NEW  ENGLAND  PHYSICIANS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician 
associations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

mail  coupon  for  prospectus  — — — — — — — — — 


Beacon  Investing  Corp. 

c/o  National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME  

ADDRESS  


am  a member  of  the 


(Name  of  State  Medical  Society) 


Medical  Society. 


OiJHett  jfOd  Ainaicwte 

dIntocain  lotion,  mild 

•/rORM^A—  Alcohol . 70% 

^ Benzocaine  10% 

, Chloroform,  4 mins,  per  fluidounce. 

OK  Mto  lia^. . . . 

KjlEliTOCAIN  LOTION  MILD  makes  it  easier  to  go  through 
the'  troublesome  teething  period.  A small  amount,  applied  with 
«^ntle  massage,  brings  quick,  soothing  relief  to  irritated  and 
bdUtraed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

p*t  Mte  . . 

By  providing  more  comfort  and  extra  sleep  for  the  baby.  DENTO* 

* <SUS!|,  LOTION  MILD  grants  the  mother  greater  peace  of 
- ' 'mind  and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
' i for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,  U.S. A. 


Professional  samples 
and  descriptive 
literature  sent  on 
request. 
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eczema:  scourge  of  childhood 


atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT"  Triamcinolone  Acetonide Topi cals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema : allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

AristocortTopici 

Triamcinolone  Acetonide 


measures  taken.  Use  on  infected  areas  should  be  attend 
with  caution  and  observation,  bearing  in  mind  the  poteni 
spreading  of  infection  and  the  advisability  of  discontinuj 
therapy  and/or  initiating  antibacterial  measures.  Generali;) 
dermatological  conditions  may  require  systemic  corticos  ji 
oid  therapy.  Steroid  therapy,  although  responsible  for  reri; 
sions  of  dermatoses,  especially  of  allergic  origin  cannot  be  : 
pected  to  prevent  recurrence.  The  use  over  extensive  b(i 
areas,  with  or  without  occlusive  nonpermeable  dressir: 
may  result  in  systemic  absorption.  Appropriate  precauti; 
should  be  taken.  When  occlusive  nonpermeable  dressii 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometirj 
develop.  Localized  atrophy  and  striae  have  been  repor' 
with  the  use  of  steroids  by  the  occlusive  technique.  Wlv 
occlusive  nonpermeable  dressings  are  used,  the  physici 
should  be  aware  of  the  hazards  of  suffocation  and  flamr' 
bility.  The  safety  of  use  on  pregnant  patients  has  not  bi( 
firmly  established.  Thus,do  not  use  in  large  amounts  or  ^ 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OP  M.  M.  NIERMAN,) 

Ointment  0.1%  and  Cream  0.1%,  0.5 

Also  available  in  foam  form  and  with  neomy^ 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  Y'i 


SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES  - ANNUAL  MEETING 
Hartford,  Connecticut  — April  26,  1966 


Reports  And  Addresses 

I'he  House  received  a number  of  reports  and/or 
addresses  from  the  officers  of  the  Society,  its  Divi- 
sionaf  Boards  ancf  Committees,  and  severaf  dis- 
tinguished guests.  Those  reports  and  addresses  sub- 
mitted in  printecf  form  wift  be  pidilished  in  this 
amt  succeeding  issues  of  the  Journal.  The  “Sup- 
plementary Report  of  the  Councit,’’  presented  by 
Dr.  Stevens  f.  Martin,  Chairman,  and  the  address 
of  the  President  of  the  Woman’s  Auxiliary  to 
CSMS,  Mrs.  William  R.  Richards,  appear  at  the 
end  of  this  summary  of  proceedings. 

Election  Of  Officers,  Committees,  Advisors 
And  Representatives 

The  officers  elected  at  this  meeting  of  the  House 
were: 

President:  Orvan  W.  Hess,  New  Haven 
President-Elect:  E.  Tremain  Bradley,  Norwalk 
Vice-President:  Norman  H.  Gardner,  East  Hamp- 
ton 

■Secretary:  Waldo  E.  Martin,  Milford 
Treasurer:  Isadore  S.  Goldberg,  Torrington 
Speaker  of  the  House:  Kenneth  F.  Brandon,  Hart- 
ford 

Vhce-Speaker  of  the  House:  Henry  Caplan,  Yales- 
ville 

AMA  Delegates  (January  1,  1967  to  December  31, 
1968)  : J.  Alfred  Fabro,  Torrington;  Max  Cap- 
lan, Meriden 

Alternate  AMA  Delegates  (same  terms)  Ellwood 
C.  Weise,  Sr.,  Bridgeport;  Morris  P.  Pitock, 
Bridgeport 

Councilor-at-Large:  Charles  Polivy,  Hartford 
A full  slate  of  Boards,  Committees,  Advisors, 
Representatives,  etc.  was  also  elected  by  the  House. 
Each  member  of  these  groups  will  be  formally  noti- 
fied of  his  or  her  election,  and  the  membership  of 
all  Boards,  Committees,  etc.  will  be  published  in 
the  (August)  1967  Roster. 

Delegates  From  Other  Medical  Organizations 

Introduced  to  the  House  and  making  brief  re- 
marks were: 

}.  Dunbar  Shields,  M.D.:  Delegate  from  the  New 
Hampshire  Medical  Society 


William  M.  Stahl,  M.D.:  Delegate  from  the  Ver- 
mont Medical  Society 

Robert  W.  Btick,  M.D.:  Delegate  from  the  Massa- 
chusetts Medical  Society 

Henry  I.  Fitieberg,  M.D.:  Delegate  from  the  Medi- 
cal Society  of  New  York 

Lloyd  A.  Hamilton,  M.D.:  Delegate  from  the  Medi- 
cal Society  of  New  Jersey 

Robert  M.  Knowles:  Delegate  from  the  Maine 
Medical  Association 

Armand  Archambault,  M.D.:  President,  Council  of 
New  England  State  Medical  Societies 
John  W.  Patterson,  M.D.:  Dean,  University  of  Con- 
necticut Medical  School 

Presentations  And  Awards 

1966  CSMS  Press  Awards 

Luca  E.  H.  Celentano,  Chairman  of  the  Pidrlic 
Relations  Division,  informed  the  House  that  clue 
to  circumstances  beyond  the  Division’s  control,  it 
was  not  possible  to  judge  the  entries  submitted  for 
1965-66  in  time  to  make  a report  to  this  meeting. 

AMA  Awards  Of  "Certificates  of  Humanitarian 
Service" 

Bearing  the  inscription:  “In  recognition  of  meri- 
torious service  performed  for  the  medical  profes- 
sion, the  United  States  Government  and  the  people 
of  South  Viet  Nam  by  treating  the  ill  and  injured 
during  his  voluntary  medical  mission  in  South 
Viet  Nam,”  plaques  awarded  by  the  American 
Aledical  y\ssociation  were  presented  by  President 
Orvan  W.  Hess  to  three  Connecticut  physicians. 
The  recipients  were:' 

Haakon  Ragtle,  M.D.,  Waterbury 
J.  Alfred  Fabro,  M.D.,  Torrington 
Arnnlf  vanDyke,  M.D.,  New  London 

AMA-ERF  Grants  For  1966 

Presented  by  retiring  President  James  R.  Cullen, 
AMA-ERF  checks  were  received  by  the  Yale  School 
of  Medicine  and  the  University  of  Connecticut 
School  of  Medicine.  The  major  grant  ($6,529)  went 
to  the  Yale  School,  but  a “token”  gift  ($53)  also 
went  to  the  UConn  School,  which,  being  still  in  the 
planning  stage,  is  not  yet  eligible  to  share  in  the 
distribittion  of  unrestricted  AMA-ERF  funds. 
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A{(e|)liiig  these  grants  were: 

Artlnir  Kltbeit,  |r.,  M.D.,  Associate  Dean,  ^’ale 
School  oi  Medicine 

[ohn  W.  Patterson,  M.D.,  Dean,  UConn  School 
ol  Medicine 

Presentation  Of  Past  President's  Pin 

In  appreciation  lor  his  many  tontrihntions  to 
the  Society  and  its  members,  James  R.  Caillen, 
Hart  lord,  received  a Past  President’s  Pin  as  he 
retired  from  oflice  (19()5-66).  Making  the  jnesenta- 
tion  was  Stevens  }.  Martin,  Hartlord,  Chairman 
ol  the  Cotint il. 

Presentation:  Pictures  On  History  Of  Medicine 

Acce]:iting  on  behall  ol  the  Society,  President 
Orvan  \V.  Hess  received  lour  Iramed  reprodnetions 
ol  original  paintings  on  the  History  ol  Medicine 
which  were  jnesented  to  the  Society  by  Parke, 
Davis  and  Company.  Making  the  presentation  lor 
Parke,  Davis  were:  Mr.  ^V^  E.  McCormick,  N.  E. 
Regional  Manager,  and  Mr.  Ray  Johnson,  Eield 
.Manager.  'The  pictnres  will  be  hung  in  the  Society’s 
headejnarters  building  in  New  Haven. 

Educational  Grant  To  COMPAC 

epon  recommendation  ol  the  Council,  it  was 
voted  to  atithorize  the  Treasurer  to  disbtirse  .f5,000 
ol  the  Society’s  reserve  Innds  to  the  Connecticut 
Medical  Political  Action  Committee  as  a grant  in 
su}tport  ol  political  education  activities  ol  that  or- 
ganization. 1 his  marks  the  third  year  in  which  the 
House  has  authorized  such  a grant,  contribtiting 
.1S,()0()  to  COMPAC  in  1961  anti  $5,000  in  1965. 

Honorary  Memberships  And  M.D.  Degrees 

.At  the  recjuest  ol  the  Litchfield  Cotnity  Medical 
.\ssociation,  and  upon  recommendation  ol  the 
Council,  the  House  voted  to  elect  three  dis- 
tingttishecl  doctors  ol  medicine  to  Honorary  Mem- 
bership in  the  Society  and  to  bestow  Honorary 
.M.D.  Degrees  on  two  prominent  lay  persons.  1 hese 
honors  were  granted  tinder  the  provisions  ol  .Article 
VII,  Section  1,  Paragraphs  5 and  6 ol  the  Bylaws, 
and  certilicates  will  be  presented  to  the  recipients 
at  the  June  ceremonies  to  be  held  by  the  Litchlield 
.Association  in  conjunction  with  its  Bicentennial 
Cielebration. 

I'he  background  and  credentials  ol  those  so 
honored  by  the  Hoti.se  follow: 

Honorary  Membership 

Dr.  Howard  R.  CiRAic;„  born  in  1894,  received  his 
.M.D.  degree  Irom  Cornell  in  1919,  practiced  pedi- 
atrics in  New  A’ork  Ciity  Irom  which  he  retired  to 
take  on  the  position  ol  Executive  Director  ol  the 
New-  York  .Aciidemy  ol  Medicine.  He  is  a summer 
resident  ol  Sharon,  has  a strong  leeling  lor  medical 


and  Litchlield  County  history,  is  well-known  and 
loved  in  this  community  lor  his  medical  and  hi.s- 
torical  work,  and  is  an  unolficial  member  ol  our  ' 
Bicentennial  Committee  to  which  he  has  given 
much  help  and  advice. 

Dr.  E.  Pkvton  Rou.Sj  born  in  1879,  who  obtained 
his  .A.B.  and  .M.D.  degrees  Irom  Johns  Hopkins, 
the  latter  in  1905,  and  is  a resident  ol  Cornwall. 
He  is  world-renowned  lor  his  work  in  physiology 
and  pathology,  and  is  a Nobel  prize  winner  lor  j 
his  discoveries  on  the  interrelationships  between  ' 
viruses  and  cancer.  He  is  an  Emeritus  member  ol 
the  Rockeleller  Institute  ol  .Medicine,  was  co-editor 
ol  the  Journal  ol  Experimental  Medicine,  a mem- 
ber ol  many  national  and  international  .societies 
ol  physiology  and  medicine  incittding  being  a jiast 
president  ol  the  Harvey  .Society,  and  a lellow  ol 
the  New  A’ork  .Veademy  ol  Medicine.  | 

Dr.  Bvro.n  P.  SrooKF.Y,  ol  New  A’ork  Ciily,  and  j 
lormerly  ol  Sharon,  who  was  born  in  1887  and  re- 
ceived his  M.D.  degree  Irom  Harvard  in  19LL  He  ' 
is  the  lormer  Prolessor  ol  Neurosurgery  at  Ciolum- 
bia  College  ol  Physicians  and  Sttrgeons,  and  used  ' 
to  be  on  the  stall  ol  Sharon  Hospital.  He  is  a mem-  i 
her  of  many  national  and  international  stirgical  ^ 
and  neurological  societies,  the  clescriber  of  ntimer-  ’ 
Otis  neurosurgical  syndromes  and  technit|ties,  and  ' 
an  astute  investigator  and  discoverer  of  historical 
material  which  led  directly  to  the  accurate  dating 
ol  the  lotinding  of  the  Litchfield  County  Medical 
Society,  and  its  establishment  as  the  oldest  county 
society  in  the  cotintry. 

Honorary  M.D.  Degree 

Mark  A^an  Doren,  Ph.D.,  of  Cornwaill,  a beloved 
educator  and  author,  who  has  broadened  the  scope  ' 
of  intellect  and  range  of  enjoyment  of  countless 
thotisands  of  individuals  with  whom  he  has  come 
in  contact  over  many  years.  He  is  the  son  of  a 
country  doctor  and  his  sympathies  have  been  with 
that  profession  lor  many  years. 

John  B.  Blake,  Ph.D.,  a yoting  native  ol  Con- 
necticut, who  graduated  Irom  Aale  belore  serving  , 
in  the  .Air  Force  in  AVMrlcl  AVar  If,  and  then  ob- 
taining his  M..A.  and  Ph.D.  degrees  Irom  Harvard 
in  the  fields  of  public  health  and  history  of  medi- 
cine. He  is  a histmian  at  the  Rockefeller  Institute 
for  Medical  Research  in  New  A’ork  City  and  is  now  ‘ 
Executive  Secretary  of  the  .American  .Association  of  , 
the  History  of  Medicine  and  a ctirator  of  the  Di-  i 
vision  of  Medical  Sciences  of  the  Smithsonian  In-  | 
slilute  in  A\'ashington.  He  grew  tip  in  an  environ- 
ment ol  medicine  in  New  Haven  where  his  father  j 
tvas  a professor  at  Aale  .Aledical  School.  He  is  well 
schooled  in  the  history  of  medicine  in  New  Eng-  , 
land  and  is  the  first  speaker  on  our  Bicentennial 
Program  on  the  subject  ol  colonial  medicine. 
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Resolution  On  Discrimination  In 
Organized  Medicine 

As  recommended  by  the  Council,  it  was  voted  to 
adopt  lor  transmittal  to  the  June  meeting  ol:  the 
AMA  House  ol  Delegates  a resolution  as  lollows: 
Subject:  Discrimination  in  Organized  Medicine 
\Vhereas:  Since  1939,  resolutions  have  been  pre- 
sented to  the  House  of  Delegates  of  the  American 
Medical  Association  stating  that  “membership  in 
constituent  state  associations  and  component 
county  or  district  societies  shall  not  be  denied  on 
the  basis  of  race,  creed  or  color,”  therefore  be  it 
Resolved:  I’hat  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society  go  on  record  as 
approving  fully  the  principle  that  membership  in 
the  American  Medical  Association  of  any  constitu- 
ent association  shall  be  revoked  if  such  constituent 
association  shall  allow  any  of  its  component  so- 
cieties to  deny  membership  to  any  individual  on 
the  basis  of  race,  creed  or  color,  and  be  it  further 
Resolved:  That  the  Society’s  Delegates  to  the 
American  Medical  Association  introduce  the  fore- 
going resolution  at  the  June,  1966  meeting  of  the 
AMA  House  of  Delegates  and  work  to  secure  its 
adoption  by  that  body. 

Statements  Of  CSMS  Policy  On  Reimbursement 
For  Physicians'  Services 

As  prepared  and  submitted  by  the  Council,  it 
was  voted  to  adopt  the  following  report: 

Subject:  Restatement  of  CSMS  Policies  on  Re- 
imbursement FOR  Physicians’  Services^  with 
Particular  Reference  to  Governmental 
Third  Party  Payment  Agencies 

(1)  It  is  the  policy  of  the  Connecticut  State 
Medical  Society  that,  in  all  patient-physician  rela- 
tionships, each  licensed  practitioner  of  medicine  is 
privileged  to  determine  for  himself  the  usual  fee 
that  he  will  charge  for  each  professional  service  he 
renders;  that,  however,  he  has  the  responsibility  to 
set  his  usual  fees  at  levels  within  the  range  which 
is  customary  to  the  community  or  regional  area  of 
his  practice  for  similar  services;  that  he  has  the 
further  responsibility  to  explain  the  nature  and 
amount  of  his  charges  to  his  patients  and  to  any 
other  party  legitimately  concerned  with  his  render- 
ing of,  or  billing  for,  services;  and  that  when  his 
fee  is  questioned  by  his  patient  or  other  legitimate- 
ly concerned  party  as  to  its  jaropriety  with  resjaect 
to  usual  and  customary  standards  for  his  area  of 
practice,  such  question  may  be  referred  for  review 
and  recommendation  to  an  authorized  committee 
of  the  physician’s  local  or  county  medical  society 
having  jurisdiction  in  that  area.  (Based  on:  “Cer- 
tain Policies  of  the  CSMS  re  Inter-Relationships 
Between  the  Patient,  the  Physician,  and  Third 


Party  Entities,”  adopted  by  tbe  CSMS  House  of 
Delegates,  April  30,  1963.) 

(2)  It  is  tbe  policy  of  the  Connedicut  S(;ile 
Medital  Society  lh;it  whenever  government  (fed- 
eral, state  or  local)  assumes  responsibility  for  the 
payment  of  medical  care  charges,  whether  by  a 
governmental  agency  directly  or  through  an  inter- 
mediary, the  same  principles  of  “usual  and  custom- 
ary” reimbursement  stated  in  Paragraph  (1)  shall 
apply;  i.e.,  the  prineijale  of  reduced  or  sidistandard 
payments  shall  )iot  apply.  (Based  on  “Report  of  the 
Committee  on  Third  Party  Payments— Revisions  of 
Welfare  Payment  Schedules,”  approved  by  the 
CSMS  House  of  Deleagtes,  April  27,  1965) . 

(3)  It  is  the  policy  of  the  Connecticut  State 
Medical  Society  that  all  agencies  offering  insurance- 
type  coverage  which  proposes  to  help  persons  pay 
for  physicians’  services,  in  full  or  in  part,  shall  be 
authorized  and  encouraged  to  use  the  official  CSMS 
Relative  Value  Schedule,  as  adopted  in  1965  and  as 
may  be  amended  from  time  to  time,  as  a guide  to 
bringing  into  and  maintaining  in  proper  relation- 
ships the  various  services  performed  by  doctors  of 
medicine  that  are  included  in  the  coverage  offered 
by  such  agencies  (Based  on  recommendations  em- 
bodied in  “The  Report  of  the  Relative  Value  Study 
Committee,”  adopted  by  the  CSMS  House  of  Dele- 
gates, April  27,  1965.) 

(4)  It  is  the  policy  of  the  Connecticut  State 
Medical  Society  to  recognize  that  the  monetary 
levels  of  usual  and  customary  fees  vary  somewhat 
throughout  the  State,  particularly  with  respect  to 
what  is  considered  to  be  customary  in  the  many 
different  community  and  regional  areas.  Hence,  the 
Society  recognizes  that  governmental  agencies  ac- 
cepting the  Society’s  stated  principles  on  usual 
and  customary  fees  as  the  basis  for  reimbursing 
physicians  may  need  guidelines  to  assist  them  in 
calculating  realistically  the  amounts  of  the  appro- 
priations that  must  be  sought  from  legislative  and 
administrative  bodies  to  fund  insurance-type 
medical  care  programs  paying  claims  on  that  basis. 
In  the  light  of  these  considerations,  and  for  the 
express  and  sole  purpose  of  assisting  such  agencies 
to  make  such  realistic  calculations,  the  Society  will 
offer  suggested  conversion  factors  (subject  to 
periodic  review  and  adjustment)  to  be  used  in  con- 
junction with  the  CSMS  Relative  Value  Schedule 
on  ly. 

Such  conversion  factors  have  already  been  derived 
from  suggestions  made  by  CSMS  Sections  and  other 
professional  groups  representing  almost  all  types  of 
medical  practice  on  a stateivide  basis.  Used  as 
“guides”  in  the  manner  stijmlated  above,  and  in 
conjunction  with  other  pertinent  actuarial  de- 
terminants (expected  frequency  of  claims,  utiliza- 
tion of  services,  etc.) , the  dollar  values  to  be  sug- 
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gestecl  will  be  comprehensive  enough  to  enable 
go\enimental  ihiicl  parties  to  calculate  realistically 
the  binds  (ap|)ropriations)  that  will  be  needed  to 
ai cominoihiie  most  lecogni/ed  variations  ol  usual 
and  (iisloinary  (barges  in  the  State,  as  determined 
ol  local  or  regional  level.  I heir  being  oliered  to 
([ualitying  governmental  agencies  lor  tliis  purpose, 
and  lor  this  purpose  only,  is  in  no  way  ter  be  inter- 
preted by  anyone  as  authoiizing  their  use  to 
establish  lee  schedules,  since  such  usage  wamld  be 
entirely  contrary  t(j  the  Society’s  long-standing 
policy  that  “it  (the  Society)  relrain  bom  making 
statements,  endorsements,  tigreements  and  the  like 
which  would,  or  might  appear  to,  commit  any  ol  its 
members  to  accepting  involuntarily  a lixed  schedule 
(of  payments)  lor  their  professional  services.”  This 
policy  is  apjdicable  whether  any  such  “fixed 
schedule”  shoidd  be  set  at  either  higher  or  lower 
levels  than  fees  usual  and  customary  to  any  given 
community  or  regional  area  in  the  State.  (Based  on; 
“Certain  Policies  of  the  CSMS  re  Jnter-Relation- 
ships  P>etween  the  Patient,  the  Physician,  and  Third 
Party  Entities”,  adopted  by  the  CSMS  House  ol 
Delegates,  Ajrril  30,  lOb.S). 

(5)  It  is  the  polity  of  the  Connecticut  State 
.Medical  Society  that  all  component  county  medical 

a.ssociations  and,  if  necessary,  all  local  or  regional 
medical  .societies,  should  have  committees-in-being 
tvhich  are  authorized  t(r  receive,  re\ietv,  and  make 
recommendations  on  all  cpiestions  relating  to  usual 
and  customary  fees  in  their  areas  of  jurisdiction,  and 
that  such  committees  should  make  their  review 
functions  readily  available  to  all  governmental 
agencies  (or  their  fiscal  intermediaries)  which  have 
accepted  the  Society’s  stated  principles  on  usual  and 
customary  fees,  determined  at  local  level,  as  the  basis 
for  reimbursing  physicians  lor  medical  care  rendered 
to  their  beneficiaries.  (P>ased  on  the  principles 
enunciated  in  the  “Report  of  the  Ad  Hoc  (Bradley) 
Committee  on  Resolution  No.  2”,  ajiproved  by  the 
CSMS  House  of  Delegates,  April  27,  19(15). 

riie  adoptitrn  of  these  five  statements  of  CS.MS 
|)olicy  by  the  House  of  Delegates  means  that  all 
CSMS  committees  which  are  ad\isory  to  govern- 
mental third  party  agencies  are  authorized  and 
directed  to  assist  such  agencies  “to  develop 
schedules  (of  reimbursement)  that  conform  with 
the  princi]rle  of  parity  of  payments  to  physicians 
in  the  State,  in  line  with  ‘usual  atid  customary’ 
charges”  by  advancing  the  policies  as  follows: 

a.  Seeking  acceptance  by  such  agencies  of  the 
Society’s  principles  on  usual  and  customary  fees  as 
the  basis  for  reimbursing  physicians  for  their 
services. 

b.  Seekitig,  conversely,  to  eliminate  the  current 
policies  of  such  agencies  Avhich  offer  physicians  “re- 


duced or  substandard”  reimbursement  lor  their 
ser\  ices. 

c.  Eiuouraging  the  use  of  the  CSMS  Relative 
V'alue  Schedule  by  siuh  agencies  to  biing  into  and 
maintain  in  propei  i elatioiiships  the  vai  ious  set  vices 
pei  lormed  by  dcjc  tois  ol  medicine  that  are  included 
in  the  coverage  prcjvicled. 

(1.  Offering  suggested  dollar  conversion  factors, 
in  conjunction  with  the  CSMS  Relative  Value 
Schedule  (as  outlined  in  Paragraph  (4)  above)  , for 
the  pur])o.se  stipulated,  and  for  that  purpose  only. 

e.  Offering  the  “review  committee”  mechanism 
(as  outlined  in  Paragraph  (5)  above)  as  a sound 
and  workable  method  of  protecting  the  proper 
interests  of  all  concerned  with  respect  to  claims 
made  against  the  agencies’  funds  on  the  basis  of 
usual  and  customary  reimbursement  of  physicians 
for  their  services. 

Puisnant  to  the  adoption  of  this  report,  related 
actions  were  taken  as  follows: 

I r IS  Moved:  I hat  the  House  of  Delegates  instruct 
the  Council  to  make  available  to  all  C.SM.S  ad- 
visory committees  to  governmental  third  partv  jniy- 
ment  agencies  ajjpropriate  RV  unit  conversion 
factors,  as  recommended  by  the  C.SMS  Committee 
on  I'hird  Party  Payments,  and  to  authorize  such 
advisory  committees  tcj  use  such  factors  as  guide- 
lines, in  conjunction  with  the  C.SM.S  Relative  Value 
Schedule,  to  implement  fully  the  objectives  of  the 
“statements  ol  policy”  cm  physician  reimbursement 
adopted  by  the  House  ol  Delegates  at  this  meeting; 
and  it  is  further 

Moved:  I hat  the  previcius  policy  of  the  Society 
(adopted  on  April  2(i,  19(15)  concerning  usage  of 
conversion  lactors  in  conjunction  with  the  CSMS 
Relative  \2dne  Schedule  when  negotiating  payment 
schedules  with  governmental  third  parties  is  here- 
with rescinded. 

Resolution  On  Medical  Assistance  Programs 
Under  Title  XIX  Of  P.L  89*97 

Having  heard  the  report  erf  the  Council  on  the 
Welfare  Department’s  plans  for  implementing  Title 
XIX  ol  P.L.  89-97  in  Connecticut,  effective  July  1, 
19(1(1,  it  was  voted  to  adopt  a resolution  (with  minor 
editorial  change)  as  follows: 

Be  Li  Re.solved:  Lhat  if  Welfare  Connni.ssioner 
Shapiro  will,  in  his  Department’s  19(17  budget,  in- 
corporate funds  sufheient  to  cover  the  expense  of 
paying  doctors  of  medicine  on  the  basis  of  their 
usual  and  customary  fees  under  Title  XfX  of  P.L. 
89-‘)7,  the  Connecticut  State  Medical  Society  will 
support  such  a budget  and  do  all  things  possible 
to  obtain  its  apjnoval  by  the  General  Assembly,  and 
be  it  further 

Resolved;  lhat  it  be  reiterated  to  Commissioner 
Shapiro  that,  under  no  circumstances,  will  the  Con- 
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necticut  State  Medical  Society  approve  any  policy 
of  his  Department  for  reimbursing  doctors  of  medi- 
cine that  invoKes  the  jrrinciple  of  reduced  or  sub- 
standard payments  for  physicians’  services. 

It  was  further  \oted  to  inform  Ciommissioner 
Bernard  Shapiro,  Stale  Welfare  Department,  of  this 
action. 

Proposal  To  Amend  The  CSMS  Charter 

Pursuant  to  a projrosal  to  make  past  presidents 
of  the  Society  voting  members  of  the  House  of  Dele- 
gates, the  Council  reported  that  it  is  the  opinion 
of  legal  counsel  that  to  effect  such  a change  in  the 
Bylaws  would  require  that  an  amendment  to  the 
Charter  be  sought  as  a Special  Act  of  the  General 
.Assembly;  further,  that  to  seek  such  a Special  Act 
in  the  absence  of  one  or  more  pressing  reasons 
would  be  undesirable  (see  Item  VI  of  “Report 
of  the  Council”,  which  follows  this  summary  of 
proceedings)  . Accepting  the  recommendation  of  the 
Cotincil,  it  w'as  voted  not  to  approve  the  proposal 
to  make  past  presitlents  of  the  Society  voting  mem- 
bers of  the  House  of  Delegates,  and,  hence,  not  to 
seek  an  amendment  to  the  Charter  from  the  General 
Assembly. 

Progress  Report— Experience  With  CSMS 
Relative  Value  Schedule 

A progress  report  on  this  subject  was  accepted 
as  part  of  the  “Report  of  the  Council”.  A summary 
of  the  hndings  and  conchrsions  of  the  experience 
review  now  being  made  by  the  Committee  on  Rela- 
tive Value  Study  apj^ears  under  Item  XIII  of  the 
Council’s  report. 

SUPPLEMENTARY  REPORT  OF  THE  COUNCIL 

Mr.  Speaker,  Mr.  President,  Members  Of  The 
House  And  Distinguished  Guests: 

At  the  last  meeting  of  the  House  of  Delegates  in 
December  of  1965,  a motion  introduced  from  the 
floor— and  subsequently  adopted— suggested  that  the 
natives  are  prone  to  grow  just  a little  bit  restless 
when  the  reports  emanating  from  the  Speaker’s  ros- 
trum are  either  very  numerous  or  very  lengthy  or 
both.  While  the  aforesaid  motion  actually  applied 
only  to  our  semi-annual  sessions,  I trust  you  will 
note  that  those  who  address  you  today— incltuling 
the  Chairman  of  the  Council— are  making  a sincere 
effort  to  be  brief  and  to  the  point,  while,  at  the 
same  time,  not  leaving  things  unsaid  which  should 
rightfully  be  brought  to  your  attention.  I might  say 
parenthetically,  however,  that  most  of  Medicine’s 
current  concerns— and  there  are  more  in  the  im- 
mediate offing— do  not  lend  themselves  readily  to 
superficial  examination,  thumb-nail  condensation 
and  twenty-five  words  or  less  solutions. 


Your  Council  has  met  ten  times  during  the  year, 
and  it  was  my  privilege  to  summarize  the  first  six 
of  these  sessions  for  you  on  December  9th  last.  The 
published  “Report  of  the  Council”  which  appears 
in  your  Handbook  (at  the  top  of  Page  17)  is  short, 
and  it  is  so  intentionally.  As  Chairman,  I have 
placed  the  onus  on  each  of  you  to  re-read  or  read 
for  the  first  time— as  the  case  may  be— the  detailed 
minutes  of  the  January,  February  and  March  Coun- 
cil meetings  which  have  been  mailed  to  all  listed 
members  of  the  House  from  the  Society’s  head- 
quarters in  New  Haven.  It  is  the  Council’s  sincere 
wish  to  share  its  tleliberations  with  the  Delegates 
while  they  are  still  timely,  and  this  policy  of  widely 
distributing  the  minutes  has  been  in  effect  for  more 
than  three  years. 

Bacon  once  said  “Reading  maketh  a full  man,” 
and,  further,  that  “a  conference  maketh  a ready 
man.”  Accordingly,  I am  confident  that  you  are  full 
from  your  reading  of  these  minutes  and  have  come 
to  this  conference  ready  to  wisely  transact  our 
business  today.  Bacon  also  said  that  “writing 
maketh  an  exact  man,”  and  I have  therefore  put 
into  writing  for  presentation  now  only  those  mat- 
ters of  continuing  interest  which  I believe  will  con- 
tribute to  the  exactness  of  your  understanding  of 
the  Council’s  stewardship  in  the  first  quarter  of 
1966,  up  to  and  including  its  most  recent  meeting 
on  April  21st.  If  there  are  questions  on  matters  not 
covered  in  this  limited,  oral  report,  I shall  be 
pleased  to  try  to  answer  them. 

I.  COMMITTEE  ON  MEDICAL  QUACKERY 

In  January,  the  Council  took  steps  to  initiate  the 
formation  of  a Committee  on  Medical  Quackery, 
under  the  chairmanship  of  Dr.  Max  Caplan  of 
Meriden.  As  you  know,  quackery  in  its  various 
forms  costs  the  American  public  dearly  in  money 
and  in  lives,  year  after  year,  and  it  is  felt  to  be  im- 
portant to  have  a committee-in-being  to  study  and 
report  continuously  on  matters  relating  to  this  sub- 
ject of  national  concern.  Dr.  Caplan,  you  may  re- 
call, played  a key  role  in  planning  and  staging  a 
Connecticut  Congress  on  Medical  Quakery  several 
years  ago— an  event  which  received  favorable  ac- 
claim from  both  public  and  professional  sources. 

II.  HEALTH  EDUCATION  AND  THE  VENEREAL 

DISASE  PROBLEM 

Dr.  Hyman  A.  Levin,  New  Haven,  filed  an  excel- 
lent and  comprehensive  report  with  the  Council  on 
his  attendance  at  the  recently-held  AMA  National 
Symposium  on  Venereal  Disease  as  a representative 
of  the  Society.  Dr.  Levin’s  report  was  turned  over 
to  our  Committee  on  Public  Health  “for  study  and 
recommendation,  in  concert  with  the  Commis- 
sioner of  Health,  with  a view  toward  committing 
the  Society  to  the  support  of  the  efforts  of  Dr.  Foote 
and  others  to  make  health  and  sex  education  a 
more  meaningful,  regular  part  of  the  curricula  of 
our  public  schools  and  state-supported  colleges  and 
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universities.”  'I'hose  who  lake  cognizance  of  the 
alarming  increases  being  reported  in  the  incidence 
of  venere.'d  disease,  especially  among  leenageis, 
knocv  that  a moinimenlal  task  laces  us  all  in  trying 
to  legain  (he  effective  control  over  gonorrhea  and 
syjdiilis  that:  was  achieved  in  the  decade  or  so  fol- 
lowing the  end  of  Whtrlcl  \Vhir  II. 

III.  THE  COMMITTEE  ON  HOSPITALS 

I’he  Ciommiltee  on  Hospitals,  under  the  able 
and  progressive  chairmanship  of  Dr.  Leopold  M. 
Trifari  of  Hamden,  has  had  one  of  its  most  pro- 
ductive years  and  has  been  of  invaluable  assistance 
to  the  Council  on  matters  relating  to  the  Medicare 
Law,  the  DeRakey  legislation,  ancl  other  imjjortant 
subjects.  The  report  of  this  Committee  is  published 
in  your  Handbook,  beginning  on  Page  18,  ancl  1 
nnclerstand  that  its  chairman  will  present  to  ns  to- 
day a sinjplementary  report  on  activities  engaged 
in  as  recently  as  a week  ago.  At  its  last  meeting,  the 
Conncil  considered  one  of  the  supplementary  mat- 
ters which  Dr.  Trifari  will  cover.  This  concerns  a 
recommendation  of  the  Committee  on  Hospitals 
that  the  Council  form  a new  Ad  Hoc  Committee  on 
Medicare  Experience  (for  want  of  a better  name). 
I shall  leave  it  to  Dr.  Trifari  to  give  you  the  de- 
tails of  the  proposal,  but,  in  essence,  such  an  Ad 
Hoc  group  would  receive,  evaluate,  correlate  ancl 
report  on  problems  encountered  by  physicians  in 
rendering  services  to  patients  under  Title  XVIII 
ancl  Title  XIX  of  Public  Law  89-97.  The  Council 
has  heartily  apprcjved  this  recommendation,  and 
will  fnlly  implentent  it  as  soon  as  possible  after 
you  have  elected  the  related  committees  for  the 
coming  year. 

I feel  sure  the  House  will  share  the  Council’s 
disappointment  that  Dr.  Trifari  will  find  it  im- 
possible to  carry  on  as  chairman  of  the  Committee 
in  196()-()7,  ancl  will  join  the  Council  in  commend- 
ing him  for  a job  well  clone  during  his  many  years 
of  service  in  that  capacity. 

IV.  PUBLIC  LAW  89-239-THE  SO-CALLED 
"DEBAKEY  LEGISLATION" 

As  most  of  you  know  by  now,  the  Yale  tincl 
UConn  .Schools  of  Medicine  have  applied  to  the 
Federal  authorities  to  be  designated  as  the  “cen- 
ters” around  which  a “regional  medical  program” 
for  Conuecticnt  is  proposed  to  be  established.  If 
the  application  is  approved,  study  grants  will  be 
forthcoming  from  Washington,  D.  C.  in  the  near 
future,  with  additional  ancl  substantial  implement- 
ing funds  to  be  made  available  when  the  study  has 
been  completed.  Lhe  Council  has  urged  that  full 
representation  on  the  Advisory  Council  to  the  pro- 
gram be  given  to  medical  practitioners,  and  com- 
mends the  appointment  of  Dr.  Orvan  W.  Hess,  our 
incoming  president,  as  an  excellent  step— bnt  only 
a first  step— in  that  desired  direction. 

The  enactment  of  P.L.  89-239  by  the  Congress 
was  prompted,  in  large  part,  by  allegations  that 
such  legislation  constituted  an  absolute  necessity 


il  the  pid)lic  health  cvas  to  be  adecjuaiely  protected. 
For  this  reason,  it  is  hoped  that  a wry  smile  here 
and  there  may  be  forgiven  l>y  our  jjolitical  saviors 
when  it  is  revealed  that  one  of  the  fiisl— ancl  major 
—objectives  of  the  pieliminary  study  to  l)e  carried 
out  is  to  delermiiie  to  cvhat  extent  such  a regional 
medical  program  is  really  needed  in  our  State.  It  is 
probably  safe  to  j^redict,  however,  that  the  before- 
placed  cart  of  our  needs  will  be  found  to  be  of 
sullicient  size  to  justify  the  subsecjuent  accjuisition 
of  what  promises  to  be  an  extremely  expensive 
horse  to  push  it— expensive  in  its  appetite  not  only 
for  tax  clollars  but  also  for  medical  resources  ancl 
manpower  which  are,  even  now,  in  somewhat  short 
supply. 

V.  PROPOSED  INCREASE  IN  AMA  MEMBERSHIP  DUES 

At  its  interim  meeting  in  Philadelphia  last  Fall, 
the  ;\MA  House  of  Delegates  gave  tentative  ap- 
proval to  an  increase  in  AMA  membership  clues 
from  $4,5  a year  to  .$70  a year,  commencing  January 
1,  1967.  .Vt  the  foithcoming  June  meeting,  it  is  ex- 
pected that  the  Delegates  will  be  asked  to  confirm 
that  action. 

For  those  of  you  who  do  your  homework  regu- 
larly—at  least  those  who  tire  AMA  members,  you 
will  by  now  have  perused  carefully  the  detailed 
explanation  of  the  organization’s  current  ancl  pro- 
jected financial  situation  which  was  presentecl  in 
the  February  21st  issue  of  AMA  NEWS,  a publica- 
tion that  is  mailed  to  you  each  week.  For  those 
who  have  not  seen  this  fact  sheet,  perhaps  Dr.  Nor- 
man Ciardner  or  another  of  our  AM.\  Delegates 
would  be  willing  to  offer  a thumb-nail  sketch  of 
the  major  consiclerations  wdiich  form  the  basis  for 
the  jnoposal. 

Normally,  we  do  not  instruct  our  Delegates,  i 
either  pro  or  con,  preferring  to  leave  it  to  their 
own  good  judgment  to  support,  oppose,  or  appro- 
priately modify  motions  ancl  resolutions  coming 
liefore  the  AMA  Hou.se.  d he  Council  recommends  i 
that  we  follow  this  policy  in  the  present  instance, 
but  feels  that  it  might  be  helpfid  to  our  repre,sen- 
tatives  to  be  given  a little  informal  grassroots 
opinion  on  the  dues  question.  We  suggest,  there- 
fore, that  the  .Speaker  ask  for  a show  of  hands  as 
a sampling  of  your  opinion. 

Fins  House  is,  of  course,  privileged  to  make  its 
own  ground  rides  on  handling  informal  matters  of 
this  kind,  but  it  would  seem  to  me  that  only  AMA 
chies-payers  would  wish  to  participate  in  such  a 
more  or  less  off-the-record  expression  of  opinion. 
.\fter  all,  Gimbel  doesn’t  tell  Macy,  nor  do  mem- 
bers of  one  of  our  county  associations  cast  ballots 
on  business  of  primary  concern  to  members  of  the 
others. 

VI.  PROPOSED  AMENDMENTS  TO  THE  BYLAWS 

On  March  23rd,  the  Council  received  from  its 
.Subcommittee  to  Study  ancl  Revise  the  Bylaws  a 
comprehensive  report,  with  recommendations,  on  a 
number  of  matters  referred  to  the  Subcommittee 
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during  the  past  18  months.  On  Pages  49,  50  and  51 
of  your  Handbook,  the  proposed  amendments  ap- 
proved by  the  Council  are  published  in  some  de- 
tail-indicating in  each  instance  what  the  amend- 
ment is  intended  to  accomplish  and  providing  the 
specihcs  of  the  necessary  changes  to  be  made.  The 
Council  recommends  the  adoption  of  these  amend- 
ments, with  one  exception  to  which  I will  refer  in 
a moment,  and  places  them  on  the  table  for  hnal 
consideration  and  action  at  our  1966  semi-annual 
meeting. 

The  exception  is  listed  under  No.  f of  the  series; 
i.e.,  the  proposal  to  make  past  presidents  of  the 
Society  voting  members  of  the  House  of  Delegates. 
You  will  note  that  it  is  the  opinion  of  our  legal 
counsel  that  (a)  this  proposal  will  require  an 
amendment  to  our  Charter;  that  (b)  , such  an 
amendment  would  have  to  be  sought  as  a Special 
.\ct  of  the  General  Assembly;  and  that  (c) , it 
would  hardly  seem  worthwhile  to  seek  a Special 
Act  from  the  Assembly  for  this  single  purpose. 

On  page  49  of  the  Handbook,  it  is  stated  that 
the  Council  requests  the  House  to  “vote  its  opinion 
concerning  this  proposal”  as  to  our  past  presidents. 
However,  at  its  meeting  on  April  21,  having  re- 
viewed the  appraisal  rendered  by  our  attorneys, 
the  Council  voted  to  recommend  specifically  that 
the  proposal  be  disapproved  by  this  body.  In  to- 
day’s political  climate,  it  is  felt  by  some  that  to  ex- 
pose our  Charter  to  the  tender  mercies  of  the  legis- 
lature—in  the  absence  of  pressing  reasons  for  so 
doing— might  turn  out  to  be  a Pandora’s  box-type 
venture,  as  a result  of  which  we  could  get  more 
amendments  made  to  our  precious  parchment  than 
we  bargained  for;  some,  perhaps,  that  we  would 
just  as  soon  do  without. 

VII.  1966  EDUCATIONAL  GRANT  TO  COMPAC 

On  April  21,  the  Council  voted  to  recommend  to 
the  House  of  Delegates  that  authorization  be  given 
to  our  Treasurer  to  disburse  the  sum  of  .|5000  of 
our  general  funds  as  a grant  to  the  Connecticut 
Medical  Political  Action  Committee  to  support  the 
political  educational  activities  of  that  organization. 
As  you  know,  this  House  voted  in  1961  to  encour- 
age the  formation  of  a political  action  committee 
in  Connecticut  which  would  be  administered  en- 
tirely separately  from  the  Society,  and,  in  1962, 
COMPAC  was  formed  independently  by  a grotqD 
of  members  of  the  Society.  Two  years  ago,  our  legal 
counsel  gave  us  clearance  to  make  such  educational 
grants— I stress  the  word  “educational,”  and,  at  the 
direction  of  the  House  in  each  case,  the  Council 
awarded  $3000  to  COMPAC  in  1964  and  another 
$5000  last  May. 

VIII.  HONORARY  DEGREES  AND  MEMBERSHIPS 

In  conjunction  with  the  Bicentennial  Celebra- 
tion of  the  Litchheld  County  Medical  Association, 
and  in  compliance  with  the  request  of  that  Associ- 
ation, the  Council  is  pleased  to  commend  to  the 


House  of  Delegates,  for  approval,  the  following 
nominations: 

For  HONORARY  MEMBERSHIPS: 

Dr.  Howard  R.  Craig,  New  York  City  (Sharon) 
Dr.  F.  Peyton  Rous,  Cornwall 
Dr.  Byron  P.  Stookey,  New  York  City  (former- 
ly of  Sharon) 

For  HONORARY  M.D.  DEGREES: 

Mark  Van  Doren,  Ph.D.,  Cornwall 
John  B.  Blake,  Ph.D.,  Washington,  D.  C. 
(born  in  Connecticut) 

The  authorization  for  the  House  to  bestow  these 
honors  is  provided  for  in  our  Bylaws,  Article  VII, 
Section  1,  Paragraphs  5 and  6.  If  approved,  it  is 
planned  to  ask  our  incoming  president.  Dr.  Hess, 
to  present  suitable  certificates  of  award  to  the  re- 
cipients at  the  Litchfield  Bicentennial  Celebration 
ceremonies  in  June. 

IX.  RESOLUTION  ON  DISCRIMINATION  IN 
ORGANIZED  MEDICINE 

Published  on  Page  47  of  your  Handbook  is  a 
resolution  on  discrimination  in  organized  medi- 
cine, which  the  Council  adopted  on  February  17, 
and  recommends  that  you  approve  by  an  action 
today.  We  have  since  been  notified  that  the  Board 
of  Directors  of  the  Hartford  Association  subse- 
quently adopted  a practically  identical  resolution 
at  a meeting  of  that  body  on  March  23rd. 

Here  in  Connecticut,  of  course,  discrimination 
on  the  basis  of  race,  creed  or  color  does  not  exist 
in  medicine— either  in  our  medical  organizations, 
in  our  hospitals  or  in  any  other  facets  of  our  pro- 
fessional lives.  We  have  good  reason  to  believe  that 
great  progress  has  been  made  throughout  the  na- 
tion in  drying  rqr  this  limited— but  still  chronic- 
source  of  injustice  to  qualified  practitioners  of 
medicine.  Whether  the  resolution  before  you  today, 
or  some  different  mechanism,  proves  to  be  the  way 
to  dispel  this  bothersome  cloud,  once  and  for  all, 
the  Council  believes  that  no  doctor  anywhere 
should  be  content  to  rest  until  the  desired  goal  has 
been  achieved  completely. 

X.  PROGRESS  REPORT-DECEMBER  9TH  NEW  HAVEN 
COUNTY  RESOLUTION 

At  the  last  meeting  of  the  House,  a resolution 
introduced  by  the  New  Haven  County  delegation 
was  adopted  and  the  Council  was  directed  to  report 
to  this  meeting  on  the  progress  which  has  been 
made  toward  implementing  its  resolves.  In  essence, 
the  purpose  of  the  resolution  is  for  the  Council  to 
study  certain  deficiencies  in  the  coverage  of  physi- 
cians’ services  which  presently  exist  in  several  of 
our  State’s  tax-supported  medical  care  programs 
and  to  seek  ways  by  which  such  coverage  can  be 
made  more  comprehensive.  While  much  of  the 
Council’s  time  is  currently  being  s^^ent  on  matters 
closely  related  to  this  subject,  I can  only  inform 
you  today  that  the  specific  resolution  in  question  is 
still  under  study  by  Dr.  Elite’s  Committee  on  Third 
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Party  Payments;  that  progress  is  being  made  in 
accorclance  with  the  directive  oi  the  House;  and 
that  we  may  anticipate  receiving  a definitive  re- 
port on  it  in  the  foreseeable  future. 

XI.  CHANGE  OF  PERSONNEL  IN  OUR  PUBLIC 
RELATIONS  DEPARTMENT 

.Vt  its  February  meeting,  the  Council  was  noti- 
fied by  Mr.  James  G.  Burch— who  has  been  our  Di- 
rector of  Pulilic  Relations  for  nearly  two  decades— 
that  “for  personal  reasons’’  he  found  it  necessary 
to  resign  from  that  position,  effective  April  1,  lOGb. 
Manv  of  you  knew  Jim- as  most  of  us  called  him— 
to  be  a loyal  employee  who  made  innumerable 
friemls  in,  and  for,  the  Society.  Having  accepted 
Mr.  Burch’s  resignation,  with  regret,  the  Council 
sought  and  has  been  successful  in  obtaining  a well 
tpialified  replacement  for  him  on  our  headquarters 
staff.  It  is  my  pleasure  to  announce  to  you  that 
Mr.  Peter  F.  Villano,  of  New  Haven,  has  accepted 
the  post  of  Director  of  Public  Relations  and  Com- 
munications for  the  Society,  and,  while  he  will  not 
be  joinitig  ns  fulltime  until  June  1st,  T hope  that 
as  many  of  you  as  possible  will  have  an  early  op- 
portunity to  make  his  acquaintance— and  he  yours. 

XII  REPORT  OF  THE  NOMINATING  COMMITTEE 

,\s  yon  know,  the  Council  is  the  Nominating 
Committee  of  the  Society.  Starting  on  Page  39  of 
your  Handbook,  the  Council-approved  slate  of 
nominees  is  pidtlished.  ITnder  officers,  it  is  my  duty 
to  inform  you  that  Dr.  Stewart  P.  Seigle,  Hartford, 
asked  that  his  name  be  withdrawn  as  nomitiee  for 
the  post  of  Delegate  to  the  .\M.A  (one  of  two  which 
you  are  to  elect  today)  and,  hence,  at  its  April  21 
meeting,  the  Council  voted  to  make  changes  as 
follows 

For  AMA  Delegate— J.  Alfred  Fabro,  Torrington 

For  Alternate  .\MA  Delegate— Ell  wood  C.  \\^eise, 
Sr.,  Bridgeport 

Fhe  Max  Caplan-Morris  P.  Pitock  nominations 
for  the  other  posts  of  AM.\  Delegate  and  .\lternate 
remain  unchanged. 

XIII  PROGRESS  REPORT-REVIEW  OF  EXPERIENCE  WITH 
THE  RELATIVE  VALUE  SCHEDULE 

Pursuant  to  the  adoption  of  an  olficial  Relative 
Value  Schedule  at  our  last  annual  meeting,  a 
directive  was  isstied  that:  “After  a trial  period  of 
approximately  twelve  months  phe  Council  was  to) 
review  and  evaluate  the  experience  of  the  Society, 
its  committees,  its  members,  and  the  component 
county  associations  in  using  the  Relative  Value 
Schedule’’  and  report  to  the  House  on  the  findings. 
■Vccordingly,  at  the  Council’s  request,  a reactivated 
Committee  on  Relative  Value  Study,  under  the 
chairmanship  of  Dr.  Stewart  P.  Seigle  of  Hartford, 
began  this  review  and  evaluation  several  months  ago 
and  filed  its  initial  report  on  March  23rd.  d'he 
pertinent  conclusions  reached  thus  far  can  be  sum- 
marized as  follows: 


(1)  It  is  fair  to  say  that  the  adoption  of  an 

olficial  Relative  Value  Schedule  by  the  House  of 
Delegates  about  a year  ago  has  probably  had  little 
or  no  real  influence  on  the  individual  fee  patterns  . 
of  physicians  practicing  in  Connecticut..  It  appears 
that,  except  for  some  of  our  state  and  county  socio- 
economic committees  atul  the  executive  boards  of  | 
some  of  our  Sections,  few  doctors  have  made  more 
than  a casual  attempt  to  accommodate  their  own  fee 
structures  to  the  listing  of  relati\e  value  units.  For  i 
this  reason,  the  Council  has  recommetided  that  a I 
s7ihcom?nittee  of  the  full  RVS  Ciommtitee  be  selected  | 
by  Dr.  Seigle  to  ]dan  and  inq)lement  ati  educational  I 
program  on  the  relative  value  concept  for  the  mem-  i 
hers  of  the  Society.  This  single  techtiical  aid  can-  ■ 
not  be  expected  to  solve  every  problem  that  faces  | 
us,  but,  unless  its  principles  are  well-understood  i 
by  a broad  segment  of  the  membership,  it  will  be  I 
most  difficult  to  lay  a firm  foundation  for  our  cur-  i 
retit  atid  future  socio-economic  policies.  I 

(2)  Dollar  conversion  factors  for  possible  ajjpli-  I 
(tition  to  our  Relative  Value  Schedule  have  been  , 
sought  from,  and  suggested  by,  the  executive  com- 
mittees of  most  of  the  Sections  and  other  groiq)s 
that  participated  in  our  origitial  Relative  Value 
Study.  However,  Dr.  Seigle’s  (iommittee  is  of  the 
opitiioti  that  the  dollar  values  sid)initted  represent  ■ 
the  collective  thinking  of  the  respective  executi\e 
committee.s,  but  are  not  and  might  not  necessarily 
be  subscribed  to  by  the  membership  at  large.  This 
does  not  mean  at  all  that  the  factors  suggested  are 
cotisidered  to  be  inajtpropriatc.  It  means  only  that  j 
the  direct  apjtlication  of  conversion  factors  to  the  ■ 
Schedule  could  be  a ijractice  fratight  with  appre- 
ciable danger,  unless  and  until  most  practitioners 
fidly  understand  not  only  the  relative  value  concept 
itself  but  also  the  short  and  long  range  significance  , 
of  setting  iqj  a7iy  statewide  fee  schedule  by  such 
application. 

Another  important  facet  of  the  Committee’s  re- 
view is  still  being  pursued  and  will  be  reported  on 
subsecpiently.  Fhis  concerns  the  potentially  com- 
j)lex  task  erf  obtaining  recommended  changes  in  tlie  , 
Schedule  proper  (i.e.,  the  changing  of  unit  values 
for  certain  listed  services;  modifications  in  the  i 
length  of  required  after-care;  alterations  of  the  ' 
nomenclature  and  the  addition  of  unlisted  services;  ! 
and  so  on).  When  all  desired  changes  have  been  i 
filed  by  the  j:)articij)ating  Sections  and  groups,  the  : 
Committee  trill  correlate  them,  assess  their  pro- 
priety, and  submit  to  the  House  for  official  tipproval  > 
such  changes  as  will  improve  the  Schedule  without 
violating  the  principle  of  relative  value. 

XIV.  COMPREHENSIVE  REPORT  ON  THE  MEDICARE 
LAW  AND  TITLE  XIX  OF  P.L.  89-97 

I have  now  reached  the  last  item  in  the  Council’s 
report,  and  I warn  you  in  advance  that  it  will  be  a 
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somewhat  lengthy  one.  Within  only  a matter  of 
weeks  from  now— on  July  1st— our  Federal  and  State 
governments  propose  to  implement— almost  in  toto 
—what  has  been  aptly  called  the  “most  far-reaching 
piece  of  social  legislation  ever  enacted  in  the  history 
of  the  world.”  Title  XVIII  of  the  Social  Security 
.Amendments  of  1965  guarantees  so-called  medicare 
benefits  for  the  elderly— some  twenty  millions  of 
them,  and  Title  XIX  provides  similar  tax-supported 
health  benefits  for  a veritable  host  of  totally  in- 
digent, semi-indigent,  and  caetgorically-related  in- 
digent persons  of  all  ages.  It  has  been  predicted 
that,  tvhen  operating  full  swing,  these  two  programs 
may  ultimately  involve  some  50  per  cent  or  more  of 
the  total  population  of  the  United  States.  We  can 
only  hope  that  the  other  half  of  the  citizenry— the 
group  into  which  most  physicians  fall— will  be  able 
to  provide  the  means  to  finance  these  admittedly 
costly  undertakings. 

In  November,  the  Council  had  prepared  and 
distributed  as  a supplement  to  the  Journal  an 
“assessment  of  the  professional  implications”  of 
P.L.  89-97,  as  they  were  understood  to  apply  at 
that  time.  It  was— and  remains— the  Council’s  in- 
tention to  prepare  and  distribute  further  informa- 
tional materials  to  our  members  on  Medicare  and 
Title  IX  when  the  rides  and  regulations  being 
drafted  by  the  authorities  become  known.  I regret 
to  report  that,  although  literally  a dozen  or  more 
rule  books  the  size  of  urban  telephone  directories 
have  already  been  issued  by  the  Social  Security  Ad- 
ministration, it  remains  a fact  that  cpiestions  that 
appear  simple  and  basic  to  us  still  cannot  be 
answered— not  even  by  highly-placed  officials  in  the 
Social  Security  Administration  itself. 

In  baseball  parlance,  it  is  often  said  that  you  can’t 
hit  what  you  can’t  see,  and  I suspect  that  this  time- 
honored  axiom  will  also  apply  to  Medicare  and  the 
rest  of  these  programs— at  least  at  the  outset.  In  the 
opinion  of  experts  far  more  knowledgeable  than 
we  are,  the  initial  impact  of  these  complex  laws 
will  fall  on  a public,  a hospital  system,  and  a medi- 
cal profession  which  are,  for  the  most  part,  totally 
unprepared  to  absorb  it.  Elderly  patients  will  be  in 
the  dark  as  to  their  entitlements,  institutional  pro- 
viders of  service  will  be  distraught  with  the  rules 
they  must  follow  and  the  host  of  forms  they  must 
fill  out,  and  physicians— well,  as  usual,  they  will  be 
trying  to  figure  out  how  to  continue  to  practice  good 
medicine  in  spite  of  the  hot  breath  of  bureaucracy 
impinging  on  their  collective  necks. 

I now  propose  to  tell  you  what  the  Council  knows 
—or  thinks  it  knows— about  various  aspects  of 
Titles  XVIII  and  XIX: 

(1)  Medicare  "A" 

We  have  had  excellent  liaison  with  Commissioner 
Franklin  Foote  concerning  the  certification  of  in- 


stitutional providers  of  service  by  the  Health  De- 
partment. 'Working  closely  with  our  Committee  on 
Hospitals,  and  with  the  Council,  Dr.  Foote  has  again 
demonstrated  his  sincere  desire  to  move  coopera- 
tively with  the  Society  on  matters  of  concern  to 
medical  practitioners.  This  is  not  the  time  to  go 
into  the  specifics  of  the  rules  and  regulations  apply- 
ing to  hospitals,  nursing  homes  and  home  health 
agencies  under  Part  A— many  of  the  specifics  are  not 
yet  known— but  it  is  recommended  that  the  medical 
staffs  of  hospitals  and  doctors  connected  with  other 
types  of  institutional  care  providers  work  diligently 
and  continuously  with  the  administrators  of  such 
agencies  to  assure  that  local  interpretations  conform 
tvith  local  professional  standards. 

(2)  Medicare  "B" 

As  most  of  you  know,  the  administration  of  Medi- 
care B— which  will  help  the  elderly  jray  their 
doctors’  bills— has  been  assigned  to  the  Connecticut 
General  Life  Insurance  Company.  Representatives 
of  the  Company  have  been  very  forthright  with 
Council  representatives  — and  with  many  of  the 
county  and  local  medical  associations— in  outlining 
the  policies  under  which  they  hope  to  operate  the 
plan.  In  brief,  they  propose  to  pay  80  per  cent  of 
“usual  and  customary  fees”,  as  determined  at  local 
level  (providing  the  patient  has  satisfied  the  $50 
per  year  deductible) , with  the  patient  being  respon- 
sible to  the  physician  to  pay  the  20  per  cent  of 
co-insurance.  The  usual  and  customary  aspects  of  a 
given  fee  of  a given  physician  practicing  in  a 
given  locality  will  be  measured  against  Connecticut 
General’s  considerable  experience  with  this  concept, 
and,  in  cjuestionable  cases,  it  is  planned  to  seek  the 
ativice  of  the  applicable  medical  organization  to 
counsel  the  Company  as  to  what  its  maximum 
liability  should  he—7iot  as  to  the  ethical  propriety 
of  the  charge. 

The  physician  will  be  given  one  option  to  bill 
his  patients  directly  (i.e.,  not  submitting  a claim 
form)  . Then,  uj)on  presentation  of  the  physician’s 
receipted  bill,  the  patient  will  be  reimbursed  by 
the  Company  in  the  prescribed  amount.  The  other 
option  allowed  will  be  for  the  physician  to  accept 
assignment  of  benefits  from  the  patient,  in  which 
case,  upon  submission  of  a properly  completed 
claim  form,  the  Company  will  pay  80  per  cent  of 
the  fee  to  the  physician  directly,  with  the  patient 
again  being  responsible  to  take  care  of  the  20  per 
cent  co-insurance  segment. 

The  Council  has  been  impressed  by  Connecticut 
General’s  outline  of  what  the  Company  proposes 
to  do  and  urges  all  members  of  the  Society,  indi- 
vidually and  in  groups,  to  cooperate  with  the  carrier 
to  the  fullest  extent  possible.  However,  since  the 
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road  to  hell  is  often  paved  with  good  intentions, 
the  (iouncil  urges  everyone  to  keep  in  mind  that, 
in  this  instance,  the  (ioinpany  is,  ui  fad,  an  agent 
of  the  Federal  government  and,  therefore,  snbject  t(j 
lules  and  regulations  imposed  from  above.  Such 
regulations  must  necessarily  he  passed  along  to  both 
beneficiaries  and  physicians,  and  hence  we  must  re- 
main on  the  alert  to  help  the  Company  help  itsell 
whenever  the  Federal  heat  is  beccmiing  opjnessive. 

(3)  Title  XIX 

(iommi,ssioner  Bernard  Shapiro  of  the  W'ellare 
Department  has  presented  to  the  Council  and  its 
Ciommittees  his  plans  for  implementing  Title  XIX 
in  Connecticut,  .\gaiu,  in  the  interests  of  time,  1 will 
not  re\  iew  the  details  of  these.  Sidhce  it  so  say,  that 
as  to  the  part  for  covering  the  elderly  (OAA  and 
.\I.A.\  cases)  the  Council  has  voted  to  approve  this 
jdan,  in  principle.  Since  Connecticut  Cfeneral  will 
administer  the  entire  program  for  physicians’  serv- 
ices, it  will  not  differ  sidtstantially  from  Medicare 
B,  except,  of  course,  that  it  would  be  absurd  to  bill 
indigent  jjatients  directly. 

.As  to  the  second  portion  of  the  jjlan— w’hich  w'ill 
cover  all  other  categories  of  wards  of  the  State, 
the  Council  has  informed  the  Commissioner  that 
the  Council  cannot  approve  any  policy  of  reim- 
bursing physicians  which  does  not  adhere  to  the 
Society’s  usual  and  customary  fee  concept.  Mr. 
Shapiro  appears  willing  to  go  along  with  this  con- 
cept, in  jjiincijile,  but  apparentlv  feels  he  cannot 
finance  a program  embracing  it  ftdly  until  suf- 
ficient funds  are  apjtropriated  by  the  next  Cfeneral 
.Assendtiy. 

(4)  The  Report  Of  The  Council  On  Physician 

Reimbursement  Policies 

Since  it  is  evident  that,  as  time  goes  on,  more  and 
more  people  will  have  their  doctcms  bill  paid,  all 
or  in  part,  by  governmental  third  party  agencies, 
either  directly  or  through  an  intermediary,  the 
Council  considers  to  be  of  the  utmcxst  importance  to 
effectively  advance  the  principle  of  INDIVIDILAL 
RFSPOXSIBIFFFY,  as  defined  by  this  Flouse  in 
19(),S,  and,  in  particular,  the  concept  of  TSU.AI, 
AND  CTISFOMARY  FEES,  AS  DETERMINED 
.A'F  EOC.AL  LEVEL,  as  the  proper  and  etpiitable 
basis  for  all  third  party  reimbursement  of  physi- 
cians for  their  services. 

(iovernmental  agencies,  without  exception,  look 
to  the  Society  as  the  official  representative  of  the 
medical  profession  in  Connecticut,  and  we  must 
have  policies  to  guide  us  and  them  which  are  both 
constructive  and  workable.  Starting  at  the  bottom 
of  Page  47  of  your  Handbook,  the  Council  presents 
such  a policy  document  for  your  approval  today. 

I believe  the  report  is  largely  self-explanatory  and 


needs  no  further  comment  until  you  are  prepared 
to  act  ujion  it. 

On  recommendation  of  the  Committee  on  Lhircl 
Party  Payments,  the  Council  is  prepared  to  submit 
for  your  approval,  if  desired,  the  suggested  conver- 
sion factors  alluded  to  at  the  bottom  of  Page  48, 
in  the  left-hand  column.  ] 

In  conclusion,  I take  this  opportunity  to  thank 
the  officers  and  other  members  of  the  Council  for 
their  wholehearted  cooperation  and  sage  advice  in 
these  critical  times.  Also  to  our  General  Manager, 
.Mrs.  Jo  Lindcjuist  and  the  other  dedicated  people  j 
on  the  Society’s  staff,  I publicly  express  my  grati- 
tude. 

Respectfidly  submitted, 

Stevkns  J.  Mariin,  m.d. 

Chairman 

ADDRESS  OF  THE  PRESIDENT  OF  THE 
CSMS  WOMAN'S  AUXILIARY 

Mr.  Si'KAkfr,  Mr.  Pri..sii)K..\'t,  Me.mbers  ok  ihi; 
House  of  l)Ei.Et;ATF.s  .\M)  Dfstinc;uishf,i)  GtiE.sTs: 

It  is  indeed  an  honor  for  the  president  of  the 
Woman’s  .Auxiliary  to  addre.ss  the  House  of  Dele- 
gates of  our  parent  organization,  the  Connecticut 
State  Medical  Society.  1 welcome  this  opportunity 
to  tell  you  briefly  about  some  of  the  .Auxiliary’s 
activities  this  past  year  and,  perhaps,  even  bring  to 
your  attention  one  or  two  cjf  its  problems. 

Prior  to  19()5,  it  was  customary  to  hold  our  Board 
meetings  at  various  country  clubs  and  restaurants 
throughout  the  State,  and,  as  a consecjuence,  we  had 
the  feeling  that  we  were  without  any  real  home; 
that  we  had  no  headcpiarters  to  give  us  a sense  of 
permanency  and  administrative  contimuly.  Hence, 
this  year  the  Board  sought  to  find  a centrally-located 
regidar  meeting  place,  and  I am  pleased  to  report 
that  one  was  found.  W’ith  the  kind  cooperatictn  of 
the  staff  at  St.  Ronan  Street,  we  arranged  to  hold 
our  sessions  at  the  Scjciety’s  New  Haven  office  build- 
ing and  to  keep  cjur  records  there  for  ready  refer- 
ence. Lhe  arrangement  has  worked  out  very  well, 
and,  in  addition,  has  furnished  us  with  several 
\aluable  fringe  benefits,  l he  geographical  conven- 
ience has  increased  the  number  of  participants  ins 
our  meetings.  l he  cpnet  atmosphere  of  the  Barker- 
Weld  Room  has  been  conducive  to  an  orderly  | 
transaction  erf  our  business.  Availability  to  our  files! 
and  erther  scjurces  of  first-hand  information  has! 
enabled  us  to  function  more  efficiently.  And,  finally,  j 
we  have  had  a chance  to  try  to  establish  better  raj> , 
poi  t between  our  Board  members  and  members  of ! 
\()ur  Gouncil.  Last  May,  following  the  annual  meet-! 
ings  of  the  two  organizations,  the  Board  prepared  ' 
an  informal  buffet  luncheon  as  a “get-accpiainted” 


368 


Go.nnecticut  Medicine,  May,  1966  I 


gesture  toward  the  Council  and  the  Society’s  staff— 
an  event  which  turned  out  to  be  both  well  attended 
and  well  received.  My  successor  as  {^resident  of  the 
.Auxiliary,  Mrs.  John  D.  O’Connell  of  Hartford,  is 
planning  to  rejteat  the  luncheon  this  year,  and  it  is 
my  hope  that,  in  the  future,  it  may  be  continued  as 
an  annual  affair. 

-A.  concerted  attempt  has  been  made  in  the  past 
twelve  months  to  develop  better  liaison  between  all 
.Auxiliary  members  at  all  levels.  We  recognize  that 
each  of  us  have  what  tve  might  call  provincial 
interests  in  our  local  and  county  areas,  but  we  feel 
that  it  is  of  the  utmost  importance  to  have  unity 
of  understanding,  purpose  and  action  among  us  in 
matters  of  statewide  and  national  concern.  In  this 
endeavor,  the  WMman’s  Auxiliary  to  the  American 
Medical  Association  has  been  of  great  assistance.  In 
addition  to  improving  substantially  its  published 
communications— such  as  DIRECT  LINE,  a new's- 
letter  for  leaders  which  is  mailed  four  times  a year 
to  state  chairmen  and  county  presidents,  and  AI.D.’s 
Wife  (formerly  The  Bulletin),  wdiich  is  received 
bi-monthly  by  all  members  of  the  Auxiliary— our 
national  federation  also  held  a series  of  Regional 
Workshops  in  the  early  fall  of  1965  to  which  were 
invited  state  presidents  and  state  committee  chair- 
men on  AMA-ERE,  Community  Service,  Member- 
ship, Legislation,  Mental  Health  and  Health 
Careers. 

At  state  level,  our  Board  sought  to  sjrread  the 
w’ord  on  the  programs  recommended  by  national  by 
inviting  our  county  presidents-elect  and  committee 
chairmen  to  come  to  our  September  and  October 
meetings  to  discuss  plans  with  those  from  Con- 
necticut tvho  had  attended  the  AV^orkshop  for  our 
area  which  was  held  in  New^  York  City.  Being 
realistic,  I feel  sure  that  not  every  one  of  these 
recommended  projects  was  carried  out  fully  in 
every  county  or  exactly  as  suggested,  but  it  is  the 
hope  of  the  Board  that  the  opportunity  to  knoiu 
about  them  has  stimulated  an  interest  to  do  some- 
thing with  at  least  some  of  them  at  grass  roots  level. 

Our  State  Society  Advisors  — in  particular  Dr. 
Or  van  Hess,  and  your  General  Manager— who  just 
happens  also  to  be  my  husband,  have  been  most 
generous  with  their  time  and  energies  in  keeping 
our  Board  informed  on  the  essentials  of  the  Medi- 
care Law,  the  doctor-draft  and  other  important 
matters,  many  of  which  I see  are  on  your  agenda 
today.  I wish,  too,  to  make  special  mention  of  the 
help  and  frequent  courtesies  extended  to  us  by  Mrs. 
Jo  Lindquist  and  her  capable  assistants.  It  is  true 
that  the  Auxiliary  serves  secondary  functions  of  a 
social  and  administrative  nature,  but  our  primary 
purpose  is  to  support  our  husbands— the  Connecti- 
cut medical  profession— in  their  efforts  to  keep  their 
chosen  calling  unregimented  and,  thereby,  to  assure 


that  their  patients  will  continue  to  receive  the  high 
quality  of  care  that  mutual  freedom  to  choose  has 
made  possible.  To  this  end  tve  are  dedicated,  but 
to  this  end  w'e  can  make  no  meaningful  contribu- 
tion unless  W'e  are  acting  in  concert  w’ith  you— unless 
you  take  us  into  your  confidence,  fully  and  fre- 
quently. 

I said  earlier  that  w'e  have  a problem  or  tw'o— and 
we  do.  The  area  of  difficulty  I w'ish  to  mention 
today  is  one  that  I am  told  we  face  jointly  with  you 
—the  problem  of  limited  and  inecjuitably  shared 
participation  in  our  w'ork.  Auxiliary  membership  in 
Connecticut  currently  stands  at  1,146.  Since  the 
Society’s  membership  now'  numbers  just  over  3,600, 
this  means  that  less  than  one  doctor’s  wife  in  three 
is  putting  a shoulder  to  our  common  w'heel;  that 
less  than  one  in  three  are  giving  so  much  as  a few' 
dollars  a year  in  dues  to  help  us  discharge  our 
responsibilities.  This  anemia  of  involvement  is 
prevalent  to  a greater  or  lesser  degree  all  across  the 
country,  and  in  some  states— through  the  medium 
of  composite  billing  to  physicians— husband-wife 
team  enrollment  has  produced  up  to  100  per  cent 
auxiliary  membership.  Here  and  there,  I have  noted 
some  enthusiasm  for  this  approach  to  be  taken  in 
our  State— but  opinion  on  this  is  somewhat  divided 
among  doctors’  w'ives,  and,  I suspect,  might  be  even 
more  divided  among  doctors  themselves.  Our  organ- 
izations have  traditionally  drawn  their  strength  and 
siqrport  from  voluntary  sources,  and  w^e  all  abhor 
the  thought  of  compulsion.  However,  wdiile  w'e  in 
the  Auxiliary  will  continue  to  enroll  new  mem- 
bers, one  by  one  and  on  an  individual  basis,  we  hope 
that  the  Society’s  leadership  will  give  a little  extra 
thought  to  this  bothersome  problem  of  ours  and 
advise  us  as  to  w'hat  new  paths  w^e  might  take  to  try 
to  resolve  it. 

As  president  of  our  State  Auxiliary,  I have  been 
honored  to  spend  the  past  year  in  service  to  causes 
in  which  I personally  believe.  I have  done  my  best 
to  advance  the  objectives  of  the  Auxiliary  which,  as 
you  know,  are  also  the  objectives  of  the  Society.  In 
so  doing,  I have  enlarged  my  circle  of  valued  ac- 
quaintances and  added  to  my  understanding  of 
medicine  and  the  people  who  practice  it.  Once 
again,  I thank  all  of  you  here  at  this  meeting  of 
the  House  of  Delegates  for  the  opportunity  to  tell 
you  a little  bit  about  what  w'e  have  been  trying  to 
do  since  your  last  annual  session,  and  to  commend 
to  your  appreciation— not  myself— but  the  many  fine 
women  in  our  organization  who,  being  wives  of 
doctors,  have  given  so  unstintingly  to  our  work— 
and  yours. 

Resjaectfully  submitted, 

Mrs.  AVYlliam  R.  Richards,  President, 
C.S.M.S.  Woman’s  Auxiliary 
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Norman  N.  Smith,  M.D. 
1900-1966 

Dr.  Nonnan  N.  .Smith  died  on  March  12,  19(i()  at 
tlie  age  ol  ().5,  at  the  Hospital  of  St.  Raphael.  He 
was  born  in  New  Haven  and  altei  graduating  from 
the  ^’ale  Scientific  School  in  1921  and  the  ^'ale 
Medical  School  in  1924,  he  interned  at  Bellevue 
Hos])ital  in  New  Yoi  k City.  He  was  in  general  j)rac- 
tice  for  several  years,  dining  ivhich  time  he  de- 
veloped a large  following.  In  1910  he  decided  to 
specialize  in  Otolaryngology,  Rhinoplasty  and  olhei 
plastic  surgery.  After  his  three  year  residency  at 
Bellevue  Hospital  he  returned  to  Neiv  Haven  to 
practice  his  specialty. 

He  was  past  president  of  the  .Vmeiican  Oto- 
Rhinological  Society,  a Diplomat  of  the  American 
Board  of  Otolaryngology,  a Mendter  of  the  Society 
for  the  Advancement  of  Reconstructive  Surgery,  a 
fellow  of  the  International  College  ol  Surgeons,  and 
a member  of  the  Connecticut  State  Medical  Society. 

Dr.  Nonnan  Smith  left  his  wife,  the  former  Lil- 
lian Riemer,  a danghter,  Mrs.  Symmee  Stroh  of 
Orange,  a son  Dr.  Rcjbert,  ol  Kalamazoo,  Michigan, 
a sister,  Mrs.  Sylvia  Alpert  and  a brother  Benjamin 
1).  Smith  of  New  Haven,  and  three  grandchildren. 

He  was  a keen  student  of  medicine  in  his  chosen 
field  and  showed  great  surgical  skill.  He  contributed 
a great  deal  to  the  practice  of  Otolaryngology  in 
New  Haven.  He  will  be  greatly  missed  by  his  family, 
friends  and  colleagues. 

SaMIIKI.  |.  SII.VKRBKRG,  M.I). 


In  Mcmoriam 


Costello,  Henry  N.  — Madison;  Johns  Hopkins 
Medical  School,  1910.  Dr.  Costello  was  medical 
examiner  for  the  town  of  Hartford  for  20  years.  He 
was  a member  and  jiast  president  of  the  Hartford 
Coitnty  Medical  .Association.  He  was  also  a member 
of  the  Connecticut  State  Medical  Societv  and  the 
.American  Medical  Association.  Dr.  Costello  died 
.A|nil  8,  at  the  age  ol  82. 

Srliiavetti,  Alfred— Staliorcl  Sjirings;  4'ufts  Medi- 
cal School,  1930.  Dr.  .Schiavetti  was  a practicing 
physician  in  the  Stafford  Spiings  area  tor  thirty 
years.  He  was  former  chief  surgeon  at  the  Johnson 


.Memorial  Hospital,  town  health  officer,  town  medi- 
cal examiner,  and  a trustee  of  the  Mansfield  State 
Lraining  School.  He  was  a member  and  past  presi- 
dent of  the  Lolland  County  Medical  Association. 
He  was  a member  of  the  Connecticut  State  Medical 
Society,  the  .American  Medical  Association,  and 
the  .American  Society  of  .Abdominal  Surgery.  Dr. 
Sc  hiai’elli  died  .\pi  il  1 1,  at  the  age  of  (i I . 

Tiebout,  Harry  M.— Creenwich;  Johns  Hopkins 
School  of  Medicine  1921.  Dr.  'Liebout,  who  had 
practiced  in  Creenwich  for  many  years,  gained 
world  wide  fame  for  his  early  studies  in  alcoholism. 
He  was  one  of  the  first  psychiatrists  to  give  his 
whole-hearted  endorsement  to  .Alcoholics  .Anony- 
mous as  an  agent  for  recovery  from  alcoholism,  a 
coiulition  he  termed  a disease  of  the  body,  mind  and 
sjjirit.  Dr.  Tiebont  was  a member  of  the  advisory 
panel  on  mental  health  and  alcoholism  for  the 
Wfiirld  Health  Organization  in  (feneva  from  1954 
to  1959.  l^r.  Liebont  had  been  a trustee  of  Alco- 
holics .Anonymous  since  1957,  former  national  presi- 
dent of  the  National  Committee  on  .Alcoholics, 
(hairman  of  the  .American  Psychiatric  Association 
Committee  on  .Mcoholi.sm,  vice-chairman  of  the 
Connecticut  Commission  on  .Mcoholics,  president 
of  the  Connecticut  .Society  of  Psychiatry  and 
Neurology,  president  of  the  New  York  Py.schiatric 
Society,  and  president  of  the  .Society  of  Psycho- 
pathology and  Psychotherapy.  Dr.  Tiebont  was  a 
Fellow  of  the  .American  Orthopsychiatric  Associa- 
tion. Lie  was  a member  of  the  .American  Medical 
.Association,  the  Connecticut  State  Medical  Society, 
and  the  Fairfield  County  Medical  .Association.  Dr. 
Liebout  died  .April  2,  at  the  age  of  70. 

Wise,  Raymond  T.— New  Brtiain;  New  York 
.Medical  Ciollege,  1944.  Dr.  Wise  was  a prominent 
internist  in  the  New  Britain  area  for  many  years. 
During  World  War  II,  he  served  as  a lieutenant 
in  the  Navy  Medical  Corps.  Dr.  Wisce  was  director 
of  medical  services  at  New  Britain  Memorial  Hos- 
pital, chief  of  medicine  at  Bradley  Memorial  Ho.s- 
pital,  Southington,  and  attending  cardiologist  and 
internist  at  New  Britain  General  Hospital.  He  also 
was  the  medical  examiner  for  the  town  of  New 
Britain  for  the  past  three  years.  A Fellow  of  the 
.American  Ciollege  of  Physicians  and  president  of 
Conton  Flonor  Society  of  the  New  York  Medical 
School,  he  was  jiast  president  of  the  New  Britain 
.Medical  Society  and  a director  of  the  Hartford 
County  Medical  .Association  and  the  (ionnecticut 
Heart  Association.  He  was  a member  of  the  New 
Britain  Medical  .Society,  the  Hartford  County 
Medical  .Association,  the  Connecticut  State  Medi- 
cal .Society,  and  the  .American  Medical  Association. 
Dr.  Wise  died  March  23,  at  the  age  of  44. 
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WOMAN’S  AUXILIARY 

President 

Mrs.  William  R.  Richards,  Hamden 


President-Elect 

Mis.  John  D.  O’Connell,  West  Hanford 

Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbull 

First  Vice-President 
Mrs.  James  F.  Jones,  Danielson 

Corresp07iding  Secretary 
Mrs.  Anthony  Cipriano,  Hamden 

Second  Vice-President 
Mrs.  Ralph  T.  Telia,  Stamford 

Treasurer 

Mrs.  Stephen  A.  Hulme,  West  Hartford 

WOMAN'S  AUXILIARY  TO  THE  AMERICAN  MEDICAL  ASSOCIATION,  INC. 
PRE-TEEN  AND  TEEN-AGE  CONVENTION  PROGRAM 

June  27  - July  1 


Headquarters:  Knickerbocker  Hotel,  Chicago— Champagne  Room 
E.  Walton  Place,  Across  From  Drake  Hotel 


Monday,  June  27—9:30  A. M. -4:30  P.M. 

Pre-Teens  (ages  6-12).  Chicago  Highlights— This 
exciting  day  starts  with  a visit  to  the  spectacular 
Museum  of  Science  and  Industry.  This  14-acre 
wonderland  features  thrilling  push-button  displays 
of  the  latest  develojrments  in  science  and  industry. 
Go  aboard  a U-505  submarine,  explore  a real  coal 
mine,  make  a TV  telephone  call,  and  enjoy  dozens 
of  other  action-packed  exhibits.  After  lunch,  see 
Chicago  from  the  city’s  tallest  observation  tower  at 
the  Prudential  Building.  Top  off  the  day  with  a 
tour  of  one  of  Chicago’s  famous  daily  newspapers. 

Teen-agers.  Scenic  Boat  Cruise  and  Grant  Park— 
An  exciting  two-hour  cruise  on  fabulous  Lake 
Michigan  and  the  Chicago  River.  Bring  cameras 
along  to  snap  the  breathtaking  panorama  of 
Chicago’s  famous  shoreline  and  outstanding  sights 
—Chicago  Locks,  Navy  Pier,  Grant  Park  with  its 
museums  and  Buckingham  Fountain,  and  the  Coast 
Guard  Station.  Then  on  to  Grant  Park  for  an  after- 
noon of  lunch  and  tours  of  Shedd  Aquarium,  the 
world’s  largest,  and  the  fascinating  Field  Museum 
of  Natural  History. 

Tuesday,  June  28—9:30  A. M. -4:30  P.M. 

Pre-Teens.  Scienic  Cruise  and  Grant  Par/i— Same 
as  teen-agers  above. 

Teens.  Chicago  Highlights— Smnt  as  pre-teens 
above  but  after  lunch,  see  the  sights  of  Chicago 
from  the  outdoor  observation  deck  of  the  workl’s 
tallest  apartment  skyscraper,  the  60-story  Marina 
City  built  “in  the  round’’.  Top  off  the  day  with  a 
tour  of  one  of  Chicago’s  famous  daily  newspapers. 


All  inclusive  price  with  lunches  for  Monday 
and  Tuesday  $19.00 

Wednesday,  June  29-9:30  A.M.-4:30  P.M. 

Pre-Teens.  Town  and  Country  Day— Start  the  day 
w’ith  a choice  of  a special  custom  designed  tour  of 
the  famed  Art  Institute’s  Junior  Alusuem  or  the  new 
Borg-Warner  Science  Hall,  featuring  mechanical 
do-it-yourself  exhibits,  the  rotating  galaxy  wall  with 
exploding  stars  and  highligting  the  special  En- 
vironmental Chamber  where  you  will  actually  feel 
chilling  cold  and  desert  heat,  smell  the  odors  of 
food,  animals  and  plant  life  as  you  watch  changing 
scenes  of  an  11  minute  film!  We  spend  the  afternoon 
in  the  country  at  Brookfield  Zoo,  America’s  most 
unusual  zoo  where  moats  instead  of  bars  separate 
the  animals  front  the  people  and  where  you  will  also 
see  the  Seven  Seas  Panorama,  a delightful  porpoise 
show.  $10.00. 

Wednesday,  June  29—8:00  A.M.-4:00  P.M. 

Teens.  All  Around  the  Town  — yon  are  special 
guests  of  Chicago’s  notable  Don  McNeil  Breakfast 
Club  radio  show;  then  on  to  a tour  of  Chicago’s 
world  renowned  Police  Academy  including  its  com- 
munications center  and  crime  lab.  Lunch  in  China- 
town and  then  an  afternoon  at  the  Art  Institute 
with  a special  tour  and  the  Borg-Warner  Science 
Hall  (see  pre-teens  above) . $10.00. 

Thursday,  June  30—9:30  A.M.-4:30  P.M. 

Pre-Teens.  Sightseeing  and  Gala  Swim  Party— 
Visit  a TV  show  or  studio  and  on  to  a special  tour 
of  the  Chicago  Historical  Society  for  a visit  to  the 
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l.iiK'oln  section;  see  his  personal  leiters  and  oilier 
inonientos  ol  Lineoln’s  Life:  A gala  afternoon  . . . 
pre-teens  join  teens  for  a barbecue  Inneb  and  swim 
parly.  .‘>10.00. 

Thursday,  June  30-9:30  A.M.-4:30  P.M. 

Teens.  Sightseeing  and  Gala  Switn  Party— A morn- 
ing tour  of  the  Board  of  Trade  where  ibe  action 
reaches  lever  pitch.  Then  on  to  a gala  afternoon  . . . 
a liarliecne  lunch  and  swim  party  at  the  famed 
Kdgewater  lieach  flotel.  |10.00. 

Friday,  July  1-9:30  A.M.-4:30  P.M. 

Pre-Teens  and  Teens.  Great  Takes  Naxwl  Train- 
ing Station— A fabnlous  day  at  the  world’s  largest 
naval  training  base.  See  graduation  exercises,  a 
parade  review  and  take  a ride  on  a naval  cruiser. 
.^10.00. 

EVENING  ACTIVITIES 
Monday,  June  27 

Teens  and  all  children  over  the  age  of  10  (teens 
will  lie  in  their  own  grcmp) 

7:15  P.M.-1 1:30  P.M. 

Smorgasbord  feast  and  Kismet 

Teens:  7:30  P.M.-12:15  A.M. 

.\  memorable  evening  at  the  world  renowned 
Kungsholm  Restaurant.  A lavish  Smorgasbord  least 
and  then  on  to  the  internationally  acclaimed  Kung- 
holm’s  Miniature  Grand  Opera  Theater  for  a per- 
formance of  the  famed  Broadway  hit,  Kismet,  featur- 
ing the  original  cast  of  .\lfred  Drake  and  Doretta 
Morrow.  $10.05. 

Pre-teens  will  take  an  excursion  before  the  show 
to  see  the  famed  colored  Buckingham  Fountain 
W'ater  Display.  Teens  will  follow  the  theater  per- 
formance with  a tour  of  Chicago  at  night. 

Pre-Teens.  (For  10  and  under  or  those  not  at- 
tending above) —Dinner  and  a suitable  film  .$10.00. 

Wednesday,  June  29—7:30  P.M. -12:00  P.M. 

'Teens.  A Night  in  Old  Town— An  exciting  even- 
ing in  Chicago’s  intriguing  section  known  as  Old 
Town,  a glamorous  version  of  New  York’s  Creen- 
wich  Village.  Dinner  at  Paul  Btinyan’,s— family  style 
—and  then  on  to  two  shows  featuring  folk  and 
rock’ll  roll  entertainment.  $11.25. 

7:00  P.M.-ILOO  P.M. 

Pre-Teens.  Dinner  and  entertainment  at  the 
Knickerbocker  Hotel.  $8.75. 

RESERVATIONS 

Make  in  advance  if  possible.  Right  to  close  out 
reservations  by  June  18  reserved  by  committee. 

White  to  C.ulliver’s  Trails,  25  Central  Park  West, 
New  5'ork,  N.Y.  10023.  Check  enclosed  will  confirm 
reservation. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  sack  acknowledgement  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


Community  Mentcd  Heatlh  Sen’ices  In  Xorllieru  F.urope. 
Great  Britain,  Netherlands,  Denmark,  and  .Sweden.  By 
Sylvan  S.  I nrman.  I'.S.  Dej)t.  of  Health,  Education  S:  Wel- 
fare, Piddic  Health  Service,  National  Institutes  of  Health, 
National  Institute  of  Mental  Health.  Bethesda,  Maryland, 
2001-t.  I9()().  21,")  pp.  Price  not  specified. 


.Medical  Pharmacology . Principles  and  Concepts.  Third 
Edition,  .\ndres  Goth,  M.D.  Ehe  C.  \’.  Moshy  Go.,  St.  I.oiiis, 
•Missomi,  Itltiti.  (i()8  pp.  .s;l2.r)0. 


Disorder.'!  of  Carbohydrate  Metabolism  i)i  Infancy.  \’olimic 
HI  in  the  Series  Major  Problems  in  Cdinical  Pediatrics. 
.Marvin  Gornhlath,  M.D.  and  Robert  Schvvart,',  M.D.  Alex- 
ander |.  Schaffer,  Consulting  Editor.  W.  B.  Saunders  Go., 
Philadelphia  and  London,  IlKiti.  297  ])p.  Illustrated.  .‘58. ,70. 


I we  Congenital  Cardiac  Defects.  \ study  of  the  Profile  and 
Natuial  History.  .American  Heart  .Assoc.  .Monograph  Num- 
ber Twelve.  17  Gontrihutors.  Distribution  Department, 
.American  Heart  .A.ssoc.,  44  East  23rd  Street,  New  York,  N.A'. 
10010.  $2..70. 


Transcultural  Psychiatry.  Giha  Foundation  Symposium. 
Edited  by  ,A.  A'.  S.  de  Reuck  and  Ruth  Porter.  Little,  Brown 
and  Company,  Boston,  190").  .39(3  pp.  with  10  illustrations. 
,‘>12.00. 


Preimplantation  Stages  of  Pregnancy.  Ciha  Foundation  Sym- 
posium. Edited  by  G.  E.  \V.  Wolstenholme  and  .Maeve 
O’Connor.  Little,  Brown  and  Company,  Boston,  1905.  430  pp. 
with  153  illustrations.  §13.50. 


Thanks  for  Support 

Our  (uTcerlisers  serx'e  the  medical  pro- 
fession  and  .support  your  Journal.  All 
advertisers  are  approved  by  your  publi- 
cation committee.  It  leill  help  you  and 
your  Society  to  mention  your  Journal 
u’hen  uniting  them. 
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Connecticut  Medicine,  May,  1966  i 


Doctor's  Office 

r 

\ Robert  W.  Doering,  M.D.,  announces  the  removal 
of  his  office  for  the  practice  of  internal  medicine  to 
1836  Noble  Avenue,  Bridgeport. 

George  J.  Geanuracos,  M.D.,  Paul  V.  Leone, 
M.D.,  John  F.  AfcGarry,  M.D.  and  Morris  P.  Pitock, 
M.D.,  announces  the  removal  of  their  offices  to 
50  Ridgeheld  Avenue,  Bridgeport. 

Joseph  R.  Gionfriddo,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  radiology  at  the 
Gedar  Lake  Medical  Center,  New  Britain. 

Charles  1’.  Meacham,  M.D.  and  Thomas  J.  Walsh, 
M.D.,  announce  the  removal  of  their  office  for  the 
practice  of  ophthalmology  to  1911  Summer  Street, 
Stamford. 

Erwin  D.  Niesyn,  M.D.,  announces  the  removal 
of  his  office  to  50  Ridgefield  Avenue,  Bridgeport. 

Robert  L.  Rackliffe,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  at  670 
.\rch  Street,  New  Britain. 

Louis  F.  Raymond,  M.D.,  announces  a new  loca- 
tion of  his  office  for  the  practice  of  diseases  of  the 
eye  and  eye  surgery  at  139  Danbury  Road,  Ridge- 
held. 

John  L.  Sullivan,  M.D.,  Nicholas  P.  Gill,  M.D. 
and  James  M.  Alexander,  M.D.,  announces  the  re- 
moval of  their  offices  to  50  Ridgeheld  Avenue, 
Bridgeport. 

B.  Vandersluis,  M.D.,  announces  the  removal 
of  his  office  for  the  practice  of  obstetrics  and  gyne- 
cology to  183  Williams  Street,  New  London. 


CLASSIFIED  ADVERTISING 

$9.00  for  25  words  or  less; 

,$13.00  for  50  words;  20^  for  each  additional  word. 

50^  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  ADVANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


OFFICE  FOR  RENT  with  option  to  buy  three  family  l)uild- 
ing,  and  take  over  active  practice,  Flartford,  opposite  Trinity 
College,  near  Hartford  Hospital.  Completely  furnished, 
panelled,  handsome  office,  ideal  for  two  physicians.  Available 
July  1st.  AVrite  Nicholas  Giosa,  M.D.,  241  New  Britain 
Avenue,  Hartford,  Conn.,  or  phone  249-4877. 

OFFICE  SPACE  FOR  RENT,  new  professional  building  be- 
itig  erected.  Central  air-conditioning,  electric  heat,  700  sq.  ft. 
area.  1140  Campbell  Avenue,  4Vest  Haven,  Connecticut.  Tele- 
phone 795-9577. 


FOR  LE.ASE.  Rocky  Hill:  professional  offices  to  be  built. 
Fastest-growing  community  in  Connecticut.  Tremendous  op- 
portunity. Can  be  designed  to  meet  your  needs.  New  Britain: 
existing  space  in  new  building.  .Available  soon.  Highly- 
desirable  tvest  end.  Gerald  .S.  Berson,  1 Robbins  Lane,  Rocky 
Hill.  563-0171. 

H.AMDEN— 5 room  ground  floor  office,  private  brick  house, 
ample  parking  in  rear.  Doctor's  office  17  years.  Two  examin- 
ing rooms,  lavatories,  therapy  room,  excellent  location  off 
main  thorofare  on  bus  line.  Heat,  hot  water  siqsplied.  Rea- 
sonable rent.  Available  Julv  1966.  .Seen  by  appointment.  Call 
288-9173  evenings. 


AROUND  THE  STATE 


182nd  Annual  Meeting 
New  Haven  County  Medical  Association 
March  24,  1966 

The  182nd  Annual  Meeting  of  the  New  Haven 
County  Medical  Association,  held  at  the  Waveily 
Inn,  Cheshire,  Conn.,  was  called  to  order  at  3:30 
P.M.  by  the  President,  Dr.  Luca  E.  Celentano. 

Our  Woman’s  Auxiliary  met  simultaneously  to 
enjoy  an  especially  arranged  program  which 
featured  flower  arrangements  by  Mr.  Frederick 
Sternberg  of  “Flowerland”.  Both  groups  joined 
later  for  a social  hour  and  dinner. 

During  the  business  session  guests  and  delegates 
from  other  county  associations  were  introduced, 
committee  reports  were  read  and  a slate  of  officers 
for  1966-1967  was  elected  as  follows; 

President:  Max  Caplan,  Meriden 
Vice-President:  Bernard  A.  Burnham,  Water- 
bury 

Clerk:  H.  A.  Levin,  New  Haven 
Councilor:  Frank  A.  Abbot,  Waterbury 
.\ssociate  Councilor:  Stewart  Petrie,  Derby 
Kurt  Pelz,  Wallingford 
Member,  Executive  Committee:  Luca  E.  Celcn- 
tano.  New  Haven 

During  the  evening  Mrs.  John  Mendillo,  repre- 
senting the  Woman’s  Auxiliary  presented  their 
annual  report  for  Mrs.  Arnold  Baskin. 

A gift  and  congratidations  to  Dr.  Anthony  J. 
Mendillo  on  the  occasion  of  his  80th  birthday,  the 
presentation  of  the  out-going  President’s  Placque 
to  Dr.  Luca  E.  Celentano,  and  the  inauguration  of 
Dr.  Max  Caplan  of  Meriden,  as  the  Incoming  Presi- 
dent, were  highlights  of  the  dinner  hour. 

The  evening  program  was  completed  by  Shearen 
Elebash  who  was  presented  by  Dr.  Charles  Ver- 
standig.  Chairman  of  the  Program  Committe.  His 
varied  program  of  music,  recitations,  and  whim- 
sicalities was  enthusiastically  received  by  the  large 
audience. 


Volume  30,  No.  5 


373 


Niirsin*;  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency:  Greatf.h  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 


LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident.  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  offices  in  . . . 

BRIDGEPORT  - HAMDEN  - NEW  LONDON  - WATERBURY 
WETHERSFIELD  - STAMFORD  - TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treot  lightly  the  savings  mode 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  AAedicoI  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  on  individual  policy 
with  guaranteed  rotes  — dividend 


provisions  — and  on  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  cou/’on  today  t 


Underwritten  by  : 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York,  N.  Y. 


IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


Dr 

Address 
City  or  town 


Zip  Code 


.H7i 


CoNNFCTTct' 1 Mi  dicink,  Mav,  I !Hi() 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 


The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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NEW  BOOKS  IN  REVIEW 


LEOPOLD'S  PRINCIPLES  AND  METHODS  OF  PHYSD 
CAL  DIAGNOSIS,  Third  Edition.  By  Henry  V.  Hop- 
kins. M.D..  W . B.  Saunders  Co..  Philadelphia  and 
London,  1965.  503  pp..  339  figures.  $8.50. 

Reviewed  by:  LOl’lS  H.  NAHl’M 
riie  author  was  a pupil  of  I,eo])old,  is  now  professor  of 
Clinieal  Medicine  at  tlie  I niversity  of  Pennsylvania  School 
of  Medicine  and  agreed  to  complete  the  third  edition  at  the 
reejuest  of  Professor  Leopold  s faniilv.  Obviously  one  would 
expect  manv  changes  from  the  second  edition  anil  there  are. 

The  philosophy  underlying  the  book  is  that  one  must 
carefully  listen  to  the  patient's  story  then  carefully  examine 
the  patient  and  then  only  seek  such  ancillary  studies  as  then 
seem  essential  to  confirm  the  tentative  diagnosis  or  alternate 
diagnoses  derived  from  physical  diagnosis.  The  book  suc- 
ceeds beyond  measure  in  providing  an  introduction  into  the 
basic  procedures  of  history  taking  and  the  irerformance  of  a 
physical  examination. 

It  states  clearly  what  should  be  done,  bow  it  should  be 
done  and  why.  It  clearly  defines  the  findings  that  would  be 
considered  within  the  normal  range  in  a healthy  per.son. 
Some  of  the  innumerable  variations  found  in  disease  are 
mentioned,  ^^'hat  is  more  important  is  the  success  the  author 
has  achieved  in  helping  the  student  correlate  the  abnormal 
findings  witfi  the  underlying  ]jhysiologic  and  pathologic 
changes  responsilrie  for  them. 

One  can  tell  that  the  author  has  delved  deep  into  his 
own  personal  experience  from  contacts  with  students  over 
many  years.  It  is  highly  recommended  to  students  and 
pliysicians  alike. 

■phe  figures  are  clear,  the  printing  is  high  class.  Oidy  one 
error  was  noted — Fig.  159  is  upside  down. 

TRACY'S  THE  DOCTOR  AS  A WITNESS  William  J. 
Curran,  W.  B.  Saunders  Co.,  Philadelphia  and  Lon- 
don. 1965,  196  pp.  $5.75. 

Reviewed  by:  LOUIS  II.  \.\HUM 
riiere  are  at  least  two  ways  in  which  a doctor  frecomes 
nnha])py  in  a court  of  law.  One  is  the  idea  of  gamesmanship 
involved  in  the  advisory  process.  The  doctor  is  not  accus- 
ttmied  to  this  and  prefers  to  be  a neutral  witness  not  a 
partisan  one  and  is  irked  when  fie  is  forced  into  the  latter 
role.  The  second  is  when  he  lacks  preparation  for  the  case 
bv  previous  conferences  witb  the  attorney  and  the  maintain- 
ing of  accurate  notes  and  exhilrits  to  support  his  opinion. 

This  second  edition  by  Professor  Curran  of  the  late  Dr. 
Tracy's  First  Edition  is  a completely  new  book.  It  explains 
tbe  advisory  process.  It  advises  on  the  preparation  of  medical 
reports  for  attorneys.  It  analyzes  testimony  on  "pain  and 
stiffering"  in  per,sonal  injury  cases.  It  deals  with  demon- 
strative teciniicjnes,  photography,  X-rays,  and  discusses  tlie 
direct  and  indirect  attack  methods  on  tlie  testimony  of  a 
medical  expert  witness. 

Fhere  is  a new  section  on  legal  aspects  of  experimental 
methods  and  clinical  investigation.  .\  chapter  on  medical 

,H7() 


malpractice  with  litigation  included.  Fhere  is  specific  advice 
on  courtroom  testimony  for  the  various  specialists  in  medi- 
cine and  for  the  general  practitioner.  Fhe  whole  effort  was 
performed  by  Professor  Curran  after  |iersonai  interviews  with 
31  prominent  physicians,  attorneys,  and  the  judiciary. 

Fhe  book  is  comprehensive  and  shoidcl  lie  in  the  possession 
of  every  physician  who  is  ever  called  upon  to  report  to  an 
attorney  or  to  testify  in  court. 

TRAUMA  TO  THE  LIVER.  By  Gorden  F.  Madding, 
M.D.  Vol.  II  in  the  Series  Major  Problems  in  Clinical 
Surgery.  The  W'.  B.  Saunders  Company,  Philadelphia 
and  London,  1965.  134  pp.,  illustrated.  $6.00. 

Reviewed  by:  HUC.Il  F.  LE\.\ 

This  is  the  third  volume  in  a new  monograph  series.  Major 
Problems  in  Clinical  Surgery,  tlie  first  two  being  Child's 
FHE  FIX  ER  .\M)  POR  F.M,  HYPERTENSION,  and  Welch's 
POLYPOID  LESIONS  OF  C.\S  I RO  INTES'I  IN.XL  TRACT. 
I'lie  average  general  surgeon  proliably  does  not  have  a wide 
jiersonal  experience  with  liver  injuries  in  spite  of  the  fact 
that  these  injuries  are  increasing.  Fhe  autliors  of  this  mono-  1 
graph  have  had  a longstanding  interest  in  these  problems,  I 
beginning  during  tlie  Second  World  X\'ar,  when  they  were  I 
members  of  the  Second  .Xuxiliary  Surgical  Croup. 

Tlie  cha])ter  on  Surgical  .Xnatoniy  is  very  useful.  From  a 
surgical  standpoint,  the  area  where  the  falciform  ligament 
joins  the  liver  is  not  the  actual  demarcation  between  tlie  left 
and  right  lobes.  The  main  fissure  dividing  the  organ  into  two 
lobes  actually  runs  between  the  fossa  of  the  inferior  vena 
cava  posteriorallv  and  the  fossa  of  the  gall  bladder  anter- 
iorallv.  Fhe  cpiacirate  lobe  makes  np  most  of  the  medial 
•segment  of  the  left  lobe.  The  intra-hepatic  arrangements 
which  are  often  neglected  in  the  standard  anatomy  textbooks 
are  presented  in  detailed  form.  Surgical  interest  in  major 
liver  re-sections  require  a familiarity  with  these  facts. 

.X  brief  historial  review  of  the  treatment  of  liver  injuries 
is  given  with  the  addition  of  new  developments  dtiring  the 
Second  XX'orIcl  XX'ar.  During  a Hi  month  period,  there  were 
3,154  patients  with  abdominal  and  thoracico-abclominal  , 
wounds  and  829  wounds  of  the  liver  were  included.  'Fhe 
mortalitv  rate  was  27  per  cent  in  contrast  to  an  overall  mor- 
tality rate  of  (ili  per  cent  in  the  First  XX'orld  XX'ar.  Fhe  de- 
creased mortality  was  thought  to  be  tine  to  routine  opera- 
tions in  all  cases,  abandonment  of  packing,  universal  use  of 
drainage,  proper  timing  of  surgery  and  more  liberal  u,se  of  ll 
blood.  I| 

The  classification  and  diagnosis  are  discussed  thoroughly.  | 
The  management  is  presented  clearly  and  concisely.  Fhe  j 
surgical  techniques  employed  in  the  repair  of  all  types  of  | 
hepatic  damage  are  described  in  detail.  Pre-  and  postoperative  j 
care  is  especially  well  presented.  .XII  major  complications  are  J 
found  in  this  monograph  and  the  important  principles  u-seful  j 
in  avoiding  these  complications  are  stre,s,secl.  ^ 

Fhe  last  chapter  is  devoted  to  liver  hemostasis  and  this 
includes  an  historical  review. 
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is  one  that  works 
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Susceptibility  Results 
Staphylococci  ^ ^ ^ 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 

10,384 

1964 
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y^-Hemolytic  Streptococci  ^ ^ ' 

2,448 

1962 

89.5%  1 

1,519 

1963 

95.2% 

2,492 

1964 

96.7% 

The  Product 

In  a world  study  of  antibiotics  in  vitro^,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tetracy- 
cline and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /i-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 
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[triacetyloTeandomycin] 


J,  B.  Roerig  and  Company,  New  York,  New  York  10017 
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TAO  Rx  information 
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riic  illustrations  arc  must  helpful  in  understanding  the 
technical  descriptions.  This  monograph  is  an  excellent  review 
of  liver  trauma  and  would  he  a useful  adilition  to  a surgeon’s 
library. 

SUR(rERY  II\  AMERH'.A.  From  the  C.olouiul  Era  to  the 
Twentieth  Century.  Edited  by  A.  Scott  tlarle,  M.D., 
ff  ".  li,  Saunders  Co.,  Philadelphia  and  London,  J965. 
269  pp.  Illustrated.  $H.50. 

Reviewed  by  JA.MKS  R.  CIULLEN 

This  history  of  Surgeiy  in  America  actually  covers  the  era 
of  surgery  fiom  the  Colonial  days  to  the  twentieth  century 
and  does  not  include  surgical  events  which  have  transpired 
since  1900.  .Another  book  is  in  preparation,  which  together 
with  this  one,  will  bring  a very  comjnehensive  account  of  the 
development  of  surgery  on  this  continent  from  the  Colonial 
era  to  the  present  century.  I'his  text  includes  the  classics  of 
.American  surgical  writing,  such  as  AfcDowell's  ])apers  on 
ovariotomy  and  AVarren's  and  Bigelow’s  accounts  of  the  lirst 
use  of  ether  for  surgical  anesthesia.  Representative  writings 
of  men  such  as  Philip  .Syng  Physick,  John  .Syng  Dorsey  and 
John  Jttnes  are  included  because  their  teachings  and  writings 
helped  shape  the  course  of  surgery  from  its  very  onset  in 
this  country.  Many  of  the  topics  covered  have  beeti  edited 
by  other  authors,  including  H.  .A.  Beach’s  selections  from 
the  early  surgical  records  of  the  Afassachusetts  General  Hos- 
|)ital  and  Robert  Buck’s  annotation  of  a colonial  apprentice’s 
diary.  Again  other  subjects  have  been  selected  because  of 
the  great  feats  of  surgery  about  which  they  tell,  including 
A'alentine  Mott’s  tout  de  fource,  the  ligation  of  the  innomi- 
nate artery  in  1818,  and  Nathan  .Smith’s  ovariotomv  per- 
formetl  soon  after  McDowell’s.  These  operations  on  this  con- 
tinent, which  were  performed  while  European  surgery  was  at 
its  ]3eak,  foretold  the  boldness  and  ingenuity  that  was  to 
characterize  American  surgery  in  the  years  ahead. 

.Altogether  there  are  twenty-four  dilferent  historical  topics 
covering  269  pages  in  this  book.  Ehe  titles  are  most  inter- 
esting, ranging  from  “Tucker’s  Wife’s  Eeg”  by  Robert  W. 
Buck  through  a “Case  of  Extra-Uterine  Eoetus”  by  John 
Bard.  John  Jones’  “Introductory  Lecture  to  His  Course  in 
.Surgery,”  “Excerpts  from  a Military  Journal  During  the 
Revolutionary  AV'ar”  by  James  Thacher,  the  “Remarkable 
Case  of  the  Swallowing  of  a Silver  Spoon’’  bv  Samuel  AV’hite, 
“Extracting  Poisonous  Substances  from  the  Stomach”  and 
“The  ETe  of  Soluble  Sutures  in  Surgery”  by  Philip  Syng 
Physick.  .-Also,  McDowell’s  writing  on  his  “Extirpation  of 
Diseased  Ovaria  and  Observations  on  Diseased  Ovaria,”  “The 
Training  of  the  Surgeon”  by  AV’illiam  Stewart  Halstcd,  “Case 
Reports  of  the  Massachusetts  General  Hospital  Before  1846” 
and  “Insensibility  Dtiring  Surgical  Operations  Produced  By 
Inhalation  ” by  Henry  Jacob  Bigelow  are  interesting  articles. 
Many  of  these  topics  are  from  the  authors’  own  hand-written 
case  abstracts,  such  as  the  ‘Excerpts  from  AVilliam  Beau- 
mont’s Journal  ” by  AV’illiam  Beaumont,  with  a presentation 
of  the  material  which  is  tleliglufully  interesting  to  read. 

The  author  of  this  book  states  that,  in  selecting  the 
writings  to  make  up  this  volume,  he  has  “attempted  to 
maintain  as  high  a level  of  readability  as  possible  ” and  a 
short  perusal  of  any  one  of  the  excre|)ts  will  readily  show 
that  he  has  attained  this  objective.  'Ehe  book  is  so  readable 


that  it  is  dillicult  to  put  asiile  once  one  begins  to  read  anv 
of  the  articles.  1 recommend  this  book  to  all  surgeons  and 
to  all  physicians  who  are  interested  in  the  history  of  surgery 
during  this  early  period.  One  of  the  great  objectives  that  it 
has  accomplished  is  that  it  gives  a picture  of  the  distance 
which  American  surgery  has  travelletl  during  the  years 
retptired  for  its  founding  and  growth  in  this  countrv  and 
also  an  appreciation  of  the  debt  which  surgeons  of  today 
owe  to  the  men  of  their  [trofession  who  carrieil  the  art  and 
the  science  of  surgery  forward  over  the  years. 

PRINCIPLES  OF  CHEST  ROENTGENOLOGY.  By  Ben- 
jainin  Felson,  M.D.,  Aaron  S.  W einstein,  M.D.,  and 
Harold  B.  Spitz,  M.D.,  W'.  B.  Saunders  Company, 
Philadelphia,  Pa.  and  London,  196o,  221  pp.,  loO 
Roentgenograms  on  131  Figures,  $6.00. 

Reviewed  by:  ROBERl  M.  I.OAVMAX 
The  authors  have  utilized  the  programmed  learning  ajj- 
proach  to  present  logically  organized  procedures.  The 
authors  have  utilized  roentgenograms  of  commonly  encoun- 
tered diseases  to  demonstrate  various  points.  The  introduc- 
tory cha[rter  is  utilized  to  explain  the  various  roentgeno-  ' 
graphic  procedures  used  in  the  examination  of  the  chest. 
Chajrters  on  the  roentgen  examination  and  the  normal  i 
anatomy  of  the  lung  follow. 

■Subsecpicnt  chapters  deal  with  various  entities  concerning  i 
the  silhouette  sign,  the  air  bronchogram,  the  signs  of  lobar 
and  segmental  collapse,  pletiral  elfusion  and  extrapleural 
di.sea.se.  A special  chapter  has  been  included  in  the  volume 
to  discussing  the  causes  of  rib  notching.  The  final  chapter 
represents  a self  test  quiz  on  ten  selected  cases  in  an  attempt 
to  measure  the  ability  of  the  reader  to  apply  the  principles. 

A wortl  of  caution  concerning  the  technic  of  programmed 
instiuction  should  be  enforced  here.  .As  one  reads  the 
material,  the  reader  notes  that  it  is  systematically  arranged 
and  is  presented  in  .small,  simple,  learning  steps.  Because  the 
purpose  is  to  teach  rather  than  to  just  present  information, 
items  arc  often  repeated  in  different  forms  and  in  different 
context.  AVhat  will  appear  as  needless  repetition  in  other 
presentations  of  reading  material  is  done  here  to  reinforce 
the  learning  process. 

The  authors  have  assumed  the  unusual  task  of  presenting 
information  utilizing  the  jnogrammed  learning  technic. 
Because  it  represents  a forward  look  in  teaching  proce.ss  in 
radiology,  it  de.scrves  critical  consideration. 

It  is  important  to  point  out  that  this  kind  of  programmed 
review  is  not  intended  as  a .substitute  for  extended  reading 
or  study.  It  is  possible  that  this  programmed  text  can  serve 
as  a very  .satisfactorv  introduction  to  the  study  of  the  very 
excellent  volume  for  diseases  of  the  chest  offered  by  Felson. 

Ihis  is  a good  text.  The  format  is  pleasant,  the  material 
is  legible  and  ably  presented.  It  is  well  designed  and  clearly 
written.  The  illustrations  are  most  adequately  presented. 

The  authors  are  to  be  congratulated  on  their  effort.  .A  plea 
to  cncompa.ss  some  of  the  effort  in  any  forthcoming  edition 
hy  Felson  is  hoped  for.  It  is  hoped  that  this  eflort  will  be 
the  stiitiulus  to  initiate  other  authoi itative  groups  in  radi- 
ologv’  to  undertake  similar  efforts. 
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Recognizing  Cytostructurai 
Changes 

The  internist  has  practiced  cytostrnctural  diag- 
noses for  almost  a centnry,  especially  in  hematology. 
More  recently  cellular  constitution  of  inflammatory 
exudates  has  revealed  abnormalities  not  in  the 
character  of  the  cells  but  in  the  relative  proportions 
in  which  normal  cells  appear  in  the  field  of  inflam- 
imation  as  in  ulcerative  colitis  or  interstitial  cystitis. 
Furthermore,  our  concepts  of  a disease  can  be 
greatly  improved  when  it  can  be  recognized  in  its 
cytostructurai  characteristics  of  individual  cells.  In 
this  way  the  disease  can  be  discovered  early  and 
perhaps  its  etiology  unravelled.  The  vaginal  cyto- 
gram  is  an  example  when  hormonal  dehciency  can 
be  quickly  recognized. 

Neoplastic  disease  which  is  everywhere  recognized 
as  a cytopathology  is  invariably  associated  with 
characteristic  cytostructurai  features.  Studies  in 
carcinogenesis  in  the  laboratory  indicate  that  these 
features  are  present  from  its  outset.  There  are 
changes  in  membrane  structure  which  lessen  ad- 
hesiveness and  increase  cell  permiability.  Cyto- 
plasmic changes  occur  in  the  endoplasmic  reticuhim 
and  the  disposition  of  the  organelles.  There  are 
changes  in  the  nucleus,  such  as  nucleolar-cyto^alas- 
mic  and  nucleolar  nucleus  size  ratios  as  well  as  in 
the  disposition  and  aggregation  of  chromatin.  Fin- 
ally there  are  changes  in  the  DNA-RNA  ratio  of  the 
cell.^  The  Papanicolaou  staining  method  was  de- 


signed to  highlight  these  features  of  all  neoplastic 
populations  regardless  of  etiology. 

Papanicolaou  spent  his  lifetime  elucidating  fea- 
tures of  cancer  of  the  cervix.  But  presently  available 
techniques  permit  the  use  of  cytological  techniques 
in  a wide  spectrum  of  neoplasms  besides  those  of  the 
cervix— including  those  of  the  corpus  uterus,  lung, 
stomach,  pancreas,  colon,  rectum,  bladder,  pros- 
tate and  oropharynx.2  Thus  cytological  methods  for 
the  diagnosis  of  cancer  can  be  apjrlied  to  survei- 
lance  of  well  populations.  Cancer  of  the  cervix, 
corpus  uterus,  oropharynx,  fall  into  this  group. 
Less  reliable  is  recognition  of  cancer  of  prostate  and 
of  lung. 

Besides  the  search  for  cancer  in  well  populations, 
cytological  methods  especially  help  in  early  diag- 
nosis of  clinically  suspected  neoplastic  disease.  It  is 
a better  method  than  small  biopsy  sampling  which 
may  not  reveal  presence  of  invisible  cancer  loci  in  a 
large  area  of  mucosa.  If  the  lesion  is  visible  of 
course,  biopsy  can  add  vital  information  regarding 
the  depth  of  invasion  and  character  of  the  neo- 
plastic growth. 

The  accuracy  and  reliability  of  cytostructurai 
diagnosis  depends  upon  how  well  the  specimen  is 
taken  and  handled.  The  closer  the  sample  of  cells 
is  taken  to  the  locus  of  their  origin,  the  richer  it 
will  be  in  its  proportion  of  abnormal  elements.  For 
example  in  cancer  of  the  cervix  the  disease  is 
ordinarily  near  the  squamous-columnar  junction. 
It  is  here  the  scraping  should  be  taken  making  sure 
to  avoid  contamination  by  hemorrhage.  Optimally 


- THE  COVER  

ANFIBODY  AIOLECULES  OE  GAMMA  GLOBULIN 
Antibody  molecules  of  gamma  globulin  consist  of  four  polypeptide  chains 
(a)  : two  are  light  (25,000  molecular  weight  each)  and  make  up  the  L-chain, 
while  the  other  two  are  twice  as  large  (50,000  molecular  weight  each)  and 
make  up  the  H-chain.  These  fold  into  half  molecules  (b)  which  in  turn  are 
bonded  to  form  the  gamma  globulin  structure  (c)  which  interacts  with  specihc 
invading  antigens— inactivating  them.  In  all  antibodies,  white  portions  above 
are  identical  while  clotted  areas  have  different  amino  acid  secjuences,  resulting 
in  million  or  more  varieties  of  antibocfies. 
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this  means  taking  the  specimen  Itetween  l()-20th  day 
of  cycle.  It  alscj  means  the  vagina  must  also  he 
free  ol  lid)ricants,  jellies  and  dotiches. 

Dryness  deforms  cells,  and  this  demands  that  a 
thin,  even  smear  shoidd  immediately  he  immersed 
in  a fixative.  Furthermore,  the  pathologist  reading 
the  smear  should  be  e.xperienced  in  cyudogic  inter- 
pretations becatise  this  is  open  to  many  errors  of 
omission  and  commission.  \Vith  these  saleguards 
a properly  taken  cervical  scrape  is  sufficient  for 
diagnosis  even  if  a biopsy  taken  is  found  to  he  nega- 
tive. 

l»rennan  points  otit  that  cancer  of  the  cervix 
is  responsible  for  10,000  deaths  a year  and  believes 
that  this  can  be  reduced  to  1 per  cent  or  less  of  its 
jnesent  rate  by  routine  use  of  vaginal  cytologic 
examination.  At  the  cancer  detection  clinic  in  De- 
troit they  found  six  cases  per  thousand  in  white  and 
twice  this  in  Negro  women  and  90  per  cent  were 
found  on  the  first  examination.  1 he  high  risk  sidt- 
grou])s  were  the  multiple  married,  the  early  married 
and  the  very  poor.  I'his  recognition  by  routine 
cytological  diagnosis  that  cervical  cancer  can  occur 
(juite  earlv  is  changing  our  concept  of  this  disease.-'*' ^ 
We  have  here  a highly  reliable  procetlure  for  the 
detec  tion  of  the  third  most  common  cause  of  cancer 
in  women  and  all  we  need  is  to  extend  this  method 
in  the  rcjtuine  examination  cd  wcjinen. 

Formerly  few  diseases  could  be  arrested  and  fewer 
still  reversed  to  allow  comj)lete  repair  and  return 
to  fully  normal  health,  becaiuse  chronic  diseases 
coidd  not  be  identified  before  onset  of  organ  failure. 
.Nearly  all  our  curable  patients  are  among  those 
who  are  not  yet  sick,  are  symptom  free,  functionally 
well,  btit  who  bear  at  a stage  of  “incijtiency”  a 
disease  process  apptirent  only  at  the  cellular  level 
or  chemical  pathology,  d'his  is  true  not  only  ol 
neojdastic  disease,  but  of  all  the  major  systemic 
diseases  which  are  not  of  bacterial  etiolcigy. 

I hirty  years  ago  clinical  medicine  was  largely 
based  tipcm  an  applied  physiology  which  tried  to 
explain  disease  from  the  experimental  study  of 
induced  organ  deficiency  and  whole  organ  lunction. 
Modem  biology  and  scientific  medicine  is  working 
towards  explanaticm  of  disease  in  terms  of  celhdar 
and  subcellular  proces.ses.  A\'hat  we  are  now  search- 
ing for  is  the  stage  of  presymptomatic  and  genuinely 
curative  medicine.  Fhe  cytology  technicpie,  the  two- 
hour  post-prandial  blood  sugar,  the  search  for 
hypercholesterolemia,  hyperuricemia,  and  hormonal 
disturbances,  are  examjdes  of  this  trend.  We  may 
expect  that  this  trend  will  improve  medical  prac- 
tice by  perfecting  the  art  of  diagnosis  in  all  the  fidl- 
ness  and  excellence  open  to  us  in  this  jtartietdar 
stage  of  medical  progress. 

F.II.N. 
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A Model  For  Studying 
Carcinogenesis 

Fhe  first  step  in  a proposed  sequence  leading  to 
a radiation  induced  tumor  is  a production  of  a 
genetic  alteration  (a  somatic  mutation)  in  one  or 
in  a number  of  the  irradiated  cells.  This  alteration 
can  be  produced  by  direct  action  of  the  radiation 
on  the  gentic  apparattis  of  the  cell  or  by  an  indirect 
mechanism  involving  primary  damage  to  extra- 
genetic  sites,  or  activation  of  a latent  virus.  All  that 
matters  is  the  residt  that  the  genetic  aj^paratus  of 
the  cell  has  been  sjtecifically  and  presumably  ir- 
reversibly altered.  What  is  not  yet  known  is  whether 
the  same  mutation  occurs  in  every  tumor  or  whether 
dilferent  alterations  lead  to  different  kinds  of 
tumors.  In  chronic  granuloyctic  leukemia  the  Phila- 
deljrhia  chromosome  is  consistently  associated  with 
it,  but  not  in  other  mammalian  tumors. 

Reasoning  further  Cole*  suggests  that  there  may 
in  fact  be  not  a single  mutation,  but  two  or  more 
specific  mutations  in  sequence,  the  first  one  of  which 
may  be  inherited.  I his  could  explain  why  it  is  that 
only  certain  strains  of  mice  are  susceptible  to  tumor 
induction  by  radiation  or  other  carcinogen.  What 
we  still  do  not  know  is  whether  the  presumed  in- 
herited induction  is  an  essential  predecessor  of  the 
carcinogenic  somatic  mutation. 

loni/ing  radiation  does  produce  mutation  and 
both  the  dose  rate  and  quality  of  the  radiatittn,  for 
e.xample  whether  gamma  rays  or  neutron  emissions 
can  inlluence  the  frequency  of  mutations.  Cole 
points  out  that  visible  chromo.some  aberrations  do 
represent  mutagenic  effects  of  the  radiation  and 
that  intra-cellular  repair  does  occur  after  irradiation 
from  any  form.  What  is  not  known  is  to  what  extent 
the  repair  phenomena  operate  to  either  enchance 
or  retard  the  carcinogenic  mutation  produced  by 
irradiation,  \\9iat  is  known  is  that  the  killing 
varies  consitlerably  with  the  cell  cycle;  but  when  the 
cell  is  most  sensitive  is  not  yet  settled.  Cole  obtained 
information  which  suggests  that  a celf  during  the 
stage  of  mitosis  both  in  the  liver  and  kidney  is 
rendered  more  susceptible  to  the  development  of  a 
carcinogenic  mutation  by  ionizing  radiation. 
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Once  a specific  mutation  has  been  produced,  it 
is  necessary  of  course  that  the  cell  survive  with  its 
proliferative  capacity  intact  for  otherwise  it  could 
not  lead  to  a tumor  development.  The  so-called 
therapeutic  effect  of  large  single  doses  of  radiation 
on  certain  tumors  can  be  explained  that  cells  have 
been  killed  and  few  survive  so  that  the  number  of 
cells  which  might  give  rise  to  another  tumor  are 
reduced  and  these  may  not  do  so  because  they  may 
not  represent  actual  carcinogenic  mutations. 

We  can  thus  see  that  the  production  of  a speci- 
fically mutated  cell  involves  several  variables.  First 
the  genetically  altered  cell  must  enter  mitosis.  This 
occurs  as  a natural  event  in  bone  marrow,  bowel 
epithelium  or  skin  where  mitotic  activity  is  normally 
present,  fnjury,  infection  and  certain  hormones  also 
increase  mitotic  activity  and  could  cause  a mutated 
cell  to  enter  mitosis  earlier  than  would  otherwise  be 
expected.  Cole  believes  that  certain  viruses  might  be 
carcinogenic  through  such  a mechanism  rather  than 
by  the  production  of  mutated  cells.  Even  radiation 
itself  by  destroying  cells  in  marrow  or  gut  and  sub- 
sequent regeneration  could  have  a similarly  non- 
specific effect  on  cell  proliferation. 

In  other  organs,  cells  are  dormant  for  long 
periods  of  time  without  dividing  but  accumulating 
mutations  as  occurs  in  liver  and  kidney.  If  one 
starts  mitosis  in  such  organs  as  for  example  by 
giving  C CI4  to  destroy  liver  cells,  or  by  infection, 
then  the  mutated  cells  begin  to  divide  and  a tumor 
may  be  said  to  have  begun  its  development.  We 
define  a neoplasm  then  as  beginning  in  a cell 
which  continues  to  proliferate  even  when  the  initial 
stimulus  has  been  removed.  What  is  needed  is  a 
specially  mutated  cell  which  is  brought  to  mitosis. 
There  is  of  course  the  possibility  that  the  cell  is 
hormone  dependent  and  responding  to  such  or 
other  mitotic  stimulus.  All  this  would  mean  that  the 
stimulus  to  mitosis  if  present  would  increase  tumor 
growth  and  if  eliminated,  decrease  tumor  growth, 
but  it  would  not  restore  the  mutated  cell  to  normal. 

One  theory  of  malignancy  and  complete 
autonomy  is  that  the  primary  cell  or  cells  that  have 
escaped  growth  control  goes  through  repeated  selec- 
tion from  the  initial  tumor  cell  population.  As 
additional  mutations  occur  in  the  population  they 
confer  yet  further  selective  advantages  on  certain 
tumor  cells  to  survive  and  grow  and  that  this 
selection  continues  throughout  the  life  of  the  tumor. 
An  example  of  this  is  when  a second  application 
of  a mutagenic  agent  is  applied  in  later  stages  of 
tumor  develoment. 

In  many  instances  of  tumor  development  how- 
ever, no  additional  stimulation  either  mutagenic  or 
non-mutagenic  is  apparent.  This  could  be  due  to 
increased  mitotic  activity  itself  in  the  tumor  which 
might  account  for  an  increase  in  spontaneous  muta- 


tion and  tumor  progression.  Or  the  genetic  change 
may  be  sufficient  to  render  the  mitotic  apparatus 
permanently  unstable  so  that  in  every  subsequent 
cell  division  there  would  be  increased  probability 
of  some  chromosome  rearrangement.  In  this  way 
there  would  be  more  cells  in  a tumor  population 
with  chromosome  aberrations  and  this  could  in- 
crease the  opportunity  for  continued  selection  of 
altered  cell  clones. 

Whatever  mechanism  that  operates  to  produce 
additional  genetic  alterations  in  a given  tumor,  the 
net  result  is  that  most  mammalian  neoplasms  ex- 
amined to  date  in  their  late  stages  consist  of  one  or  a 
few  clones  of  cells  whichare  markedly  altered  gene- 
tically. Chromosome  studies  have  indicated  that 
nearly  all  malignant  neoplasms  consist  of  a single 
or  a very  few  stem  lines  of  cells  with  a particular 
chromosome  aberration.  In  granulocytic  leukemia 
the  Philadelphia  chromosome  is  present  in  every 
case,  but  otherwise  these  chromosome  aberrations 
usually  vary  from  case  to  case.  Where  repeated 
studies  have  been  done  there  has  been  good  evi- 
dence for  progressive  clonal  selection  within  indi- 
vidual tumors.^ 

The  final  point  is  that  many  tumor  cells  with 
genetic  aberrations  produced  in  the  course  of  tumor 
progression  are  recognized  by  the  host  as  anti- 
genically  foreign  and  eliminated  so  that  immuno- 
logical factors  may  be  important  in  this  aspect  of 
tumor  development.  What  is  not  understood  as  yet 
is  whether  the  stem-lines  which  do  come  to  pre- 
dominate in  the  fully  developed  tumor  and  which 
almost  invariably  show  marked  chromosome  aber- 
rations are  sufficiently  altered  antigenically  to  be  so 
recognized  as  foreign.  The  other  possibility  is  that 
the  immunological  competence  of  the  host  is  in 
some  way  impaired. 

These  then  represent  current  concepts  on  the 
stages  of  carcinogenesis  following  irradiation  and 
can  be  used  as  a model  for  carcinogenesis  in  general. 
Somatic  mutation  can  be  considered  as  the  final 
common  pathway  by  which  both  radiation  and 
viruses  initiate  neoplasia  and  chemical  carcino- 
genesis probably  act  similarly.  There  are  problems 
of  initiation  and  problems  of  promotion  of  all 
growth.  Then  there  are  problems  of  altered  endo- 
crine systems  on  the  tumors  being  produced  and 
hormone  effects  upon  tumor  cell  survival.^  Finally 
is  the  problem  of  antigenicity  and  body  response 
to  the  presence  of  the  tumor. 

In  order  to  measure  the  carcinogenic  potential  of 
the  low  doses  of  radiation,  small  fractions,  and 
varying  dose  rates,  to  which  rnany  people  are  ex- 
posed, it  will  require  extension  of  our  present 
chromosome  studies  to  the  sub-chromosomal  and 
perhaps  to  the  molecular  level.  Even  then  the  post- 
mutational  events  in  Cole’s  model  will  determine 
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whether  a tumor  will  develop  in  a particular  indi- 
vidual and  the  possible  eftects  ot  various  en\iron- 
mental  factors  on  these  events  woidd  have  to  he 
investigated.  There  is  little  doubt  that  the  model 
will  facilitate  investigation  in  carcinogenesis  anti 
help  clarify  manv  as  yet  tinsolved  problems. 

T.H.N. 
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The  Maturing  Principle  And  Cancer 

The  idea  that  actively  proliferating  cells  require 
some  principle  or  substance  to  bring  them  to 
maturity  and  that  without  this  principle  a given 
immature  cell  might  continue  to  proliferate  in- 
definitely first  appeared  in  1921)  when  Minot  and 
Murphy  fed  patients  with  pernicious  anemia  liver 
with  the  result  that  the  anemia  improved  and  the 
bone  marrotv  returnetl  to  normal.  Belore  1926  per- 
nicious anemia  was  considered  by  some  as  cancer 
of  red  cells  since  the  bone  marrow  of  such  patients 
was  solidly  replaced  by  megaloblasts,  the  primitive 
precursor  of  the  erythrocytes.  The  maturation  of 
these  megaloblasts  into  erythrocytes  did  not  take 
place  and  the  disease  went  on  relentlessly  until 
death  overtook  the  \ictims.  Liver  contained  a sub- 
stance necessary  to  bring  abotit  maturation  of 
megaloblasts,  and  this  substance  led  to  a return  of 
the  hematopoietic  system  to  normal.  We  know  now 
that  the  mattirating  stdistance  is  Bj-j 

'There  is  evidence  of  the  existence  of  a maturating 
principle  for  other  cells  of  the  blood.  Miller  et  aT 
found  myelokinetic  acid  causes  maturation  of  lym- 
jjhocytes  and  lymphokinctic  acid  catises  mattiration 
of  myeloid  ceils.  If  such  substances  operate  to  bring 
various  components  of  the  hematopoietic  system  to 
mattirity,  perhaps  maturating  principles  also  exist 
which  cause  other  proliferating  cells  of  the  body  tf> 
mattirity,  cells  which  are  usually  the  ones  that 
undergo  malignant  change.  If  the  deficiency  of  a 
maturating  jirinciple  leads  to  abnormal  hema- 
topoietic cell  jiroliferation,  why  can  it  not  be  that  a 
similar  mechanism  operates  also  in  other  cells  and 
tissues?  If  actively  proliferating  cells  cannot  come  to 
maturity  for  lack  of  a maturating  princijile,  it  is  not 
difficult  to  imagine  that  such  cells  cotild  continue 
proliferation  indefinitely  and  produce  a cancer. 
This  hypothesis  has  been  proposed  recently  by 


Herbtirt  et  al-  and  should  lead  to  experiments 
designed  to  isolate  mattirating  jirinci|jles  for  various 
normal  cells  and  determine  whether  or  not  they  are 
absent  in  cancer  of  these  cells. 

Cfenerally  cancer  follows  a relentlessly  jirogressive 
course  to  the  death  of  the  patient.  But  this  is  not 
always  so.  Everson  and  Cole'^  in  a preliminary 
report  statetl  that  over  600  cases  ol  recovery  from 
cancer  have  been  reportetl  and  ol  these  47  were 
thoroughly  documented  and  unequivocal  in 
patients  suHering  from  cancer  arising  in  almost 
every  organ  ol  the  body.  Herbtit  et  aT  have  re])orted 
a thoroughly  documented  case  of  cancer  of  the 
stomach  in  a 56  year  old  male  who  at  operation 
showetl  widespread  metastases,  who  was  closed  up 
to  die  and  who  recovered  after  the  operation.  The 
tumor  of  which  the  authors  have  histologic  sections 
regressed  and  the  patient  was  well  15  years  later. 
W'hat  could  have  hajjpend  to  change  this  patient 
from  being  cancer  susceptible  to  cancer  resistant? 
I'p  to  the  present  time  the  course  of  recovery  in  the 
extremely  rare  instance  reportetl  above  remains  a 
complete  mystery.  There  are  however  animals,  like 
the  gtiinea  pig  whose  serum  contains  a powerful 
tumor  inhibitory  principle  TIP  against  a variety  of 
transjilantable  tumors  from  whom  perhaps  we  may 
get  clues  to  the  mystery.^- ^ 

Herbut  et  al-  have  carefully  scanned  all  the 
organs  of  the  guinea  pig  and  lound  that  only  the 
liver  contains  it  and  that  in  the  blood  it  is  botmd 
uji  with  the  globulin  fraction.  TIP  is  not  however 
peculiar  to  the  guinea  pig  but  is  also  present  in 
other  mammals  albeit  to  a les.ser  degree.  The 
normal  human  liver  also  produces  T.I.P.  which  it 
imparts  to  the  blood  stream  anti  also  to  the  bile. 
VVdiat  is  not  known  and  needs  study  is  whether 
T.TP.  declines  in  amotints  or  disappears  in  the 
patient  who  develops  cancer.  W'hat  is  also  not 
known  is  what  influence  is  exerted  on  T.TP.  by 
the  numerous  agents  and  factors  that  have  been 
associated  with  the  production  of  cancer  such  as 
enzymes,  viruses,  bacteria,  ftingi,  various  chemicals, 
hormones,  rays  anti  heretlitarv  lacltirs.  T.TP.  coultl 
act  as  an  anti-tumor  agent  or  it  cotild  be  a 
maturating  princijrle  operating  to  bring  prolifera- 
ting cells  to  mattirity,  thereby  preventing  excessive 
proliferation,  li  is  tibviotis  that  we  have  here  several 
hypotheses,  that  it  is  to  be  hopetl  will  lead  to 
further  experiments  to  test  their  validity.  Herbut 
et  aT  suggest  that  the  maturating  principle  and 
T.TP.  may  be  one  and  the  .same  substance.  Even  if 
the  hypothesis  prove  wrong,  in  the  verification  pro- 
ce.ss,  it  may  be  expected  that  much  irseful  knowl- 
edge will  restih  Irom  the  attempt  at  elaboration 
of  this  theme. 

L.H.N. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge thusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

OMERCK  SHARP& dohme  Division  of  Merck  4 Co..  Inc  , West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Nursing  The  Patient  With  Cancer— 
An  Exercise  In  Tinning 

To  everything  there  is  a season.  We  find  rhythms 
and  patterns  in  nature  and  in  our  lives  and  feelings. 
Nowhere  is  it  more  important  to  match  the  ebb  and 
flow  of  hope  and  despair  with  understanding  and 
encouragement  than  in  the  nursing  care  of  the 
patient  with  cancer. 

There  Is  a Time  to  Know— Contrary  to  some 
ojrinion,  cancer  is  an  illness  that  is  not  dull,  routine 
or  easily  nursed  by  the  mediocre  among  us.  The 
phrase  “just  keep  him  comfortable”  is,  and  should 
be,  extinct.  In  this  changing  field  there  are  always 
new  developments  to  interest  the  alert  nurse.  The 
status  of  mammography  and  the  self-obtained 
cervical  cytology  specimen  are  subjects  that 
patients,  their  families  and  our  own  friends  ask  us 
about.  We  must  understand  postoperative  care  fol- 
lowing extensive  surgery,  the  side  effects  of  chemo- 
therapy and  safety  precautions  required  when  radia- 
tion medicine  is  used.  In  cancer  nursing,  there  are 
abundant  opportunities  to  contribute  to  the 
patient’s  motivation  and  adjustment,  and  we  must 
realize  that  these  goals  are  influenced  by  things  as 
basic  as  odor  control  and  skin  care  and  that  the 
methods  of  achieving  them  also  change  and  im- 
prove. 

Learning  to  know  ourselves  is  vital  too,  for  how 
we  perceive  cancer  and  how  deeply  we  feel  about 
any  patient  as  a person  rather  than  “another 
mastectomy,”  creates  in  part  the  climate  we  work  in 
and  affects  the  feelings  of  everyone  around  us.  The 
point  about  knowledge  is  that  it  gives  both  the 
patient  and  the  nurse  confidence  and  confidence  is 
the  first  brick  in  the  wall  of  support. 

There  is  a Time  for  Silence— In  our  anxious  grop- 
ing for  the  right  word  we  are  sometimes  oblivious  to 
the  value  of  the  right  silence.  Not  just  in  illness, 
but  in  all  other  crises  in  life,  the  principle  pro- 


tagonist may  be  so  enmeshed  in  complex  problems 
and  so  close  to  despair  that  ordinary  verbs  and  ad- 
jectives cannot  approach  the  intensity  of  his  con- 
cern. Far  better  than  resorting  to  cliches,  or  a tor- 
rent of  well  meant  words,  is  to  remain  quiet,  for 
though  silence  is  sometimes  callous,  it  is  as  often 
companionable  and  therapeutic.  Silence  and  some 
people  are  especially  compatible.  Just  as  some 
people  are  not  joiners,  some  patients  are  not  gar- 
rulous. 

We  might  examine  our  uneasiness  with  silence, 
our  compulsion  to  advise  others,  to  answer  them,  to 
decide  for  them.  The  patient  or  family  member 
who  says  “What  shall  I do?”  or  “What  do  you 
think?”  is  often  making  a statement  and  not  an 
inquiry.  He  is  trying  to  convey  his  need  to  talk  out 
his  concerns.  We  can  help  him  to  do  this  by  our 
understanding  silence. 

There  is  a Time  for  Speech— There  is,  in  cancer, 
the  most  pressing  need  for  doctors  and  nurses 
to  talk  to  each  other,  and  yet  something  so  im- 
portant does  not  always  occur.  Nurses  often  under- 
rate the  value  of  their  observations,  nor  do  they 
always  report  them  accurately.  In  a case  conference, 
they  are  reluctant  to  sjreak.  It  is  also  true  that 
doctors  don’t  always  tell  us  whether  their  patients 
know  they  have  cancer,  or  what  they  understand 
of  the  prognosis,  but  we  compound  the  error  when 
we  don’t  recjuest  this  information. 

Curiously,  we  don’t  always  recognize  the  occasions 
when  patients  and  their  families  need  not  a speech, 
but  a few  words  of  reassurance.  As  people  wait— for 
X-rays,  or  report  of  a biopsy,  or  a relative’s  return 
from  surgery— their  fears  mount  and  the  minutes 
drag.  This  is  not  the  time  to  rush  by  them.  It  is, 
rather,  a time  to  clarify,  to  interpret.  A misunder- 
stood term  or  a false  notion  of  the  time  required 
for  surgical  procedures  may  be  causing  needless  con- 
cern. A simple  “I’m  sorry”  or  “Is  there  something  I 
can  do  for  you?”  will  reduce  their  feelings  of  isola- 
tion and  anxiety. 

There  is  a Time  for  Understanding— The  cancer 
story,  so  old  to  us,  is  always  new  and  devastating  to 
the  patient.  To  this  illness,  so  fraught  with  gravity, 
he  brings  his  old  problems  and  weaknesses.  We  can 
help  him  by  recognizing  rather  than  belittling  his 
situation  and  by  remembering  that  all  patients  are 
individuals,  with  varying  degrees  of  illness  and 
maturity,  with  different  backgrounds  and  sources  of 
emotional  support.  We  can  help  the  patient  most 
of  all  by  our  own  attitudes,  so  readily  perceived  and 
quickly  reaacted  to  by  him,  for  these  transcend 
words. 

Virginia  Barckley,  r.n. 

Nursing  Consultant  for  the  American  Cancer 
Society. 
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In  Memoriam 


Ralph  E.  Kendall,  M.D., 
Edward  J.  Ottenheimer,  M.D., 
Donald  A.  Bristoll,  M.D. 


“And  Elihu  answered  and  said,  I arn  very 
young  and  ye  are  very  old,  udierefore  I xvas 
afraid  and  durst  not  show  you  rny  opinion  — 
But  there  is  a spirit  in  man,  and  the  inspira- 
tion of  the  Almighty  giveth  them  urrderstand- 
ing.— Therefore  I said:  hearken  to  me;  I also 
will  shew  my  opinion.” 

(The  Book  of  Job) 

Reviewing  the  collective  worth  of  the  three 
physicians  connnemorialized  by  this  Special  Cancer 
issue  of  Connecticut  Medicine,  I am  awe  struck 
but  proud  to  have  selected  a similar  vocation.  At 
one  and  the  same  time,  the  .sheer  breadth  of  their 
accomplishment  does  great  honor  to  Connecticut 
while  intimately  touching  the  lives  of  so  many  in- 
dividually. 

rhroughout  the  twelve  years  of  our  friendshijj, 
for  examjde,  Raljth  Kendall  became  more  than  a 
teacher;  above  all  he  was  my  friend,  a second  father, 
a constant  source  of  wi.sdom,  perspective  and  in- 
spiration. I must  summon  the  great  words  of  the 
past,  said  by  men  for  whom  Medicine  was  not  a 
vocation,  but  a religion,  to  pay  just  tribute  to  this 
great  yet  humble  man,  and  to  his  two  colleagues. 
Dr.  Ottenheimer  and  Dr.  Bristoll:  For  these  three, 
whilst  ever  devoted  to  the  marriage  of  science  and 
truth,  at  the  same  time  gave  tinstintingly  of  the 
supreme  gift  of  love  to  all  who  sought  it  out. 

I sorrow,  too,  that  in  1966,  our  beloved  Edward 
Meiss  retires  after  years  of  selfless  devotion  as  active 
Executive  Director  of  the  Connecticut  Division, 
.Vmerican  Cancer  Society.  Without  his  unflagging 
efforts,  our  Connecticut  Division  could  not  have 
thrived  as  it  has.  Continuing  in  the  tradition  of 
service  and  self-sacrifice  established  by  these  four 
men  surpasses  responsibility:  it  is  a sacred  trust  of 
our  generation.  And  we  durst  not  stumble. 

7’he  following  {paragraphs,  written  by  Edward 
Meiss  to  me  a short  time  ago,  convey  quite  uncon- 
sciously that  behind  his  cjuiet,  tactful,  helpful  ways 
lay  a huge  fund  of  wisdom  and  his  most  loveable 
quality  of  genuine  humility. 


“This  special  cancer  issue  of  Connecticut  Medi- 
cine is  dedicated  to  the  memory  of  three  outstand- 
ing physician  leaders  in  Connecticut’s  cancer  con- 
trol effort,  all  of  whom  died  within  a brief  time  of 
each  other  in  late  1963  and  early  1964. 

'I’hey  are  Dr.  Edward  J.  Ottenheimer,  of  Wind- 
ham, Dr.  Ralph  E.  Kendall,  of  Ffartford  and  Dr. 
Donald  A.  Bristoll,  of  New  Britain.  Each  gave 
leadership  to  the  establishment  of  Connecticut’s 
cancer  records  and  the  development  of  the  American 
Cancer  Society  in  Connecticut.  Their  interest  in 
research  was  exemplified  by  Dr.  Kendall’s  early 
chamjpionshijp  of  the  Pap  smear,  which  led  to  the 
sponsorship  by  the  Cancer  Society  of  what  was  to 
become  one  of  the  country’s  largest  cytology  train- 
ing and  service  centers  in  Hartford. 

But  in  a very  real  sense  this  issue  is  a tribute  to 
all  that  small  band  of  physicians  who  were  the 
dedicated  leaders  of  cancer  control  in  Connecticut 
and  who  have  died  in  the  intervening  years.  Most 
served  as  Presidents  of  the  American  Cancer  Society, 
Connecticut  Division.  All  were  completely  devoted 
to  the  cjuest  for  a cure  for  cancer.  Their  efforts 
were  an  inspiration  to  all  who  worked  with  them. 

Among  their  number  were  Dr.  A.  N.  Creadick, 
Dr.  George  M.  Smith,  Dr.  Samuel  C.  Harvey,  Dr. 
Creighton  Barker,  Dr.  Ashley  \V.  Oughterson,  all 
of  New  Haven;  Dr.  Alfred  L.  Burgdorf,  Dr.  Philip 
McLellan,  Dr.  R.  Starr  Lampson,  Dr.  Douglas  f. 
Roberts,  Dr.  Donald  4 Veils,  of  Hartford. 

4'heir  devotion  is  reflected  in  the  standing  of 
Connecticut  as  a leader  in  the  work  being  carried 
on  against  cancer.’’ 

4Ve  can  bestow  no  greater  honor  upon  these  men 
than  the  admiration  of  their  colleagues  and  an 
avowed  dedication  to  continue  their  work.  The 
special  issue  of  Connecticut  Medicine,  I hope,  will 
demonstrate  that  there  has  been  no  discontinuity  in 
their  scientihc  efforts. 

Perhaps  the  depth  of  our  feelings,  as  we  pay 
homage,  can  be  better  conveyed  through  a story  that 
took  place  in  an  age  when  men  were  matched 
against  the  towering  force  of  elemental  Nature. 
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Challenees  of  this  sort  could  still  be  found  at  the 
turn  of  the  century  in  the  vast  unexplored  white- 
waste  of  Antarctica.  As  you  read  on,  compare  the 
magnificence  of  heroic  deed  to  the  eloquent, 
humble  tribute  that  followed.  In  May,  1916,  Sir 
Ernest  Shackleton  and  his  comrades  Worsley  and 
Clean  had  landed  on  South  Georgia  Island  after 
crossing  700  miles  of  the  most  dreaded  bit  of  ocean 
in  the  world,  “Drake’s  Passage.”  These  three  men 
sailed  from  the  “Screaming  Sixties”  to  the  “Raving 
Fifties”  in  a 22-foot  open  boat,  so  that  they  might 
rescue  their  marooned  comrades.  They  had  left 
them  waiting  hopefully  on  desolate  Elephant  Island, 
which  had  been  reached  after  months  of  toil  and 
hardship  after  the  First  Trans-Antarctic  Expedi- 
tion lost  their  ship,  “Endurance”,  crushed  in  the 
ice  pack  of  the  Wedell  Sea. 

\Vith  wind  velocity  often  gristing  to  150-200  miles 
per  hour,  80  foot  waves  traveling  at  50  miles  per 
hour,  their  frail  craft  was  constantly  threatened  to 
sink  under  the  weight  of  an  iron-like  sheet  of  ice 
formed  as  the  hissing  spindrift  froze  upon  the  im- 
provised deck.  Starved,  ragged,  exhausted,  they 
reached  land  at  a point  where  civilization  was  still 
twenty-nine  miles  from  their  grasp.  Their  torturous 
path  to  rescue  across  South  Georgia’s  saw-tooth 
mountains  and  glaciers  followed  a route  never 
before  or  since  traversed  by  man,  because  “it  is 
impossible.”  Miraculously,  the  impossible  was 
achieved.  They  staggered  into  the  desolate  Strom- 
ness  whaling  station. 

That  night  a crude  reception  was  held  for  these 
three.  In  a large,  smoke-filled  room  with  the  smell 
of  rotting  whale  carcasses  in  the  air,  crowded  cap- 
tains and  mates.  Four  white-haired  veteran  Nor- 
wegian skippers  came  forward.  Their  spokesman 
said  that  they  had  sailed  the  Antarctic  seas  for 
40  years  and  that  they  wanted  to  shake  the  hands 
of  the  men  who  could  bring  an  open  22-foot  boat 
from  Elephant  Island  through  the  Drake  Passage 
to  South  Georgia. 

“Then  every  man  in  that  room  stood  up,  and 
the  four  old  skippers  took  Shackleton  and  Worsley 
and  Crean  by  the  hand  and  congratulated  them  on 
what  they  had  done.  There  was  no  air  of  formality, 
no  speeches.  They  had  no  medals  or  decorations 
to  bestow— only  their  heartfelt  admiration  for  an 
accomplishment  which  perhaps  only  they  would 
ever  fully  appreciate.  And  their  sincerity  lent  to 
the  scene  a simple  but  profoundly  moving 
solemnity.”  {From  “Endurance”  by  Alfred  Lans- 
ing). 

With  this  profound  spirit  of  appreciation,  under- 
standing, and  gratitude  for  their  labors,  the  Cancer 
Issue  of  Connecticut  AIedicine  is  dedicated  to  Drs. 


Ottenheimer,  Kendall,  and  Bristoll.  The  example 
of  their  lives  has  enriched  the  three  avenues 
through  which  medicine  should  be  expressed:  as  a 
science,  an  art  and  a ministry.  These  pioneers  for 
the  cause  of  cancer  control  in  this  state,  as  founders 
of  the  Connecticut  Division,  left  an  indelible  im- 
print of  vitality  and  vision  for  now  and  all  time. 


“Those  who  have  learned  from  a great  master 
must  surely  not  be  content  to  imitate  his  methods, 
but  rather  must  strive  to  capture  his  authentic 
spirit,  and  in  that  spirit  to  seek  for  new  roads,  and 
so  to  discover  still  firmer  truths.  Few  virtues  are 
nobler  than  loyalty  to  a great  tradition.  But  such 
tradition  is  kept  alive  not  by  routine  observance  of 
ancient  ceremony,  nor  by  mute  obedience  to  out- 
worn creed,  but  by  active  faith  for  ever  seeking  new 
truths  and  exploring  new  paths,  in  conformity  with 
the  old  spirit,  and  with  unfaltering  devotion  to  that 
great  ideal  which  tradition  enshrines.” 

Lord  Moyyiihan,  Abridged  (1865-1936) 

Edward  J.  Ottenheimer,  m.d.  1898-1963 

Past  President,  New  England  Cancer  Society 
Incorporator— Connecticut  Division 

1947- 48  Alember,  Connecticut  Division,  Executive 

Committee 

1948- 49  Member,  Medical  Advisory  Committee 

and  Trustee 

1949- 55  Chairman,  Medical  Advisory  Committee 

and  Trustee 

1953-55  Vice-President,  Connecticut  Division 
1956-57  President  of  Connecticut  Division 
1951-61  Cancer  Coordinating  Committee  of  Con- 
necticut State  Medical  Society 
1960-63  Honorary  Trustee 


“It  becomes  every  man  who  purposes  to  give  him- 
self to  the  care  of  others,  seriously  to  consider  the 
four  following  things:  First,  that  he  must  one  day 
give  an  account  to  the  Supreme  Judge  of  all  the 
lives  entrusted  to  his  care.  Secondly,  that  all  his 
skill,  and  knowledge,  and  energy,  as  they  have  been 
given  him  by  God,  so  they  should  be  exercised  for 
His  glory  and  the  good  of  mankind,  and  not  for 
mere  gain  or  ambition.  Thirdly,  and  not  more 
beautifully  than  truly,  let  him  reflect  that  he  has 
undertaken  the  care  of  no  mean  creature,  for  in 
order  that  we  may  estimate  the  value,  the  greatness 
of  the  human  race,  the  only  begotten  son  of  God 
became  himself  a man,  and  thus  ennobled  it  with 
His  divine  dignity,  and,  far  more  than  this,  died  to 
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redeem  it.  And,  ionrthly,  that  the  doctor,  being 
himself  a mortal  man,  shonld  Ite  diligent  and  tender 
in  relieving  his  stdlering  patients,  inasmuch  as  he 
himself  must  one  day  be  a like  sulferer.” 

Thomas  Sydenham  (1624-1689) 

Rai.ph  K.  Kendall,  m.d.  (1895-1964) 
Pathologist,  Hartford  Hosjtital 

From  1940  An  original  Incorporator  and  Trustee 
of  the  Connecticut  State  Committee  of  American 
Society  for  the  Control  of  Cancer:  the  ante- 
cedent organization  of  American  Cancer  So- 
ciety, Connecticut  Division.  Leader  in  the 
organization  of  the  Hartford  Branch. 

1946  Established  first  Cytology  (Pap  smear) 
Laboratory  and  Training  Center  in  Connecticut 
under  grant  from  Connecticut  Division.  This 
developed  into  one  of  the  largest  cytology  ser- 
vices in  the  llnited  States. 

1953-55  Member  of  Medical  Advisory  Committee 

1955-60  Chairman,  Cytology  Committee 

1962  Awarded  American  Cancer  Society  Connec- 
ticut Bronze  Award  and  Citation  for  Distin- 
guished Service  in  the  Field  of  Cancer 

1951-55  Cancer  Coordinating  Committee  of  Con- 
necticut State  Medical  Society 
1960-62  Member,  Executive  Committee,  Con- 
necticut Division 

1963  Honorary  Trustee  of  Connecticut  Division 


“Medicine,  as  I see  it,  is  an  art  based  on  many 
sciences:  the  sttident,  to  be  worthy  of  his  art,  needs 
ever  to  ptirsne  knowledge  and,  even  more,  to  have 
the  spirit  of  knowledge.  But  in  the  application  of 
his  art  to  human  needs,  the  doctor  requires  more 
than  scientific  knowledge;  he  needs,  in  addition. 


insight,  understanding,  sympathy,  and,  perhaps  i 
beyond  these  the  religion  of  helpfulness.” 

Lord  Dawson  of  Penn  (1864-1945)  j 

Donald  A.  Bristoll,  m.d. 

Obstetrician  and  Gynecologist,  New  Britain 

F'rom  1942  Incorjiorator  and  7'rustee  of  the  Con- 
necticut .State  Committee  of  American  .Society 
for  the  Control  of  Cancer— antecedent  organiza- 
tion of  American  Cancer  .Society,  Connecticut 
Division.  Leader  in  organization  of  New  Britain 
Branch. 

1945-57  President  of  New  Britain  Branch 
1953-60  Member,  A. C.S. /Connecticut  Division, 
Executive  Committee 

1956- 60  .Served  as  Professional  Delegate  to  ACS, 
National  Society. 

1957- 59  President,  ACS  Connecticut  Division 
1960  Awarded  American  Cancer  Society  Bronze 

Medal  and  Citation  Award  for  distinguished 
Service  in  Cancer  Control 
1960-63  Honorary  Trnstee  of  Connecticut  Division 


These  men  knew  that  man’s  great  effectiveness 
lies  in  his  example.  The  test  of  a man’s  real 
philosophy  is  his  living  of  it.  In  this,  there  is  not 
only  strength  of  personal  character,  but  also  a type 
of  existential  truth  that  needs  no  other  testing. 
“So,  take  and  use  thy  work. 

Amend  what  Haws  may  link, 

W’hat  strain  o’  the  stuff,  what 
warpings  j^ast  the  aim! 

My  times  be  in  thy  hand! 

Perfect  the  cup  as  planned! 

Let  age  approve  of  youth,  and 
death  complete  the  same.” 

Robert  Browning 

(final  stanza.  Rabbi  Ben  Ezra) 

Henry  M.  4Villiams,  m.d.  Guest  Editor 
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A Universal  Responsibility 


Henry  M.  Williams,  M.D.,  Guest  Editor 


■ Remarkably,  the  basic  orientation  of  cancer 
therapy  has  undergone  profound  alteration  in 
recent  years  without  comment  or  even  recognition. 
Modern  concepts  now  require  that  therapy,  whether 
new  or  old,  be  applied  clinically  through  a well- 
coordinated,  multidisciplinary  approach  to  cancer 
management.  Lest  you  harbor  suspicions  that  this 
does  not  truly  mark  a change,  remember  that  but 
a scant  decade  ago,  responsibility  for  the  full  range 
of  clinical  neoplasia  was  shouldered  alone  by 
surgeons  and  radiotherapists. 

.Although  the  combined  efforts  of  a variety  of 
disciplines  promises  much,  it  is  at  the  same  time 
disquieting  to  discern  a gap  between  current  salvage 
rate  for  accessible  cancer  and  those  possible  by 
application  of  the  most  basic  techniques  of  cancer 
diagnosis  and  treatment.  The  proportions  of  this 
“application-gap”  can  be  apprehended  only  by  a 
critical  analysis  of  failure,  that  both  shuns  the  bias 
of  remembered  individual  success  and  resists  the 
surrender  of  personal  responsibility  to  technology. 
A system  of  medicine  responsive  to  change  and  suc- 
cess can  mature  only  after  hours  of  reflective 
despair  and  should  be  practiced  with  the  delicate 
hand  of  restraint. 

The  clinical  course  of  unsuccessfully  treated 
cancer  assumes  a new  dimension  when  related  at 
each  phase  to  the  peaks  of  jjrofessional  interest  and 
activity  normally  stimulated.  Two  peaks  may  be 
depicted  graphically,  one  at  the  time  of  initial  diag- 
nosis and  therapy,  the  other  with  clinical  recog- 
nition of  metastatic  disease.  Interpreted  broadly, 
the  voids  between  may  be  paraphrased:  1.  events 
before  initial  diagnosis  and  treatment  (cancer  de- 
tection) ; 2.  the  lag  phase  between  initial  therapy 
and  clinical  recognition  of  metastatic  disease 
(reappraisal  of  initial  therapy);  3.  the  period  of  on- 
going management  of  active  metastatic  cancer  sub- 
sequent to  initial  palliative  efforts  (quality  of  sur- 
vival). While  admittedly  arbitrary,  the  three  areas 
not  only  indicate  the  reasons  for  the  application- 
gap,  but  also  point  out  a variety  of  near-unexploited 
approaches  to  cancer  control. 

1.  Cancer  detection 

Regretably,  the  piecemeal  process  of  education 
tends  to  sequested  knowledge  from  wisdom.  Is  it 
possible  that,  by  repeated  emphasis,  the  basic  tech- 
niques of  early  detection  of  accessible  cancer  have 
become  isolated  from  the  ordinary  demands  of 


meticulous  medical  practice?  If  so,  it  would  give 
comfort  to  those  who  insist  that  it  is  impossible  to 
provide  a vital  part  of  proj^er  medical  supervision 
to  a wide  population.  More  specifically,  it  would 
detract  from  the  necessity  of  an  annual  comprehen- 
sive history  and  physical  examination,  which  in- 
cludes pelvic  examination  and  pap  smear,  digital 
rectal  and  sigmoidoscopic  examination,  routine 
chest  him,  hemogram,  urinalysis  and  chemical  test 
for  occult  intestinal  bleeding. 

2.  Reappraisal  of  initial  therapy 

Continuous  reappraisal  and  iustihcation  of  speci- 
hc  therapy  is  a moral  obligation  inseparable  from 
the  other  demands  of  clinical  medicine.  Although 
periodic  collective  review  of  techniques  and  results 
may  satisfy  statistical  criteria,  the  essential  in- 
gredient of  acceptable  medical  and  surgical  practice 
remains  “individualization  of  therapy”.  “Routine 
management”  of  any  clinical  problem,  neoplastic  or 
otherwise,  invites  a brand  of  automatic  medical 
thinking  inextricably  linked  to  the  mediocre. 

These  issues  are  not  always  easy  to  settle.  For 
example,  to  insist  that  radical  mastectomy  is  always 
justihed  for  operable  breast  cancer  becomes  ever 
more  difficult  to  defend.  The  variable  biologic 
potential  of  carcinoma  of  the  breast  demands  a 
more  flexible  philosophy  that  includes  individual 
apjDlication  of  one  of  several  effective  therapeutic 
schemes.  Among  the  obstacles  to  a well-ordered 
study  of  this  problem  is  the  difficulty  any  prac- 
titioner experiences  reconciling  what  he  feels  is  best 
for  one  patient  to  a rigid  protocol  employing 
randomized  selection  of  therapy.  Hopefully,  through 
periodic  reappraisal  of  results,  criteria  of  selection 
for  radical  curative  therapy  ma'y  become  so  rehned, 
as  to  virtually  eliminate  the  tragedy  of  unsuccessful 
therapy. 

Selection  of  patients  for  palliative  therapy  should 
also  be  done  with  as  much  forethought  and  care  as 
used  for  curative  procedures.  The  importance  of 
formulating  proper  criteria  is  nowhere  more  ap- 
parent than  in  the  relatively  unselective  way  in 
which  Stage  2 and  Stage  3 ovarian  carcinomas 
receive  radical  abdominal-pelvic  irradiation.  The 
early  relapse  rate  in  anaplastic  ovarian  cancer,  in 
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particular,  as  well  as  other  Stage  3 patients  follow- 
ing extended  irradiation,  argues  for  the  introduc- 
tion of  a new  approach.  Po.ssibly  the  use  of  (en- 
lightened) chemotherapy  initially  might  at  one  and 
the  same  time  improve  results  and  reduce  morbidity. 

.Advances  in  radiation  therapy  and  chemotherapy 
have  introduced  two  new'  issues  related  to  thera- 
peutic philosophy.  First,  criteria  for  operability 
may  well  change  or  at  least  recjuire  modification 
should  either  or  both  of  these  modalities  effectively 
convert  clinically  inojierable  cancer  to  potentially 
resectable  disease.  Concurrently,  as  the  immuno- 
suppressive effect  of  extensive  exposure  to  ionizing 
irradiation  or  the  ability  of  antineoplaslic  chemicals 
to  paralyze  the  immnne  defenses  of  the  host  be- 
come more  evident,  a totally  new  ap|iroach  to 
cancer  chemotherapy  may  be  necessary.  major  in- 
llnence  in  developing  modified  (less  vigorous)  dose 
schedules  has  been  the  fear  that  the  value  of  these 
agents  could  be  offset  by  creating  an  immunoincom- 
jictcnt  host,  susceptible  perhaps,  not  just  to  in- 
fection but  also  to  the  unrestrained  (by  antibodies) 
proliferation  of  tumor  cells. 

3.  Oualily  of  survival 

Realizing  that  every  effective  form  of  cancer 
therapy  imjioses  the  risk  of  treatment-associated 
morbidity  to  .some  degree,  the  concept  of  quality  of 
survival  aro.se  in  an  effort  to  reconcile  these  oppos- 
ing influences.  Here  too,  there  is  no  right  or  wrong; 
rather,  probability  in  the  last  analysis  holds  sway. 
;\n  abdominalperineal  resection  for  rectal  cancer 
that  fails  to  provide  even  one  years’  survival  is 
b<jth  quantitatively  and  qualitatively  unrewarding. 
But  if  the  discomfort  associated  with  untreated  or 
even  inadecjuately  treated  disease  exceeds  the  mor- 
bidity of  abdominoperineal  resection,  we  can 
hardly  term  the  procedure  unrewarding.  Further, 
our  responsibility  to  provide  maximum  oppor- 
tunity for  cure  or  excellent  palliation,  if  discharged 
properly,  imposes  iq>on  an  irreducible  minimum 
the  risk  of  unsuccessful  therapy  which  may  also 
engender  cjualitatively  undesirable  morbidity. 

During  the  ongoing  phase  of  management  of 
metastatic  cancer,  quality  of  survival  provides  a 
most  useful  goal.  Since  theraj)eutic  decisions  at 
this  stage  do  not  involve  curability,  therapeutic 
morbidity  becomes  a matter  of  even  deeper  concern. 


Quality  of  survival  may  be  further  refined  by  alter- 
ing the  cpiantity  of  therapy;  quite  surjjrisingly,  we 
find  that  without  necessarily  compromising  results 
toxicity  can  be  .sharply  curtailed.  Actually,  concern 
for  the  qualitative  aspects  of  survival  stimulated 
development  of  a new  chemotherapeutic  jihi- 
losophy,  employing  combinations,  setjuences  and 
alternating  patterns  of  drug  administration.  By  so 
doing,  individual  drug  doses  may  be  reduced  with 
associated  improvement  in  therapeutic  index. 

Quality  of  survival  means  much  more  than  miti- 
gation of  surgical  failure  or  drug  toxicity.  It  conveys 
the  e.ssential  medical  expression  of  humanitarian 
concern  for  total  patient  welfare:  preservation  of 
individual  dignity,  freedom  from  fear  of  the  un- 
known, elimination  of  unnecessary  mental  obtunda- 
tion, prolongation  of  enjoyable  productivity  with 
an  associated  shorter  “terminal  phase”. 

W’e  must  also  remember  that  hope  and  truth 
are  not  mutually  exclusive  terms.  'Fo  take  away 
hope  in  an  exaggerated  show'  of  “honesty”  is  to 
take  away  life  itself.  Truthfully,  something  con- 
structive can  always  be  done  for  a patient,  no 
matter  how  dire  the  medical  circumstances.  Specific 
antitumor  therapy  cpiite  often  brings  unexpected 
additional  benefits  not  necessarily  dependent  upon 
objective  regression  of  disease,  such  as  pain  relief 
or  an  inq^roved  sense  of  well  being.  Conversely, 
synqjtoni-relief  in  cancer  does  not  always  require 
administration  of  specific  antineoplastic  agents. 
Oidy  the  bounds  of  ingenuity  limit  the  number  and 
variety  of  helpfnl  ways  open  to  every  physician  who 
woidd  alleviate  suffering. 

If  nothing  else,  a closer  look  at  the  three  areas 
of  diminished  clinical  activity  establi.shes  beyond 
(juestion  the  premise  that  clinical  problems  asso- 
ciated with  cancer  are  not  unicjue;  the  basic  tenets 
of  medicine  apply  and  should  be  applied.  An 
orderly,  logical  approach  to  diagnosis  of  both  the 
patient’s  ailment  and  what  ails  the  patient  usually 
suggests  proper  therapy.  For  as  long  as  rejustifica- 
tion  of  treatment  remains  an  ingrained  habit,  there 
is  little  danger  of  straying  far  from  the  ultimate 
committment  of  medicine:  preservation  or  restora- 
tion of  that  joyous  ecpulibrium  with  nature  we  are 
pleased  to  call  “health”,  while  providing  continuous 
support  of  individual  identity  and  human  dignity. 
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Carcinoma  Of  The  Female  Breast:  Current  Thoughts 


Early  Breast  Cancer 

Surgical  Treatment.  Halsted  stated  with  assur- 
ance in  1895  that  . . cancer  of  the  breast  is  a 
curable  disease  if  operated  upon  properly  and  in 
time.”  He  described  the  surgical  approach  to  breast 
cancer  which  has  remained,  until  recently,  the 
generally  accepted  therapeutic  modality.  During  the 
past  decade,  however,  many  thoughtfid  physicians 
have  questioned  whether  radical  mastectomy  is,  in 
fact,  the  best  therapy.  These  queries  have  been 
based  on  the  obvious  failure  of  the  operation  to 
cure  many  women.  Studies  by  Shimkini'*  and  Kaae 
and  Johansen, 10  to  cite  only  two  reports,  have  sug- 
gested that  simple  mastectomy,  a lesser  surgical  pro- 
cedure than  removal  of  the  breast  in  continuity 
with  the  pectoralis  muscles  and  axillary  lymph 
nodes,  may  be  consistent  with  survival  patterns 
analogous  to  those  of  radical  mastectomy.  Simple 
mastectomy  may  be  associated  with  fewer  psycho- 
logical and  physical  problems^'  than  the  radical 
operation  and  it  is  reasonable,  then,  to  perform  an 
ojreration  which  presents  fewer  post-operative  com- 
plications if,  indeed,  survival  is  not  altered. 

Simple  mastectomy  followed  by  radiation  therapy 
delivered  to  the  chest  wall  and  regional  lymph 
nodes  has  been  advocated  by  McWhirter  though  it 
should  be  emphasized  that  the  method  of  applica- 
tion may  determine  success  or  failure  with  this 
modality.  Various  sources  of  ionizing  radiation  and 
different  therapeutic  fields  have  been  employed  in 
years  past,  but  the  McWhirter  megavoltage  tech- 
nique,which  incorporates  tangential  chest  wall 
areas  (to  include  internal  mammary  lymph  nodes  as 
well  as  the  chest  wall  itself)  and  “shoulder  fields” 
(to  include  other  regional  nodes,  i.e.,  axillary, 
supraclavicular  and  posterior  cervical)  seems  best  at 
the  present  time. 

Unfortunately,  there  have  been  few  reports-’^®  of 
randomized  studies  to  evaluate  the  efficacy  of  radical 
mastectomy  as  compared  with  less  radical  pro- 
cedures, with  or  without  added  radiation  therapy. 
Such  studies  are  currently  in  progress  in  several 
centers  and  will  eventidly  offer  more  complete 
statistical  evaluation  as  to  how  each  procedure  may 
affect  patient  survival  patterns.  Until  that  time, 
differences  between  these  treatment  plans  must  be 
appraised  by  the  individual  jdaysician  as  he  decides 
which  primary  therapy  of  breast  cancer  shordd  be 
utilized  in  a given  patient. 

This  decision  is  even  more  difficult  to  make  in 
view  of  recent  reports  of  widely  varying  approaches 
to  the  problem.  At  one  extreme,  Crile^  has  recently 
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related  his  e.xperience  with  simple  excision  of  the 
cancer,  and  in  selected  patients,  longevity  did  not 
differ  significantly  from  that  for  other  forms  of 
treatment.  Such  therapy  must  undergo  further 
evaluation,  however,  before  it  can  be  considered 
more  than  a therapeutic  curiosity.  As  opposed  to 
this,  there  are  advocates  of  very  extreme  surgical 
procedures.  The  supraradical  mastectomies  de- 
scribed by  Llrbanis  and  Dahl-Iverson,®  however, 
have  not  been  demonstrated  to  be  more  effective  in 
prolonging  the  cancer-free  interval  and  survival 
than  other  procedures  and  there  appears  to  be  no 
proven  place  for  them  despite  theoretically  sound 
design. 

Postoperative  Cytotoxin  Administration.  Al- 
though the  mechanism  of  establishment  of  metas- 
tatic foci  is  unknown,  it  has  been  suggested  that 
tumor  cells  may  break  off  during  operative  manipu- 
lation, enter  the  circulation  and  be  carried  to 
distant  sites,  thus  establishing  metastases.  This  pos- 
sibility has  led  to  the  concept  that  intravenous 
administration  of  cytotoxic  agents  during  and  im- 
mediately after  operation  might  perhaps  act 
prophylactically  to  kill  these  circulating  cancer 
cells  before  they  establish  frank  metastases.  A con- 
trolled study  based  on  this  thesis  was  started  several 
years  ago  under  the  sponsorship  of  the  U.S.  Public 
Health  Service  using  triethylenethiophosphoramide 
at  varying  dosage  levels  after  radical  mastectomy. 
Preliminary  residts,  which  were  widely  publicized 
in  the  lay  press,  indicated  that  the  cancer-free  in- 
terval and  patient  survival  were  prolonged  in  the 
test  group  of  patients  to  whom  the  cytotoxic  agent 
was  given  as  compared  to  a control  groiqj  which 
received  a placebo.  Since  that  time,  a more  ex- 
tensive report  has  been  jorepared  which  indicates 
little  significant  difference  between  the  control  and 
the  test  group  and  which,  unfortunately,  has  re- 
ceived little  attention  from  either  the  professional 
or  lay  press.  It  seems  apparent  that  these  agents 
which  destroy  cancer  cells  may  also  be  harmfid  to 
normal  cells  and  alterations  induced  in  the  patient 
may  be  extensive  and  even  fatal.  Such  therapy  needs 
further  controlled  investigation  before  it  can  be 
accepted  as  valuable  to  the  patient  with  early  breast 
cancer. 

Castration.  And  what  is  the  role  of  castration  in 
the  woman  with  breast  cancer?  This  is  a point  of 


DR.  IRA  S.  GOLDENBERG,  Associate  Professor  of  Sur- 
gery, Yale  University  School  of  Medicine,  New  Haven,  Gonn. 


Volume  30,  No.  6 


395 


imuli  thouglitlul  disfiission  at  present  and  as  yet 
no  definite  tondnsion  can  be  readied,  alihoiigh  a 
great  deal  ol  suggestive  evidence  lias  been  gathered 
both  retrospectively  and  prospectively.  It  ajipears 
that  some  women  with  breast  cancer  are  adversely 
allected  by  the  presence  ol’  ovarian  estrogen  secre- 
tion. Elimination  of  the  influence  by  surgical  or 
radiation  castration  (ol  equal  eflectiveness)  brings 
about  regression  ol  metastatic  loci  in  women  with 
so-called  “hormone  dependent”  cancer  (about  one- 
third  ol  the  total).  Many  physicians  have  felt  that 
castration  is  indicated  only  wheti  metastases  have 
developed  and  in  this  way  “hormone  dependence” 
could  be  ascertained  and  a potent  weapon  against 
the  disease  be  unleashed  simultaneously.  Others 
have  felt  that  castrtitioii  should  be  performed  early 
ill  the  course  of  the  primary  disease,  perhaps  “pro- 
phylactically”  to  avoid  the  development  ol  metas- 
lases.  The  latter  view  recpiires  an  extensive  random- 
i/ed  trial  lor  proof  although  Nissen-Meyer^-  recently 
completed  a randomized  study,  elaborating  on  a 
preliminary  report,  which  indicates  that  the  cancer- 
free  interval  m;iy  be  prolonged  in  women  who  have 
been  castrated  early,  although  survival  may  be  little 
affected.  He  also  found  that  naturally  menopausal 
women,  to  the  age  of  70  years,  have  significant 
ovarian  estrogenic  jiroduction  and  radiation  “cas- 
tration” of  these  patients  may  also  be  advantageous 
to  control  metastatic  breast  cancer  and  prolong  life. 

Advanced  Breast  Cancer 

Radiation  Therapy.  There  can  be  little  doubt 
that  tissidous  tieatment  of  women  with  advanced 
breast  cancer  pays  dividends  in  comfort  as  well 
as  increased  longevity  for  the  alHicted  patient. 
Radiation  therapy  and  hormonal  alterations  are 
presently  the  mainstays  of  such  therapy.  Limited 
palliative  radiaticin  can  relieve  metastatic  bcjne  pain 
dramatically,  reduce  the  size  of  cutaneous  or  lymph 
node  masses  and  improve  hepatic  and  cerebral 
symptomatology.  Orthovoltage  therapy  is  often  ade- 
cpiate  and  can  usuallv  be  administered  in  a single 
treatment  session,  especially  to  bone  lesions.  The 
development  of  niegavoltage  therapy  has  opened  a 
new  era  of  palliation  for  visceral  lesions,  formerly 
unapproachable  with  ease  and  safety  with  ortho- 
volttige,  which  can  now  be  treated  with  excellent 
|)alliative  results  in  many  patients. 

Hormonal  Alterations.  Much  confusion  still  pre- 
vails as  to  the  precise  role  of  hormonal  therapy  in 
the  woman  with  breast  cancer.  Castration  as  a 
modality  of  therapy  has  already  been  discussed  and 
comments  here  will  be  restricted  to  e.xogenous  hor- 
mone administration,  adrenalectomy  and  hypo- 
physectomy. 

Lhe  mechanism  of  hormonal  action  at  the  level 
of  the  cancer  cell  metabolism  is  unclear.  It  has  been 


suggested  that  degradation  of  androgens  to  estrogen 
explains  how  male  hormones  work  and  this  sug- 
gestion has  been  corroborated  by  the  demonstration 
of  elevated  urinary  estrone  in  women  receiving 
testosterone  projrionate,^-'^  one  of  the  most  effective 
androgenic  agents.  Other  androgens,  however, 
which  also  produce  objective  remission  of  metastases 
do  not  cause  this  elevation  of  urinary  estrogenic 
degradation  products.  .\s  was  pointed  out  earlier, 
removal  of  endogenous  ovarian  estrogens  is  bene- 
ficial in  some  women,  but  so  also  is  exogenous  estro- 
genic therapy.  Perhajjs  an  answer  to  this  seeming 
enigma  is  dosage:  a certain  level  of  female  hormone 
may  iidubit,  while  another  jjromotes,  tumor  growth. 
This  finding  has  been  noted  in  experimental  ani- 
mal tumors. 

T he  jrrimary  choice  of  an  exogenous  hormone  for 
treatment  of  metastatic  breast  cancer  is  not  clearly 
defined  at  this  time.  Some  experts  advocate  andro- 
genic preparations  while  others  feel  that  estrogens 
are  preferable.  In  years  past  it  has  been  common 
practice  to  administer  estrogenic  substances  to  the 
older  woman  with  soft  tissue  lesions  and  reserve 
androgens  for  patients  with  bone  involvement.  A 
recent  study,  however,  indicated  that  testosterone 
propionate  can  cause  objective  remissions  most 
effectively  in  women  with  breast,  node  or  skin 
metastiises  who  are  more  than  five  years  meno- 
pausal.® Data  from  this  same  study  leads  to  the 
inexorable  conclusion  that  androgenic  therapy  can 
produce  objective  remissions  in  all  age  groups  and 
all  sites  of  lesions.  Virilization  is  almost  always  a 
problem,  however,  with  testosterone  propionate. 
Estrogens  seem  to  have  their  greatest  application  in 
women  who  object  to  the  induction  of  unpleasant 
androgenic  effects  or  patients  in  whom  primary 
male  hormones  fail  to  control  the  disease.  It  should 
also  be  appreciated  that  subjective  improvement 
may  follow  administration  of  hormones  and  such  a 
residt  alone  can  justify  the  unpleasant  physiological 
effects  that  might  be  induced. 

Natural  hormone  .secretions  in  the  individual 
patient  are  complex  and  not  yet  completely  measur- 
able in  the  laboratory,  while  the  interaction  of 
endogenous  with  exogenous  hormones  is  also  un- 
clear. Thus,  at  the  present  time,  additive  hormonal 
therapy  should  be  utilized  oidy  in  menoj^ausal  or 
castrated  patients  for  maximum  effectiveness. 

A jnogram  is  being  conducted  by  the  Cancer 
Chemotherapy  National  Service  Center,  U.S.  Public 
Health  Service,  and  many  cooperating  institutions, 
to  develop  new  hormonal  agents  which  are  potent 
against  cancer  but  devoid  of  undesirable  physio- 
logical effects.  Several  hormones  emanating  from 
this  program  have  already  demonstrated  clinical 
merit. 
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Great  masses  of  data  have  been  gathered  regard- 
ing the  effectivness  of  adrenalectomy  and  hypo- 
physectomy  in  the  therapy  of  advanced  breast  can- 
cer. Surgical  removal  of  adrenal  estrogenic  produc- 
tion is  rational  in  the  absence  of  ovarian  function 
(natural  menopause,  radiation  castration,  or  pre- 
ferably, oophorectomy)  and  objective  remission  of 
metastases  may  occur  in  about  one-third  of  women 
so  treated.  Replacement  therapy  is  accomplished 
with  ease  at  this  time  and  adrenal  insufficiency 
problems  are  of  no  concern. 

Ablation  of  pituitary  function  also  allows  metas- 
tases in  about  30  j^er  cent  of  such  patients  to  remit 
objectively.  Surgical  excision  of  the  gland  has  been 
the  preferred  approach  for  many  years,  but  recent 
investigation  confirms  the  effectiveness  of  mega- 
voltage radiation  techniques.  Lack  of  adrenocor- 
ticotropic hormone  production  with  subsequent 
decrease  in  adrenal  estrogenic  hormone  production 
may  explain  why  hypophysectomy  is  effective,  but 
some  suggestions  have  been  made  that  removal  of 
pituitary  growth  hormone  or  other  similar  fractions 
may  be  important  also  in  aiding  metastatic  regres- 
sion. 

I feel  that  adrenalectomy  and/or  hypophysectomy 
should  be  reserved  for  those  patients  who  have 
previously  demonstrated  remission  after  castration 
or  exogenous  hormone  administration  and  who 
again  have  progressive  disease.  Such  stepwise 
therapy  may  allow  a prolonged  survival.  These 
procedures  are  not  something  for  the  occasional 
surgeon  to  perform  and  even  in  the  most  skilled 
hands  morbidity  and  mortality  may  be  consider- 
able. 

It  should  also  be  pointed  out  that  mere  suppres- 
sion of  endogenous  adrenal  hormone  production  by 
the  administration  of  exogenous  adrenal  steroids, 
a “medical  adrenalectomy”,  may  induce  remission 
of  metastases.  This  view  has  been  championed  by 
Nissen-Meyeri3  who  believes  that  as  little  as  ten 
milligrams  of  prednisone  daily  may  be  effective. 

Cytotoxins.  Cytotoxic  agents  have  been  used  also 
in  the  treatment  of  advanced  breast  cancer,  but 
results  have  been  poor  with  the  variety  of  agents 
evaluated  to  date.  Hormonal  alteration  is  still  the 
most  effective  way  to  treat  this  disease  and  the  use 
of  cytotoxins  must  remain  an  experimental  modal- 
ity until  more  conclusive  benefits  are  demonstrated. 

Some  New  Concepts 

Hormonal  Milieu.  Recognizing  the  probably  im- 
portant role  of  the  hormonal  milieu  of  women  with 
breast  cancer,  several  investigators  have  attempted 
to  evaluate  whether  natural  endocrine  differences 
may  exist  among  patients  which  might  be  related  to 
the  course  of  the  disease.  Bulbrook  et  al-^  noted  that 


women  who  did  not  respond  to  the  ablative  tech- 
niques of  adrenalectomy  or  hypophysectomy  as 
therapy  for  advanced  metastatic  disease  had  ab- 
normally low  amounts  of  etiocholanolone  in  their 
urine.  This  androgenic  derivative  seemed  to  occur 
in  normal  amounts  in  women  who  demonstrated 
objective  improvement  of  metastatic  lesions  after 
ablative  hormonal  operations.  Further  evaluation 
of  urinary  adrenocortical  products  revealed  a 
relationship  between  17-hydroxy  corticosteroids  and 
etiocholanolone.  A “discriminant”  was  developed 
retrospectively  depicting  this  relationship  which 
could  be  expressed  in  negative  terms  for  yion-re- 
sponders  to  ablative  techniques  and  positive  terms 
for  responders.  The  predictive  value  of  this  dis- 
criminant before  operation  was  then  demonstrated, 
and  it  has  now  further  been  shown  that  about  half 
of  women  with  early  breast  cancer  also  have  negative 
discriminants.'*  This  finding  suggests  that  the  sub- 
normal androgen  secretion  in  some  patients  may  be 
associated  with  cancer  development  and  growth. 
Perhaps  the  mechanism  may  be  lack  of  antagonism 
to  the  normal  amounts  of  estrogen  which  act  as 
carcinogens  for  long  periods  of  time  on  breast 
epithelium.  These  theories  are  being  evaluated  fur- 
ther by  determination  of  the  urinary  hormone  end 
products  in  a normal  population  of  about  5,000 
women  between  the  ages  of  35  and  55  on  the  Isle 
of  Guernsey  in  Great  Britain.  Periodically  col- 
lected 24-hour  urine  samples  are  being  analyzed  and 
correlation  attempted  between  the  calculated  dis- 
criminants and  the  3-4  per  cent  of  this  population 
sample  who  can  be  expected  to  develop  breast 
cancer  during  the  several  decades  of  the  study. 

A ramihcation  of  this  project  has  also  been  started 
in  London,  in  which  small  amounts  of  androgen 
are  administered  to  women  with  breast  cancer  after 
discriminant  determination  and  mastectomy.  A ran- 
dom control  group  is  receiving  no  hormone  sup- 
plement. If  the  theories  are  correct,  some  protection 
may  be  afforded  those  women  receiving  the 
androgen  and  they  should  have  a better  prognosis 
than  the  control  group,  especially  if  negative  dis- 
criminants were  present  before  mastectomy. 

Tumor-Host  Interactions.  One  of  the  great  un- 
known quantities  in  human  cancer  etiology  and 
pathogenesis  is  the  possible  role  of  immune  re- 
actions of  host  to  tumor,  infectious  antigens  usually 
causing  a change  in  the  host  lymphoreticuloendo- 
thelial  system.  Immunological  reactions  of  the 
hyperimmune  type  are  associated  with  antibody  for- 
mation while  those  of  delayed  bacterial  hyper- 
sensitivity are  commonly  reflected  in  altered  cir- 
culating lymphocytes  without  free  antibodies. 
Alteration  in  axillary  lymph  node  structure  in 
women  with  breast  cancer  has  been  noted  by  Black.^^ 
In  particular,  an  increase  in  the  number  of  his- 
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liocytes  in  the  sinusoids  has  been  found  to  marked 
degree  in  about  one-fifth  of  patients.  These  changes 
have  not  been  noted  in  nodes  of  jjatients  witliout 
cancer  or  in  patients  with  colon  cancer,  although 
many  gastric  cancer  patients  also  show  similar 
alterations.  The  degree  of  sinus  histiocytosis  (an 
be  measured  and  when  correlated  ter  known  survival 
patterns,^  it  has  been  possible  to  demonstrate  a 
linear  relationship,  i.e.,  those  patients  demonstra- 
ting a marked  degree  of  sinus  histiocytosis  had  the 
best  survival  experience. 

.Such  evidence  of  an  immune  resp(juse  is,  at  best, 
fragmentary,  but  it  does  give  an  indication  of  an 
area  where  further  investigation  is  mandatory.  It 
may  not  be  too  farfetched  even  to  think  of  the 
po,ssilnlily  of  enhancing  any  immune  reactions 
which  may  be  present  with  the  hope  of  increasing 
longevity. 

Summary 

It  has  been  the  purpose  of  this  article  to  present 
and  discuss  the  modern,  multidisciplinary  manage- 
ment of  female  breast  cancer.  It  sluxdd  be  eminently 
clear  from  the  foregoing  that  there  is  no  generally 
agreed  “best"  management  of  the  patient.  Time- 
honored  concej)ts  are  being  toppled  at  a rapid  rate 
and  doul)t  is  rampant  that  any  but  a few  breast 
cancer  patients  are  curable  at  all.  7'his  is  not  to  say 
that  the  physician  is  defeated  in  his  cpiest  for  cure, 
Init  it  is  now  obvious  that  he  traverses  vast  un- 
known and  contrary  areas  of  medical  thought  as 
he  tries  to  decide  what  to  do  for  his  patient.  It  is 
my  opinion  that  radical  mastectomy  is  doomed  as 
primary  surgical  therapy  for  this  disease  since  to 
date  it  has  not  proven  superior  to  less  extreme  and 
less  psychohjgically  disturbing  procedures.  Post- 
simple mastectomy  radiation  therapy,  according  to 
the  techniejue  of  ^^c^Vhirter,  seems  to  offer  .some- 
thing more  than  operation  alone,  and  should  be 
used.  Castration  early  in  the  course  of  the  di.sease, 
although  not  conclusively  proven  to  benefit  every 
woman,  should  be  jierformed  in  all  premenopausal 
patients  (and  probably  in  postmenopausal  women 
to  the  age  of  70)  recognizing  that  the  possible 
physiological  and  psychological  problems  of  arti- 
ficial menopause  are  lesser  evils  than  the  possibil- 
ities of  shortened  cancer-free  interval  or  survival 
time.  Radiation  castration  properly  performed  is 
as  effective  as  ovarian  excision. 

If  metastases  appear,  radiation  therapy  should  be 
employed  promptly  when  it  can  be  reasonably  ex- 
pected to  lie  effective,  either  alone  or  in  combina- 
tion with  hormone  administration.  Androgens  are 
probably  more  efficacious  than  estrogens  in  the 
majority  of  women  when  progressive  metastatic 
disease  is  present  and  the  search  for  new’  hor- 
mones may  idtimately  produce  a non-toxic  prepa- 
ration without  desirable  physiological  effects. 


Chemotherapy  with  non-hormonal  agents  in  the 
early  phase  of  the  disease  is  still  experimental 
and  is  a last  resort  in  patients  with  advanced  disease. 
.-\nd  finally,  adrenalectomy  and  hypojihysectomy 
shoidd  be  considered  severe  treatment  for  severe 
di,sease,  and  may  be  employed  when  a reasonable 
hope  exists  for  improvement  after  the  ojieration. 

riiis  is  where  we  are  to-day.  New'  developments 
continue  to  alter  opinions  and  necessitate  an  open 
mind  to  progressive  innovation.  Hopefully,  the 
future  may  bring  us  clearer  definitions  of  optimum 
therapy. 
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Cancer  Of  The  Colon  And  Rectum 


Introduction 

■ With  the  exception  of  cancer  of  the  skin,  cancers 
of  the  colon  and  rectum  are  the  most  common  in 
the  United  States.  The  American  Cancer  Society  re- 
ports a death  rate  from  these  lesions  of  42,900  for 
the  year  of  1964.i  Deaths  from  lung  cancer  that 
year  were  47,000.i  The  discrepancy  here  is  readily 
understood  when  we  realize  that  the  incidence  of 
cancer  is  not  absolutely  reflected  in  the  death  rate. 
Although  nowhere  near  optimum,  the  survival  rate 
of  patients  with  colorectal  cancer  is  so  much  higher 
than  that  for  those  with  lung  cancer  that  the  an- 
nual death  rate  is  lower.  Another  interesting  com- 
parison is  that  with  gastric  cancer.  Ten  years  ago 
the  incidence  of  gastric  neoplasm  matched  that  in 
the  colon  and  rectum.  Since  then,  for  reasons  which 
are  not  clear,  there  has  been  a sharp  decline  in  the 
incidence  of  gastric  cancer.  We  can  hope  that  colo- 
rectal cancer  will  follow  this  pattern  of  declining 
incidence,  but  until  then  our  goal  remains  early 
diagnosis  and  treatment. 

It  is  discouraging  to  note  in  1965  the  still  large 
percentage  of  patients  who  arrive  for  treatment  in 
a late  stage  of  this  disease.  While  the  statement  that 
the  fate  of  the  patient  with  cancer  of  the  colon  and 
rectum  is  the  responsibility  of  the  first  physician 
consulted  is  still  at  least  partially  valid,  numerous 
other  opportunities  are  present  today.  Teams  of 
the  various  disciplines  of  medicine  are  now  avail- 
able in  most  of  our  communities  and  their  efforts 
should  increase  the  survival  rate  in  this  disease.  The 
effect  of  this  effort  has  been  most  noticeable  in  the 
drop  in  operative  mortality  rate  from  25  per  cent 
to  today’s  3-4  per  cent.^  However,  a similar  decrease 
has  not  been  found  in  the  five  year  survival  rate 
from  this  cancer.  If  the  team  concept  could  be  ap- 
plied to  the  problem  of  earlier  diagnosis  an  im- 
proved survival  rate  might  be  expected. 

It  is  the  purpose  of  this  article  to  explore  some 
of  the  areas  pertinent  to  colorectal  cancer  and  to 
review  recent  contributions. 

Symptoms  And  Diagnosis 

Many  authors  divide  cancer  of  the  large  bowel 
into  the  three  divisions,  right  colon,  left  colon,  and 
rectum  when  they  discuss  symptoms.  Differences  in 
anatomy  and  function  cause  early  cancers  in  these 
geographic  areas  to  present  differently.  These  are 
depicted  in  Figure  I. 
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Figure  I 

Symptoms  of  Colon  and  Rectal  Cancer 
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Attention  to  early  symptoms  should  lead  to  diag- 
nosis in  time  for  successful  therapy.  Repeated 
X-ray  studies  are  warranted,  especially  when  right 
sided  lesions  are  suspected,  since  tumors  of  the 
cecum  and  right  colon  are  the  most  difficult  to 
visualize.  This  is  understandable  as  the  cecum  and 
ascending  colon  are  often  difficcdt  to  fill  with 
barium,  and  a good  mucosal  pattern  may  not  be 
obtained.  In  addition,  the  patient  is  occasionally 
uncomfortable  at  this  stage  of  a barium  enema 
examination  and,  thus,  inclined  to  be  uncooper- 
ative. 

It  should  be  remembered  also  that  the  stage  of 
the  disease  as  well  as  the  virvdence  of  the  tumor 
will  influence  the  symptoms.  Progression  into  the 
acute  problems  of  obstruction,  perforation,  and 
hemorrhage  is  possible  at  any  time. 

While  it  is  unfortunately  true  that  a few  patients 
will  develop  cancers  that  are  silent  until  an  incur- 
able stage  has  been  reached,  over  95  per  cent  of  the 
patients  could  be  diagnosed  at  an  early  and  po- 
tentially curable  stage. 
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Figure  II 

Plan  for  the  extension  of  surgery  for  tumors  of  the  cetum 
and  liglit  colon  in  patients  less  than  55  years  old. 

Treatment 

SPONTANEOUS  REGRESSION 

111  1959  Everson  and  Cole^  presented  112  cases 
of  docnniented  instances  of  spontaneous  regression 
of  cancer  collected  from  the  literature  since  1900, 
and,  recently  Rankin^  reported  the  case  of  a 44 
year  old  white  male  whose  liver  metastases  from  a 
rectal  cancer  disappeared.  These  metastatic  liver 
lesions  had  been  biopsied  during  an  abdominal 
perineal  resection  for  his  primary  cancer.  At  laparo- 
tomy, ten  years  later  for  treatment  of  a second 
primary,  cecal  carcinoma,  the  liver  metastases  were 
gone.  I'hese  reports  suggest  tw'o  considerations. 

1.  Palliative  resection  of  colonic  or  rectal  cancer 
in  the  presence  of  liver  metastases  is  jnstilied. 

2.  d he  incidence  of  multiple  bowel  primaries 
adds  weight  to  the  propo.sal  of  subtotal  colectomy 
for  primary  colon  cancer  in  patients  less  than  fifty- 
five  years  old.  (Figure  II) 

SURGERY  - CURATIVE 

Surgical  extirpation  of  colorectal  cancer,  al- 
thonght  often  inadequate,  still  offers  the  patient 
his  best  chance  ol  cure.  Many  refinements  beyond 
simple  resection  of  the  tumor  have  come  about, 
and  increased  knowledge  of  the  route  of  .spread  of 
the  cancer  and  its  biological  behavior  has  stimu- 
lated the  use  of  new'  and  more  extensive  resections. 
Improvements  in  anesthesia,  blood  replacement, 
and  antibiotics  have  permitted  these  procedures  to 
be  carried  out  with  safety. 

When  the  ttnnor  is  localized  to  the  bow'el  mucosa 
(Dukes  A)  (Figure  III)  95  jier  cent  of  patients  will 


ABC 
A — Growth  limited  to  wall  of  rectum. 

B — Extension  of  growth  to  extra-rectal  tissues 

but  no  metastases  in  regional  lymph  nodes. 

C — Metastases  in  regional  lymph  nodes. 

Figure  III 

Duke’s  original  classification  of  bowel  cancer. 

be  completely  cured  by  simple  extirpation  or  seg- 
mental bowel  resection.  The  problem,  however,  is 
in  diagnosing  this  stage  in  the  gross.  Inasmuch  as 
this  problem  has  not  yet  been  .solved,  we  must  de- 
pend on  our  knowledge  of  how  cancer  spreads  in 
developing  jiroper  therapy. 

Fhere  are  lour  possible  routes  by  wdiich  cancer 
cells  may  leave  their  primary  site  in  the  bowel: 

1)  By  contiguity 

2)  By  implantation 

3)  By  vascular  spread 

4)  By  lymphatic  spread 

Vfiiscular  s]rread  fortunately  is  late  and  does  not 
usually  occur  until  the  lymph  nodes  have  been  in- 
volved. Vascular  spread  carries  the  worst  prognosis. 
.SunderlamF’  reported  a 5 year  survival  of  57  per 
cent  in  patients  who  had  lymph  node  involvement 
from  colorectal  cancer  compared  to  20  per  cent  sur- 
\ival  rate  of  jiatients  who  had  venous  invasion,  j 
The  significance  of  this  is  further  illustrated  by  j 
Cfrinnel*’  who  reports  a 5 year  survival  rate  of  75 
percent  without  venous  invasion  compared  to  37 
per  cent  in  patients  with  vascular  spread. 

It  is  in  this  area  that  adjunctive  chemotherapy 
may  well  play  an  important  role.  Thio-Tepa, 
Nitrogen  Mustard,  and  other  cancercidal  agents  are 
presently  being  employed.  These  drugs  are  being 
given  systemically,  as  well  as  regionally  during  the 
surgical  procedure.  (Figure  IV)  They  may  be  of 
a.ssistance  to  those  patients  with  late  cancer  who 
already  have  early  vascular  spread,  but  more  likely 
their  value  will  lie  in  the  control  of  tumor  cell 
emboli  liberated  by  manipulations  involved  in  the 
stirgical  resection"  *’^ 

The  development  of  a recurrence  at  the  anasto- 
mosis followdng  resection  for  cancer  of  the  colon 
has  been  studied  by  Cole  and  others^'*  for  over  ten 
years.  They  have  proved  that  implantation  at  the 
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Agent  instilled  into  segment  of  bowel  containing  the  can- 
cer, or  to  its  blood  supply  or  systemically  to  entire  body 
should  at  least  lower  the  number  of  possible  circulating 
cancer  cells. 

time  of  surgery  can  occur  and  by  ligation  of  the 
bowel  several  centimeters  above  and  below  the 
tumor  mass  early  in  the  operation,  as  well  as  irriga- 
tion of  the  bowel  lumen  prior  to  anastomosis,  they 
have  almost  completely  eliminated  local  recur- 
rences. The  use  of  iodized  catgut^^  may  further  de- 
crease the  incidence  of  tumor  implantation  at  the 
anastomotic  area. 

Surgical  procedures  for  resection  of  colorectal 
tumors  have  gradually  become  standardized  with 
simple  segmental  resection  being  replaced  by  right 
or  left  hemicolectomy  or  subtotal  colectomy,  as 
well  as  abdominal-perineal  resection.  Better  knowl- 
edge of  the  pathways  of  lymphatic  spread  has  pro- 
vided the  impetus  for  the  more  radical  extensive 
operations.  Initial  ligations  of  the  blood  vessels 
supplying  the  segment  of  cancerous  bowel  at  aortic 
and  portal  levels  as  well  as  base  of  mesentery  ex- 
cisions encompassing  the  lymphatic  drainage  in  its 
entirety  determine  how  much  bowel  need  be  sacri- 
ficed. 

In  addition  to  this  primary  surgery  directed  to 
the  bowel,  knowledge  of  alternate  methods  of 
spread  has  prompted  accessory  excisional  proced- 
ures. Since  there  is  a reported  8 to  12  per  cent 
incidence  of  metastases  to  the  ovaries  in  a Kruken- 
berg  fashion,  bilateral  oophorectomy  should  now 
become  a standard  part  of  the  primary  operation. 
Madden, moreover,  has  demonstrated  that  inclu- 
sion of  the  spleen  and  tail  of  the  pancreas  may  well 
increase  the  salvage  rate  of  transverse  and  splenic 
flexure  lesions  since  lymph  drainage  has  been  iden- 
tified in  this  direction  as  well  as  along  the  custom- 
ary mesenteric  pathways. 
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TECHNIQUE  a SEQUENCE  OF  EXAMINATION 

Figure  V 

Steps  2-3-4  should  be  routine  when  laparotomy  for  re- 
movel  of  an  intra-abdominal  polyp  is  warranted.  The  find- 
ing of  additional  unknown  pathology  by  coloscopy  is  not 
infrequent. 

Brunschwig’s  explorationi’i  of  the  possibility  of 
subtotal  or  segmental  hepatic  resection  for  meta- 
static deposits  is  interesting.  If  the  solitary  embolic 
phenomena  theory  of  metastases  is  correct  this  ap- 
proach may  prove  rewarding. 

In  the  instance  of  late  locally  advanced  lesions 
with  no  distant  spread,  cure  is  possible  through  a 
multiorgan  resection  such  as  pelvic  exenteration. 
If  these  patients  are  very  carefully  selected,  a grati- 
fying, though  small,  salvage  will  be  effected. 

THE  SECOND  LOOK  OPERATION 

An  aggressive  approach  to  improving  the  survival 
rate  of  abdominal  cancer  was  initiated  by  Wangen- 
steen in  1948.  He  felt  that  unrecognized  residual 
cancer  left  after  primary  colonic  resection  could  be 
comjrletely  extirpated  months  later.  He  embarked 
on  a program  of  re-exploring  patients  who  had  posi- 
tive lymph  nodes  at  initial  operation,  but  who  on 
followup  later  were  asymptomatic  and  had  negative 
X-ray  studies.  If  residual  cancer  was  found  and  re- 
movable, he  continued  these  explorations  at  6-12 
month  intervals  until  he  either  found  no  disease  or 
non-resectable  cancer. 

At  first  approximately  50  per  cent  were  found  to 
have  residual  cancer.  This  has  declined  to  25  per 
cent  in  the  past  two  years,i‘^  since  such  modifications 
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in  the  primary  operation  as  pericaval  and  periaortic 
lymph  node  dissection  have  been  adopted.  'I'lnis, 
while  the  need  for  the  Second  Look  Procedure  is 
now  less,  we  are  indebted  to  Dr.  Wangensteen  lor 
his  approach  which  was  most  beneficial  in  delineat- 
ing the  jiathways  of  early  spread  of  colon  caticer, 
and  led  to  a more  proper  atul  adetjnately  designed 
primary  operation. 

PALLIATIVE  SURGERY 

The  common  adage  of  “open  and  close’’  should  be 
discarded  by  the  surgeon  who  finds  non-resectable 
disease  at  operation.  Rather,  he  should  focus  upon 
the  possiliilities  of  preventing  sotne  of  the  un- 
pleasant and  painful  complications  which  might 
arise  in  the  patient’s  remaining  life  time.  If  the 
primary  tutnor  cati  be  safely  removed,  this  should 
be  done,  in  spite  of  the  presetice  of  liver  metastases 
or  other  accepted  signs  of  incurability.  Removal  of 
the  omentum  will  reduce  the  amount  of  future 
ascites.  The  rectus  wick  operation  is  similarly  use- 
ful in  this  connection.  Removal  of  the  ovaries  will 
prevent  the  development  of  a Krukenberg  type 
tumor.  A prophylactic  colostomy  is  jjreferable  to  a 
later  emergency  procedure.  An  intestinal  bypass 
procedure  may  also  be  foresighted. 

The  use  of  secondary  surgery  should  not  be  over- 
looked in  the  management  of  primary  operative  fail- 
ures. One  is  tempted  to  think  only  in  terms  of  X-ray 
therapy,  chemotherapy  or  symptomatic  pain  reliev- 
ing drugs  when  encountering  this  problem.  Re- 
resection at  the  primary  site  of  the  lesion  has  beeti 
accomplished  with  increasing  success  in  the  author’s 
experience,  especially  in  the  instance  of  anastomo- 
tic recurrences.  An  abdominal-perineal  resection 
can  at  times  accomplish  what  a previous  low  lying 
anterior  resection  failed  to  do,  although  a multi- 
organ resection  may  be  necessary.  Wdrile  recent  ad- 
vances such  as  liver  scans  for  metastatic  disease 
have  lessened  the  use  of  exploratory  laparotomy  as 
a diagtiostic  tool  for  determining  whether  local  or 
disseminated  disease  is  present,  it  still  has  a place. 
In  the  symptomatic  patient  its  role  is  clear.  When 
unexplained  gastrointestinal  symptoms  appear  fol- 
lowing therapy  for  cancer  of  the  bowel,  a diagnostic 
laparotomy  should  be  performed  in  spite  of  nega- 
tive X-ray  and  other  investigatory  tests.  Even  if 
extirpation  of  the  tumor  eticountered  is  not  pos- 
sible some  of  the  other  procedures  mentioned  above 
may  be  of  betiefit. 

■511- 

X-Ray  Treatment 

While  X-ray  therapy  offers  little  as  a definite 
modality,  recent  studies  of  preoperative  irradiation 
of  rectal  cancer  have  been  encouraging.  .Stearns^^ 
feels  that  it  inhibits  the  dissemination  of  cancer 
cells  at  lime  of  surgery  and  their  ability  to  implant 
and  grow.  Patients  with  cancer  of  the  rectum  were 


given  1200  to  1600  r preoperatively,  and  an  im- 
proved 5 year  survival  rate  was  convincingly  shown 
in  those  patients  with  lymph  node  metastases 
(Dukes  C).  Nakayama'*’  has  confirmed  these  studies 
of  jncoperative  irradiation  and  Deddish’^  and 
Kleigermaid^  found  no  iiurease  in  morbidity  from 
its  use. 

The  fact  that  neoplastic  tissues  are  frequently  de- 
ficient in  oxygen  because  of  a poor  blood  supply 
relative  to  the  bulk  of  the  tumor,  or  because  of  its 
abnormal  growth  jiattern,  has  led  sotne  investiga- 
tors to  add  a high  pressure  oxygen  technique  to  the 
usual  radiation  procedure.  They  feel  that  the 
higher  the  concentration  of  oxygen  in  and  around 
the  cancer  cell,  the  more  susceptible  it  will  be  to 
radiaticjii  therapy. 

Another  interesting  approach  to  increasing  the 
value  of  irradiation  is  the  use  of  ceramic  micro- 
spheres, i’-*'-**  I'his  method  is  designed  to  give  a high 
concentration  of  a cancerciclal  agent  such  as 
Yttrium®®  to  the  tumor  area  without  adverse  effects 
on  the  body  as  a whole.  Up  to  100,()(H)  rods  can  be 
given  a local  area  with  this  method. 

X-ray  therapy  does  play  an  important  palliative 
role.  It  is  especially  effective  in  ameliorating  the 
Clipping  pain  of  bony  metaslic  clisea.se. 

Chemotherapy 

I’he  surgical  and  X-ray  treatment  methods  of 
cancer  of  the  colon  and  rectum  have  become  in- 
creasingly more  delineated  to  a point  where  further 
refinement  or  advance  is  unlikely  and  progress  ap- 
pears to  be  at  a standstill.  Their  limitations  have 
become  well  established  and  yet  it  is  universally 
accejited  that  the  mortality  rate  for  this  disease  is 
far  higher  than  desirable.  It  is  only  to  be  expected 
then  that  any  new  or  different  type  of  therapy 
w'ould  receive  avid  enthusiasm  and  rapid  exploita- 
tion. rhis  has  been  especially  true  with  the  intro- 
duction of  chemotherapy  where  a whole  new  hori- 
zon is  present. 

Chemotherapeutic  or  anticancer  agents  can  be 
administered  to  the  cancer  patient  regionally  to  the 
area  of  tumor  by  perfusion  or  infusion  techniques 
or  systemically  to  the  whole  body.  Perfusion  is 
short  term  circulation  of  an  agent  through  an  ana- 
tomic site  entering  by  an  artery  and  leaving  by  a 
vein,  rhis  is  mechanically  controlled  and  requires 
an  extracorporeal  circuit.  A temporary  isolation  of 
the  area  is  created  allowing  the  drug  to  come  di- 
rectly in  contact  with  the  tumor  at  a dosage  which 
w'oulcl  be  prohibitive  otherwise.  Eight  to  ten  times 
the  maximum  systemic  dose  of  the  anticancer  drug 
can  be  given  with  this  technique. 

Arterial  infusion  is  an  alternate  method  of  re- 
gional therapy  where  a cancerciclal  agent  is  directed 
into  the  specific  arterial  blood  supply  of  the  tumor 
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site  without  isolation  or  attempt  to  prevent  its  en- 
tering the  systemic  circulation.  This  is  performed 
continuously  to  the  tumor  in  doses  that  the  entire 
body  can  tolerate. 

Neither  of  these  two  methods  of  chemotherapy 
has  as  yet  been  of  any  benefit  to  patients  afflicted 
with  colon  and  rectal  cancer. 

The  use  of  chemotherapeutic  agents  systemically 
has  been  the  method  of  choice  with  gastrointestinal 
tumors.  Many  alkylating  agents  as  well  as  anti- 
metabolites have  been  used  with  varying  results. 
5 Fluorouracil,  an  antimetabolite,  has  been  the 
most  popular  and  certain  documented  periods  of 
good  palliation  have  been  noted.  Its  role  has  not 
yet  been  fully  evaluated.  Until  more  information  is 
gathered  the  use  of  such  drugs  remains  experimen- 
tal. Complete  explanation  to,  and  acceptance  by, 
the  patient,  who  must  possess  full  knowledge  of 
toxicity  and  side  reactions,  is  mandatory  before 
such  therapy  is  undertaken. 

I feel  that,  until  a better  drug  is  developed,  5 
Fluorouracil  should  be  offered  to  the  patient  for 
whom  all  other  methods  of  therapy  are  useless. 
I'his,  however,  should  be  done  at  a time  before  he 
becomes  critically  ill  or  terminal.  I have  seen  a few 
patients’  lives  extended  three  to  eight  months— and 
these  have  been  months  of  symptom  free  living. 

The  Treatment  Of  Polyps 

The  concept  that  polyps  of  the  rectum  and  colon 
are  precancerous  has  been  discussed  previously,  but 
their  management  is  worthy  of  further  comment. 
Fortunately,  most  of  the  polyps  are  in  the  rectum, 
within  the  reach  of  the  proctosigmoidoscope,  and 
can  be  readily  removed.  The  following  suggestions 
may  prove  helpful  in  clinical  diagnosis. 

1.  The  presence  of  mucus  in  the  stools  should 
precipitate  a vigilant  and  repeated  search  for  a 
polyp. 

2.  The  intermittent  occurrence  of  blood  on  or  in 
the  stool  or  on  the  tissue  should  raise  the  index  of 
suspicion. 

3.  Whenever  there  is  an  indication  for  a Barium 
Enema  there  is  an  indication  for  an  Air  Contrast 
Study. 

4.  Reluctance  to  accept  negative  single  X-ray 
studies  when  clinical  suspicion  is  high. 

5.  Colotomy  with  colostomies  whenever  a tumor 
has  been  identified  at  any  one  site  should  be  man- 
datory. (Figure  V)  As  many  as  20  per  cent  more 
lesions''^  have  been  found  through  coloscopy  at 
time  of  surgery  than  were  demonstrable  by  X-ray 
preoperatively. 

Once  the  polyp  or  polyps  have  been  identified 
and  removed,  these  patients  should  be  followed 
carefully,  since  they  have  an  8-15  per  cent  chance 
of  developing  secondary  or  tertiary  lesions.  A high- 
ly recommended  program  includes  proctosigmoid- 


oscopy every  six  months  and  a Barium  Enema  with 
Air  Contrast  Study  once  a year. 

Conclusion 

Some  2^resent  concepts  of  cancer  of  the  large 
bowel  have  been  presented.  Presently  it  is  not  only 
the  most  common  cancer  in  the  United  States  but 
also  appears  to  be  on  the  increase.  In  addition,  it 
unfortunately  frequently  attacks  the  patient  in  the 
prime  of  his  life. 

Improvement  in  the  survival  rate  remains  pri- 
marily dependent  on  early  diagnosis  despite  recent 
technical  advances. 
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Cancer  Of  The  Bladder 


Bernard  Lytton,  M.D.  and  B.  Marvin  Harvard,  M.D. 


■ Malignant  minors  of  the  bladder  are  the  cause 
for  some  8,000  deaths  annually  in  the  United  States 
and  about  150  a year  in  Connecticut.  They  account 
for  about  12  per  cent  of  the  incidence  of  all  cancers 
in  males  and  5 per  cent  in  females. ^ I'he  corre- 
sponding figures  for  the  death  rates  are  4 per  cent 
and  2 per  cent  indicating  an  overall  favorable  sur- 
vival rate.  Bladder  cancer  occurs  most  frequently 
between  60  and  80  years  of  age  and  affects  men 
two  to  three  times  as  commonly  as  women,  riiere 
has  been  a significant  increase  in  the  incidence  of 
the  disease  in  Britain  and  Denmark  over  the  past 
twenty  years,  particularly  among  younger  males,- 
hut  in  the  United  States  the  increa.se  has  been  only 
slight.  (Figure  I)  It  is  of  interest  that  this  change 
has  been  more  noticeable  in  urban  as  opposed  to 
rural  areas  and  is  reminiscent  of  a similar  but  more 
marked  increase  which  has  occurred  in  hing 
( ancer.3’^.5 

Etiological  Factors 

Cancer  of  the  bladder  is  unicpie  in  that  spon- 
taneously occurring  tumors  and  those  arising  from 
exposure  to  industrial  carcinogens  are  clinically 
and  pathologically  indistinguishable.  This  has  led 
to  a great  deal  of  interesting  and  useful  experimen- 
tal and  epidemiological  study  of  this  disease,  which 
has  added  much  to  our  understanding  of  the 
pathogenesis,  and  to  the  elimination  of  a nnmber 
of  industrial  haards  which  cause  Idadder  tumors, 
d'he  latter  represents  one  of  the  most  significant 
advances  in  the  prevention  of  cancer. 

Seventy  years  ago  the  first  three  cases  of  bladder 
tumor,  occnrring  in  men  engaged  in  the  manu- 
lacture  of  fuchsin  dye,  w'ere  reported  by  Rehn 
from  Frankfurt  am  Main  in  (iermany.^  Nine  years 
later  a further  twenty-three  cases  were  described 
in  aniline  dye  workers.'^  Since  that  time  there  have 
been  many  reports  of  bladder  tumors  arising  in 
individuals  employed  in  the  manufacture  of  ani- 
line dyes  and  certain  other  organic  compounds. 
Recently,  however,  a careful  retrospective  study  of 
all  affected  individuals  engaged  in  the  dyestuff 
industry  during  the  past  fifty  years,  indicated  that 
it  was  not  the  aniline  dyes  but  certain  intermedi- 
ate products  in  their  manufacture,  namely  alpha- 
and  beta-naphthylamine  and  benzidine,  that  were 
the  carcinogenic  agents.®  The  most  potent  of  these 
is  beta-naphthylamine,  and  recently  several  in- 
stances of  bladder  cancer  have  been  found  in  per- 
sons engaged  in  the  rubber  and  electric  cable  in- 


dustry where  beta-naphthylamine  was  found  to  be 
present  in  an  antioxidant  used  in  the  vulcanisa- 
tion of  raw  rubber.”'^"  Xenylamine  (1-amino-di- 
jdienyl) , used  in  the  manufacture  of  certain  organ- 
ic chemicals,  aj^pears  to  be  another  powerful  car- 
cinogen which  caused  an  epidemic  of  bladiler  can- 
cer in  one  factory,  where  over  11  per  cent  of  the 
men  exposed  developed  tumors. A follow  up 
study  of  these  employees  five  years  later  revealed 
that  several  more  had  developed  bladder  lesions. '- 
It  has  been  established  that  these  chemically  in- 
duced cancers  may  appear  anywhere  between  one 
and  forty  years  after  contact  with  the  carcinogen 
with  an  average  induction  time  of  eighteen  years. j 
Tumors  may  arise  many  years  after  the  individual  I 
has  ceased  to  be  employed  in  the  chemical  indus- 
try so  that  prolonged  and  careful  observation  is 
necessary  of  all  persons  who  have  been  exposed  to  1 
a known  chemical  carcinogen  at  any  time.  It  is  i 
estimated  that  there  is  a thirty  fold  increase  in  the  ^ 
incidence  of  bladder  cancer  in  these  individuals. 
.As  a result  of  these  observations  the  chemical  car-  j 
cinogens  have  either  been  modified  to  render  them  i 
harmle,ss,  or  their  use  has  been  discontinued.  Ob- 
servation of  workmen  at  risk  is  presently  carried 
out  by  routine  exfoliative  cytology  of  the  urine  at 
frequent  intervals  and  has  been  found  to  be  a satis- 
factory screening  test.^^  The  finding  of  suspicious 
cells  is  followed  up  by  cystoscopic  e.xamination  and 
it  is  interesting  to  note  that  cytological  abnormal- 
ities may  be  detected  months  or  years  before  visi- 
ble lesions  appear.^-’ 

Several  studies  have  indicated  that  smoking  is  ; 
related  to  bladtler  cancer  in  men.  A prospective 
study  carried  out  in  the  United  States  showed  that 
the  disease  occurred  three  times  as  fretjuently  in  j 
men  who  smoked  more  than  20  cigarettes  per  day  | 
as  conqxired  to  nonsmokers. An  extensive  survey  | 
of  369  ca.ses  of  bladder  cancer  in  Copenhagen 
showed  a significant  a,ssociation  between  excessive 
tobacco  consunqjtion  and  the  development  of  blad- 
der tumors,'*  although  in  none  of  the  studies  has 
this  been  as  striking  as  the  relationship  to  lung 
cancer.  50  jier  cent  increase  in  the  urinary  out- 
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i.  Shows  a comparison  of  the  increase  in  incidence  of 
bladder  cancer  in  Copenhagen,  Denmark  and  State  of  Con- 
necticut. 


put  of  carcinogenic  substances,  derived  from  tryp- 
tophan, has  been  detected  in  the  urine  of  smokers, 
which  apparently  returns  to  normal  levels  when 
smoking  is  discontinued. 

Experimental  evidence  indicates  that  the  effect 
of  the  carcinogen  is  mediated  by  its  presence  in  the 
urine  and  that  it  is  specific  for  the  urinary  epitheli- 
um. Dogs  fed  on  beta-naphthylamine  with  the 
ureters  implanted  in  the  bowel  do  not  develop 
tumors. Similarly  fed  animals  in  whom  the 
bladder  has  been  divided  into  two  separate 
pouches  with  an  intact  blood  supply,  but  where 
only  one  pouch  receives  urine,  develop  tumors  only 
in  the  one  in  contact  with  the  urine. Instillation 
of  urinary  extracts,  derived  from  patients  with  re- 
current bladder  tumors,  into  isolated  bladder 
pouches  in  rats  has  resulted  in  the  development  of 
papillary  tumors  in  50  per  cent  of  the  animals.-^ 

Extrapolating  from  these  observations  on  urinary 
carcinogens,  both  in  industry  and  experimental 
animals,  it  has  been  suggested  that  the  spontaneous 
tumors  might  arise  from  the  presence  in  the  urine 
of  naturally  occurring  metabolites  which  could  act 
as  carcinogens. Breakdown  products  of  trypto- 
phan, chemically  closely  related  to  the  industrial 
carcinogens  and  which  are  capable  of  inducing 
tumors  in  experimental  animals,  have  been  found 
in  increased  amounts  in  the  urine  of  patients  with 
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Figure  I 

ii.  Shows  the  death  rates  from  bladder  cancer  in  Britain 
and  the  United  States  during  the  past  forty  years. 

Note  the  marked  increase  among  British  males  as  com- 
pared to  only  a slight  increase  among  American  males. 


bladder  tumors.-®  These  normally  appear  in  the 
conjugated  form  as  glticuronides,  hut  in  the  urine 
of  patients  with  tumors  there  is  an  increase  in  glu- 
curonidase, an  enzyme  which  liberates  the  carcino- 
gen by  hydrolysis.  This  concept  led  to  the  trial  of  a 
glucuronidase  inhibitor,  saccharolactone,  in  an  at- 
tempt to  prevent  the  recurrence  of  bladder  tu- 
mors.This,  unfortunately  did  not  prove  to  be 
successful  but  the  theory  may  still  have  some  valid- 
ity and  alternative  chemical  pathways  are  being 
investigated. 

The  role  of  stasis  and  chronic  inflammation  in 
the  etiology  of  bladder  tumors  is  still  undeter- 
mined. It  is  known  that  in  Schistosomiasis,  where 
the  ova  are  deposited  in  the  bladder  mucosa  and 
prodtice  chronic  inflammatory  changes,  there  is  a 
relatively  high  incidence  of  cancer.^s  In  Egypt, 
where  Schistosomiasis  is  endemic  and  affects  about 
60  per  cent  of  the  population,  it  is  estimated  that 
bladder  cancer  accounts  for  7.5  per  cent  of  all 
deaths  from  cancer  as  compared  to  3 per  cent  in 
the  United  States.-®  Jewett  found  evidence  of  stasis 
or  vesical  irritation  in  47  of  80  patients  with  inhl- 
trating  vesical  tumors.-^  The  significance  of  this 
observation  is  difficult  to  evaluate  as  it  is  usually 
not  possible  to  determine  whether  the  infection 
jjreceded  or  followed  the  development  of  tumor. 
Occasionally  patients  who  have  what  appears  to  be 
a chronic  cystitis  subsequently  develop  carcinoma 
of  the  bladder  after  a few  years,  and  this  should  be 
remembered  as  a possible  way  in  which  the  disease 
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can  present.-®  I'he  relationship  of  chronic  inter- 
stitial cystitis  to  tumor  formation  is  unclear  hut 
there  seem  to  he  a small  number  of  patients  with 
this  condition  who  develop  carcinoma  of  the  blad- 
der after  a variable  period  of  time.--*’®'’  Adenocar- 
cinoma is  a rare  lesion  in  the  bladder  accounting  for 
only  1 to  2 j)er  cent  of  all  tumors,  and  is  associated 
with  cystitis  glandidaris,  which  presents  as  non- 
translucent  cyst-like  lesions  in  the  base  of  the  blad- 
der. The  condition  probably  results  from  a cystic 
degeneration  in  the  subtrigonal  cell  nests  of  Von- 
Brnn  or  may  originate,  in  cases  of  chronic  trigoniti.s, 
from  down  growths  of  hyperplastic  transitional 
epithelium,  which  then  become  pinched  off  by  the 
surrounding  connective  tissue  reaction.  It  has  akso 
been  suggested  that  these  nests  may  arise  from 
alterrant  urethral  glands  and  therefore  represent 
embryological  rests.  Adernocarcinoma  is  the  com- 
monest type  of  tumor  found  in  patients  with 
untreated  vesical  extrophy  and  it  is  in  these  blad- 
ders, which  are  subjected  to  rej)eated  irritation 
from  trauma  and  infection,  that  cystitis  glandularis 
is  also  most  frequently  seen.®’  A high  incidence  of 
chronic  urinary  obstruction  due  to  urethral  stricture 
has  been  noted  in  Uganda  Africans  with  bladder 
tumors.®®  It  is  not  clear,  however,  what  the  incidence 
of  this  locally  endemic  condition  of  urethral 
stricture  is  among  the  general  population,  and 
again  it  is  difficult  to  evaluate  the  significance  of 
this  oijservation. 

Pathology 

.\  classification  aiul  appreciation  of  the  patho- 
logical characteristics  and  natural  history  of  Idadder 
tumors  is  necessary  to  provide  a rational  basis  for 
treatment  and  prognosis.  The  \ast  majority  are 
epithelial  tumors,  mesenchymal  tumors  account- 
ing for  only  0.3  per  cent. 

The  epithelial  tumors  can  be  divided  into  two 
major  groups.  First,  the  non-invasive,  well  differen- 
tiated, papillary  transitional  cell  tumors  or  so  called 
benign  papillomata,  d'hese  should  be  considered 
jiotential  cancers  as  15  to  20  per  cent  subsecpiently 
develop  malignant  changes  and  it  is  impossible  to 
predict  which  ones  will  do  so.®®  They  constitute 
about  a third  of  all  bladder  tumors,  are  frequently 
multiple  and  about  50  ])er  cent  of  them  recur  after 
treatment,  often  in  another  area  in  the  bladder. 
This  multifocal  origin  suggests  either  a predisposi- 
tion of  the  mucosa  to  neoplasia  or  the  presence  of 
a urinary  carcinogen.  Follow  iqi  cystoscopy  at  in- 
tervals of  three  to  six  months  is  therefore  essential. 

'Fhe  second  group  are  the  primary  malignant 
tumors  which  may  be  papilliferous,  solid  or 
ulcerating.  The  cellular  configuration  may  be 
transitional,  papillary,  squamous  (epidermoid) , or 
anaplastic  (undifferentiated) , in  order  of  frequency. 


Tumors  are  graded  1 to  4,  according  to  their 
degree  of  celhdar  differentiation  but  in  over  half 
of  them  this  is  very  variable.  Fhe  most  important 
single  feature  from  the  aspect  of  prognosis  and 
treatment  is  the  degree  of  invasiveness  which  is 
found  to  be  closely  correlated  with  the  incidence  of 
lymphatic  metastases.®’  'Fhis  provides  the  basis  for 
the  classification  of  bladder  cancer;  superficial  in- 
volving mucosa  and  submucosa  (group  0 and  A) , 
invading  the  bladder  muscle  (groiqi  B) , the  peri- 
vesical tissues  (group  C),  and  cases  with  distant 
metastases  (group  D)  . d'he  International  Union 
against  Ciancer,  an  organization  subscribed  to  by 
this  and  most  other  countries  concerned  with  the 
classification  and  collection  of  world  wide  data  on 
all  aspects  of  cancer,  has  established  a nomen- 
clature, applicable  to  all  forms  of  cancer,  known  as 
the  T.N.M.  classification  where  T stands  for  tumor 
stage  as  assessed  by  clinical  observation,  N for  nodes 
and  M for  metastasis.  Symbols  such  as  S denote 
siqieficial  tumors  and  P replaces  T when  the  staging 
is  done  by  pathological  examination.  This  classi- 
fication when  generally  accepted  will  provide  for  a 
unified  system  which  will  facilitate  the  world  wide 
evaluation  of  the  epidemiological  and  therapeutic 
aspects  of  malignant  disease.  It  has  been  apjjroved 
by  the  Joint  Committee  on  Cancer  staging  and  end 
results  reporting  in  the  Ihiited  States  and  has  been 
adopted  for  use  in  several  major  types  of  cancer 
already.  Siqjerficial  well  differentiated  papillary 
tumors  confined  to  the  epithelial  layer  without  in- 
vasion of  the  base  membrane  are  therefore  classified 
as  SI  (group  0);  involvement  of  the  submucosa  T1 
or  PI  (group  A)  ; invasion  of  the  siq>erficial  muscle 
layers  T2  or  P2  (group  B)  ; deej)  muscle  or  ])eri- 
vesical  spread  1'3  or  P3  (groiqj  C),  and  fixation  to 
surrounding  structures  T4  or  P-f  (group  D) . N-fi 
indicates  involvement  of  the  regional  lymph  nodes 
and  M denotes  the  presence  of  distant  metastases. 
(Figure  2) 

It  has  been  observed  that  there  is  a distinct 
deterioration  in  the  prognosis  once  the  tumor  ex- 
tends more  than  half  way  through  the  bladder 
muscle.  Squamous  cell  and  adenocarcinomata  are 
associated  with  a poorer  prognosis  than  transitional 
cell  tumors.  'Fhis  is  further  influenced  by  the  degree 
of  cellular  differentiation.  Occasionally  a tumor  will 
in\ade  the  sidjinucosal  and  perivesical  tissues  ex- 
tensively while  producing  only  a small  area  of 
edema  in  the  overlying  bladder  mucosa.  These  have 
been  referred  to  as  “iceberg  tumors”  and  have  a 
poor  prognosis  principally  because  of  the  delay  in 
diagnosis. 

Symptomatology  And  Clinical  Findings 

Painless  hematuria  is  the  presenting  symptom  in 
nearly  80  per  cent  of  bladder  tumors  and  over  half 
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Figure  II 

Classification  of  bladder  cancer  according  to  degree  of 
invasion.  (After  Marshall,  V.F.) 

of  the  remainder  have  hematuria  in  association  with 
dysuria  and  frequency.  In  a small  number  of 
patients,  frequency  and  dysuria  may  be  the  only 
presenting  symptoms.  Pain,  uremia,  and  the  effects 
of  metastases  are  the  initial  findings  in  only  2 per 
cent  of  patients.  The  main  dissemination  of  bladder 
cancer  is  to  the  regional  lymph  nodes  and  the  peri- 
vesical tissues.  Distant  metastases  are  relatively  un- 
common and  as  a rule  occur  late  in  the  progress  of 
the  disease.  Occasionally  carcinomatous  peripheral 
neuropathy  and  myopathy  occur,  as  is  more  com- 
monly seen  with  lung  cancer.  This  complication 
produced  distressing  symptoms  in  one  of  our 
patients  who  had  undergone  ureterosigmoidostomy, 
as  incontinence  developed  when  the  anal  sphincter 
became  involved. 

The  importance  of  prompt  cystoscopic  and  radio- 
graphic  investigation  of  painless  hematuria  cannot 
be  over  emj^hasized  in  order  to  detect  early  and 
curable  lesions.  There  appears  to  be  a marked  de- 
terioration in  survival  rate  when  treatment  is 
delayed  for  as  short  a time  as  one  month  after  the 
onset  of  bleeding.35  (Figure  3)  Thei'e  is  an  im- 
provement in  prognosis  which  occurs  with  further 
delay  and  this  almost  certainly  indicates  the  bio- 
logical relationship  between  tumor  and  host,  that 
is  to  say  that  only  those  cases  in  whom  the  relation- 
ship is  a good  one,  survive  the  initial  period  without 
treatment.  This  improvement  in  the  prognosis  in 
the  surviving  group  in  relation  to  the  duration  of 
symptoms  has  also  been  observed  in  the  case  of 
cancers  of  the  stomach,  lung,  and  colon.^®'^'^’^® 

The  diagnosis  is  established  in  most  cases  by 
cystoscopy  and  transurethral  biopsy.  This  is  usually 
performed  in  the  investigation  of  the  patient  with 
symptoms  but  would  be  impractical  as  a screening 
test.  Exfoliative  cytology  of  the  urinary  sediment 


Figure  III 

Shows  the  five  year  survival  rate  in  relation  to  the  dura- 
tion of  liaematuria  prior  to  treatment.  (After  Wallace,  D.  M. 
and  Harris,  D.  L.) 

by  the  Papanicolau  technique  was  extensively  re- 
viewed in  1958  and  it  would  appear  that  it  is  of 
definite  value.^o  Its  trse  as  a satisfactory  screening 
test  in  dyestuff  workers  has  already  been  men- 
tioned.i^  Failure  to  detect  abnormal  cells  in  the 
presence  of  an  invasive  transitional  cell  tumor 
occurs  in  about  6 per  cent  to  8 per  cent  of  cases 
when  the  urine  is  examined  by  an  experienced 
cytologist.  The  incidence  of  failure  is  27  per  cent 
in  the  squamous  cell  and  non-invasive  tumors.'^® 
Malignant  cells  were  detected  in  the  urinary  sedi- 
ment in  25  of  91  patients  with  early  tumors  prior 
to  the  development  of  any  symptoms  or  micro- 
scopic hematuria. Several  cases  have  been  reported 
in  whom  malignant  cells  appeared  in  the  urine 
several  months  before  lesions  were  detected  at 
cystoscopy.'*^  It  is  generally  agreed  that  the  method 
is  valueless  for  the  detection  of  the  low  grade 
papillomata  as  the  cells  cannot  be  differentiated 
from  those  of  the  normal  bladder  epithelium.  There 
is  some  evidence  that  Cytology  is  useful  in  the 
follow  up  of  treated  cases  of  bladder  cancer  and 
for  the  detection  of  carcinoma  in  situ.  Attempts  to 
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produce  fiuoiesccnce  in  malignant  cells  in  the 
urinary  sediment  with  tetracyclines  have  been  un- 
successluld-  I’lie  use  of  an  ultraviolet  light  cysto- 
scope  to  detect  early  malignant  lesions  in  the  blad- 
der mucosa  which  have  been  made  to  lluoresce,  by 
the  administration  of  tetracyclines  or  local  itistil- 
lation  of  acridine  oratige,  shows  ])romise  as  it  has 
l)eeti  reported  that  several  early  tumors  not  seen  on 
cystoscopy  with  incatidescent  light  have  been  de- 
tected by  this  methodd^ 

Excretory  urography  must  be  performed  in  all 
cases  of  bladder  tumor  to  detect  any  co-existing 
lesions  in  the  renal  pelvis  or  ureter  as  these  are 
more  common  in  the  presence  of  bladder  tumors, 
riie  urogram  will  also  delineate  any  ureteral  ob- 
struction which,  if  present,  is  indicative  of  itivasion 
by  the  tumor  as  the  nntcosal  lesions  do  not  proditce 
obstiiiction  even  when  they  arise  in  the  vicinity  of 
the  ureteral  orifice.  Bimanual  examination  of  the 
Idadder  itnder  general  anesthesia  together  with 
endo.scopic  biopsy  enables  a fairly  accurate  asses.s- 
ment  of  the  extent  of  the  tumor  to  be  made. 

■Arteriography  of  the  bladder  combined  with 
ititravesical  injection  of  COo  to  determine  the 
degree  of  itnasiveness  has  met  with  only  limited 
success,^^  but  in  some  cases  may  be  helpful  iti 
demotistrating  extravesical  extension.'*^ 

Lactic  acid  dehydrogenase  (L.l).H.)  is  an  en/yme 
a.ssociated  with  the  anaerobic  glycolysis  which  oc- 
citrs  iti  malignatit  tumors  and  is,  therehne,  generally 
present  in  increa,sed  tunounts  in  the  urine  in  the 
presence  of  established  cancers  of  the  urinary  tract. 
Measurement  of  the  urinary  I..D.H.  has  been  sug- 
gested as  a screening  test  for  such  tumors,^®  but  its 
\alue  in  this  respect  appears  to  l)e  limited.  A 
significant  number  of  false  negatives  occur  par- 
ticularly with  small  titmors,  which  produce  only 
small  (juantities  of  the  enzyme,  and  levels  are 
frequently  elevated  iti  other  noti-malignant  con- 
ditions, notably  infections. 

Treatment 

'I'hcre  are  a variety  of  methods  advocated  iti  the 
tretitment  of  bladder  cancer,  unfortunately,  in  the 
more  advanced  lesions  none  of  them  has  proved  to 
lie  wholly  satisfactory.  Surgery,  irradiation  and 
chemotherapy,  alone  or  in  combitiation,  are  all 
useful  modalities  at  present  available.  The  ideal 
method,  however,  for  the  treatmetit  of  the  indi- 
\idual  jiatient  depends  on  many  factors  and  even 
after  careful  evaluation  may  be  difficult  to  de- 
termine. 'Lhe  age,  general  condition  of  the  patient, 
his  life  expectancy  and  symptomatology,  together 
with  an  estitnate  of  the  immediate  futitre  course 
of  the  tumor,  must  be  taken  into  consideration  when 
deciding  betweeti  citrative  therapy  and  palliation. 
It  should  be  remembered  that  palliative  treatment 


Figure  IV 

Sliows  the  rate  of  absorption  of  thio-tepa,  tagged  witli 
radioactive  .S3.-,  tliroiigh  the  bladder  mucosa. 


will  produce  a better  chance  of  limited  survival  in 
comfort  in  the  elderly  and  debilitated  patient,  than 
an  overly  aggressive  radical  approach  with  its  at- 
tendant high  mortality  and  morbidity.  Certain 
broad  principles  we  favor  in  the  management  of 
liladder  tumors  are  described  liclow. 

Superficial  tumors  are  most  satisfactorily  con- 
trolled by  transurethral  fulguration  with  careful 
follow  uj)  by  cystoscojry  at  ititervals  of  three  to  six 
months.  \Vheti  these  tumors  are  multiple  and  recitr 
frctpiently,  good  results  have  been  obtained  by  the 
re]:>eated  local  instillation  itito  the  bladder  of  an 
alk\lating  agent,  thio  tepa.'^'^'^*  Absorption  of  the 
drug  does  occur  to  some  extent  through  the  vesical 
mucosa  (figure  4) , but  the  amount  is  probably  in- 
sufficient to  produce  a significant  tumoricidal  effect 
aftftough  re\ersifile  bone  marrow  depression  has 
been  reported  in  a few  instances.  Adequate  control 
of  the  lesions  has  been  achieved  in  50  to  60  per 
cent  of  patients  treated.  Favorable  results  have  also 
lieeti  reported  following  intravesical  application  of 
5 per  cent  to  30  per  cent  podophyllin  in  mineral 
oil  49,50  Total  cystectomy  becomes  necessary  when 
control  cannot  be  achieved  In  these  methods.  De- 
struction of  the  mucosa  by  cautery,  the  application 
of  alisolute  alcohol  and  strijiping  of  the  bladder 
epithelium  has  been  performed,  apparently  with 
some  measure  of  success,  but  is  associated  with  a 
considerable  post-operative  morbidity.®^  Radiation 
therapy  yields  poor  results  in  these  generally  well 
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differentiated  lesions  and  only  adds  to  the  morbid- 
ity of  subsequent  surgical  procedures. 

Carcinomas  showing  early  invasion  of  the  sub- 
mucosa, and  superficial  mucsle  layers,  which  do  not 
involve  the  base  of  the  bladder  and  are  solitary, 
are  suitable  for  partial  cystectomy.  The  resection 
should  include  a healthy  mucosal  margin  of  2 cm. 
Ultraviolet  fluorescent  cystoscopy  may  prove  useful 
to  detect  the  presence  of  in  situ  malignant  lesions 
in  other  areas  of  the  bladder  which  would  contra- 
indicate local  excision.  Supervoltage  external  irra- 
diation may  provide  a satisfactory  alternative  or 
may  be  given  as  adjuctive  therapy.  Tumors  of  this 
type  in  the  vicinity  of  the  bladder  base  are  effec- 
tively treated  by  local  excision  and  fulguration, 
either  transurethrally  or  by  a suprapubic  approach 
depending  on  the  size,  followed  by  direct  implanta- 
tion of  some  radioactive  source,  such  as  radon 
seeds,  gold  grains  or  tantalum  wire,  to  provide  a 
concentrated  and  well  localized  dose  of  irradiation 
to  the  area  immediately  surrounding  the  tumor. 

The  more  extensive  growths  involving  the  blad- 
der base  and  deeper  muscle  layers  or  with  early 
extravesical  spread,  have  generally  been  subjected 
to  radical  cystectomy.  The  proximal  urethra  should 
also  be  excised  as  a recurrence  rate  of  4 per  cent 
has  been  reported  in  the  remaining  urethra.^^ 
Urinary  diversion  into  the  colon,  with  implanta- 
tion of  the  ureters  in  a submucosal  tunnel  to  pre- 
vent influx,  is  preferred  provided  there  is  no  evi- 
dence of  renal  impairment  or  hydronephrosis.  The 
ability  of  the  anal  sphincter  to  contain  fluid  must 
be  assessed  prior  to  surgery  by  the  slow  instillation 
of  200-300  ml  of  normal  saline  into  the  rectum.  A 
tendency  to  hyperchloremic  acidosis  can  usually  be 
adequately  controlled  by  the  oral  administration  of 
sodium  bicarbonate.  If  electrolyte  imbalance  or  in- 
fection subsequently  become  a serious  problem,  or 
there  are  signs  of  renal  insufficiency  preoperatively, 
a terminal  left  iliac  colostomy  can  be  performed 
leaving  the  patient  with  an  isolated  rectal  pouch 
as  a urinary  reservoir.  This  has  proved  to  be  more 
satisfactory  than  the  ileal  conduit  as  the  urine  is 
under  sphincteric  control  and  the  colostomy  pre- 
sents fewer  problems  in  management  for  the  aver- 
age patient  than  does  a urinary  stoma. 

Construction  of  a sigmoid  or  ileal  bladder  sub- 
stitute has  been  employed  in  two  of  our  patients. 
This  consists  of  anastomosing  the  mid-portion  of 
an  isolated  loop  of  intestine  to  the  divided  urethra 
and  implanting  the  ureters  into  the  two  free 
ends.®-'*  Patients  have  been  found  to  be  continent 
by  day  but  have  to  wear  either  a penile  clamp  or 
an  incontinence  appliance  at  night  as  the  external 
sphincter,  which  is  a voluntary  muscle,  relaxes 
when  the  patient  is  asleep.  Furthermore,  the  intes- 
tinal pouch  unlike  the  bladder,  is  constantly  under- 


going peristaltic  activity  which  leads  to  the  passage 
of  urine  unless  sphincter  tone  is  maintained.  It  is 
recommended  that  this  procedure  should  only  be 
undertaken  in  carefully  selected  patients. 

These  major  surgical  procedures  have  a mortal- 
ity of  between  6 per  cent  and  12  per  cent  and 
about  half  the  patients  have  some  non-fatal  com- 
plication in  the  post-operative  period.  Total  pelvic 
exenteration  has  nearly  twice  the  mortality  of  that 
associated  with  radical  cystectomy,  and  results  in 
little  improvement  in  long-term  survival;  it  is  there- 
fore no  longer  advocated.®^ 

Supervoltage  irradiation  with  a cobalt  60  source 
or  a linear  accelerator,  which  allows  curative  doses 
to  be  given  at  an  optimum  depth  without  signifi- 
cant injury  to  the  skin  and  superficial  tissues,  has 
given  promising  results.^®’ Patients  are  given 
6,000  R to  7,000  R over  periods  of  five  to  seven 
weeks  for  curative  treatment  and  3,000  R to  4,000 
R over  two  to  three  weeks  for  palliation.  Intracavi- 
tary irradiation  is  more  difficult  to  administer, 
yields  less  satisfactory  results  and  is  attended  by  a 
greater  morbidity.  Urinary  infections  should  be 
eradicated  before  commencing  ttreatment  as  it  is 
associated  with  an  increased  morbidity.  Mortality 
is  low  and  in  many  adequate  bladder  function  is 
preserved.  Unfortunately,  there  is  a significant  de- 
gree of  morbidity  affecting  about  25  per  cent  of 
patients  treated.  In  one-third  of  these  it  is  pro- 
longed, is  sometimes  permanent  and  in  a few  ulti- 
mately fatal.  The  principal  complications  are 
hematuria,  which  may  be  severe  and  persistent  due 
to  telangiectasia;  bladder  contracture  (with  loss  of 
25  to  75  per  cent  of  capacity)  and  cystitis  causing 
various  degrees  of  frequency,  fistula  formation  and 
renal  failure  from  ureteral  obstruction  and  infec- 
tion. Enteritis  and  proctitis  may  occur  and  the  lat- 
ter can  be  severe  enough  to  warrant  a colostomy. 
The  residual  bladder  symptoms  may  be  severe 
enough  to  require  urinary  diversion. 

The  need  for  urinary  diversion  should  be  antici- 
pated whenever  possible  and  be  carried  out  prior 
to  irradiation  therapy.  There  is  evidence  to  suggest 
that  urinary  diversion  together  with  irradiation 
yields  better  results  than  irradiation  alone.®- 
Ureterosigmoidostomy  is  unsuitable  when  heavy 
doses  of  irradiation  have  been  administered  due  to 
the  frequently  associated  proctitis  and  in  these 
cases  ileal  loop  diversion  with  high  anastomosis  of 
the  ureters  is  recommended.  The  vascular  impair- 
ment following  such  irradiation  results  in  poor 
healing  with  a high  incidence  of  fistula  formation. 

The  results  of  treatment  expressed  in  terms  of 
five-year  survivals  are  similar  lor  most  methods  cur- 
rently used.  Comparisons  between  surgery  and  irra- 
diation are  difficult  because  in  the  former  staging 
of  the  tumor’s  progress  follows  a pathological  clas- 
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sification  while  in  the  latter  a clinical  classification 
is  used.  Nevertheless,  there  is  an  overall  survival 
rate  of  about  25  per  cent  for  either  method.  It  has 
been  clearly  shown  that  the  single  most  im[)ortant 
prognostic  factor  is  the  extent  of  invasion  of  the 
bladder  muscle,  there  being  a sharp  decrease  in  the 
likelihood  of  survival  once  the  tumor  has  pene- 
trated more  than  halfway  through  the  bladder 
wall.®*  Following  surgical  resection  the  five-year 
survival  rate  falls  from  50  to  70  jier  cent  in  super- 
ficially infiltrative  lesions  to  between  15  to  5 per 
cent  in  the  deeply  invasive  lesions.  Extravesical  ex- 
tension and  local  lymphatic  metastases  further  re- 
duce the  survival  rate  to  four  per  cent  or  less. 

It  appears  that  in  the  deeply  invasive  tumors  an 
improvement  in  the  results  may  be  obtained  by 
pre-operative  irradiation  with  about  4,000  R fol- 
lowed by  the  radical  cystectomy  four  to  eight  weeks 
after  completion  of  treatment.  The  three-year  sur- 
vival rate  of  19  patients  so  treated  w'as  increased 
from  22  per  cent  to  42  per  cent  !)y  such  combined 
therapy  and  other  reports  have  been  encourag- 
ing.®'^ There  is,  however,  a significant  increase  in 
the  morbidity  after  this  type  of  treatment  due  to 
serious  w'onnd  infections,  dehiscence  and  the  de- 
velopment of  urinary  fistulae.  Radiation  followed 
by  diversion  wdth  or  without  cystectomy  is  also  the 
treatment  of  choice  in  cases  of  bladder  cancer 
which  have  recurred  following  conservative  surg- 
ery. 

Chemotherapeutic  agents  have  been  used  princi- 
})ally  for  palliation  apart  from  the  local  applica- 
tion of  thio-tepa  in  superficial  tumors,  llie  anti- 
metabolite 5-fluoracil  has  been  found  to  be  the 
most  effective  agent  in  the  treatment  of  transitional 
cell  tumors.®^  Administered  intravenously  it  pro- 
duces evidence  of  tumor  regression  in  about  30  per 
cent  of  cases  but  for  a short  period  and  only  for  a 
few  months.  Intra-arterial  infusion  directly  into 
the  internal  iliac  arteries  has  resulted  in  good  pal- 
liation with  objective  evidence  of  tumor  regression 
and  relief  of  pain  for  periods  np  to  six  months  and 
has  produced  a further  brief  remission  after  re- 
crudescence of  tumor  following  irradiation. ‘"’O 

Encouraging  preliminary  results  have  been  re- 
ported with  the  combined  use  of  5-fluoracil  intra- 
venously and  supervoltage  irradiation  followed  by 
radical  surgery  in  selected  cases.®^ 

The  foregoing  discussion  demonstrates  clearly 
that  despite  some  encouraging  advances  in  therapy 
that  except  in  small  superficial  well  differentiated 
tumors,  the  treatment  of  bladder  cancer  is  far  from 
satisfactory.  No  single  method  is  all  embracing  and 
each  may  have  serious  disadvantages.  In  choosing 
a plan  of  treatment  each  patient  must  be  studied 
carefully  and  approached  as  an  individual  thera- 
peutic problem.  The  plan  should  provide,  if  pos- 


sible, the  greatest  opportunity  for  cure  but  must  also 
encompass  such  calculations  as  life  expectancy,  type 
and  stage  of  the  tumor,  as  well  as  the  direct  and 
indirect  effects  of  the  modality  employed. 
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Historical  Introduction 

■ The  General  Assembly  of  the  Slate  of  Connecti- 
cut in  1935,  passed  a bill  at  the  request  of  the  State 
Medical  Society  which  authorized  the  State  De- 
partment of  Health  to  establish  a Division  of  Can- 
cer Research.  The  Division  was  charged  with  the 
resjjonsibility  of  fulfdling  a mandate  given  to  it  by 
the  legislature  which  requested  that  the  State  De- 
partment of  Health  “make  investigations  concern- 
ing cancer,  the  prevention  and  treatment  thereof, 
and  the  mortality  therelrom,  and  to  take  such  ac- 
tion as  it  may  deem  will  assist  in  bringing  about 
a reduction  in  the  mortality  due  thereto.”  Since  its 
establishment  in  1935,  the  Connecticut  lumor 
Registry  has  grown  and  matured  in  various  ways. 
The  number  of  cancer  cases  reported  to  the  Con- 
necticut Tumor  Registry  by  the  various  general 
hospitals  in  the  state  of  Connecticut,  had  increased 
by  1964,  to  approximately  170,00  tumors.  Since  the 
reporting  of  tumors  found  in  patients  living  in  the 
state  of  Cionnecticut  is  almost  100  per  cent,  the 
Connecticut  Tumor  Registry  is  based  on  the  total 
jjopulation  of  the  state  of  Connectidit  and,  there- 
fore, is  capable  of  providing  information  concern- 
ing the  size  and  the  nature  of  the  cancer  problem 
in  the  state.  In  addition,  it  makes  it  possible  to  de- 
velop indices  for  evaluating  the  progress  made  in 
bringing  cancer  in  the  state  of  Connecticut  under 
control.  Data  on  the  number  of  cancer  patients  re- 
ported in  the  state  permit  the  development  of  inci- 
dence rates  by  age,  sex,  type  of  tumor,  site  of 
lumor,  and  various  other  variables.  It  further  pro- 
duces information  on  trends  in  cancer  incidence, 
stage  of  disease  at  diagnosis,  and,  of  great  impor- 
tance, survival  experience  of  patients  from  various 
treatment  methods.  Information  resulting  from  the 
analysis  of  the  data  in  the  Register  should  serve  to 
arouse  and  maintain  interest  in  the  fight  against 
cancer  and,  at  the  same  time,  provide  knowledge 
for  guidance  of  the  therapeutic  apjtroach  to  vari- 
ous types  of  cancer  to  the  medical  profession  in 
Connecticut. 

I'he  operations  of  the  Connecticut  Tumor  Regis- 
try have  been  amply  descriljed  by  Creenberg,i 
Campbell,'  and  Kralits.-"*  It  is  using  for  its  oper- 
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ations  the  most  up-to-date  IBM  equipment  and  it 
continues  to  strive  to  improve  its  methods  ever- 
more. One  of  the  important  features  of  the  Regis- 
try is  the  follow-up  system.  A follow-up  report  is 
received  for  each  patient  six  months  after  discharge 
from  the  reporting  hospital.  Sidrsecjuent  follow-iq) 
is  then  requested  on  a yearly  basis  as  long  as  the 
patient  lives.  The  average  loss  to  follow-up  of  pa- 
tients .seen  over  these  years  has  been  less  than  five 
per  cent.  The  complete  system  of  follow-up  has 
been  tlescribed  by  Keogh. ^ 

The  Connecticut  Tumor  Registry  is  one  of  sev- 
eral registries  throughout  the  United  States  most 
of  which  are  hospital-based  in  university  centers, 
which  cooperate  with  the  National  Cancer  Insti- 
tute’s End  Results  Section  of  the  Biometric  Branch 
to  continuously  evaluate  the  therapeutic  approach 
to  cancer  treatment.  Almost  one  hundred  articles 
have  been  written  to  date  utilizing  the  data  derived 
from  the  Connecticut  rumor  Registry.  Besides 
members  of  the  Registry  staff  and  researchers  and 
physicians  outside  of  the  state,  a great  number  of 
physicians  in  Connecticut  have  taken  advantage  of 
the  data  within  the  Registry  to  write  articles  about 
various  sites  of  cancer  as  seen  among  patients  in 
Connecticut. 

Participation  In  National  And  International 
Cancer  Meetings 

Due  to  its  unique  position  and  its  ability  to  pro- 
duce incidence  rates  based  on  a total  population 
group,  the  Connecticut  Tumor  Registry  has  been 
asked  many  times  to  contribute  to  cancer  meetings. 
It  contributed  a variety  of  data  to  the  Third, 
Fourth,  and  Fifth  National  Cancer  Conferences 
anti  to  the  Eighth  International  Cancer  Confer- 
ence besides  several  meetings  which  were  for  speci- 
fic sites  of  cancer  in  the  national  and  international 
fields.  Among  the  papers  that  have  been  presented 
has  been  one,  “.Secular  Trends  in  Survival:  Five 
Years  and  Later,  Cancer  Patients  Drawn  from  a 
Defined  Popidation— Connecticut,  FI.S.A.”,^  which 
was  presented  at  the  Eighth  International  Cancer 
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Congress  in  Moscow  in  1962,  a congress  which  was 
sponsored  by  the  International  Union  Against  Can- 
cer. The  Connecticut  Cancer  Registry  is  the  only 
registry  in  the  world  which  has  been  operating  for 
these  many  years  and  has  information  available  on 
the  survival  of  cancer  patients  for  27  years  as  of 
this  date.  Therefore,  the  Registry  is  able  to  show  the 
survival  of  the  various  types  of  cancer  by  various 
treatment  methods  which  gives  an  indication  of 
prograss  or  no  progress,  whatever  the  case  may  be, 
as  measured  by  the  method  employed  to  treat  these 
cancers  divided  into  other  important  variables.  As 
important  as  survival  data  are,  it  is  at  times  indi- 
cated to  bring  them  into  relationship  with  mor- 
tality data  and  especially  incidence  rates. 

Data  From  The  Registry 

The  first  comprehensive  report  was  published  in 
1955,  by  Griswold,  et  which  contained  infor- 
mation taken  from  the  Central  Tumor  Registry. 
Described  in  detail  among  others  was  infornration 
on  the  trend  in  cancer  incidence  by  sex  and  site, 
the  variations  therefrom,  the  stage  of  disease  at 
diagnosis,  and  the  survival  by  treatment.  All  these 
data  were  based  on  a total  population  group,  the 
state  of  Connecticut,  and  used  actuarial  or  modi- 
fied life-table  methods  for  the  computing  of  survi- 
val rates.  This  information,  in  general,  presented 
the  size  and  the  nature  of  the  cancer  problem  and 
describes  the  changes  which  had  taken  place  over 
the  period  of  17  years.  It  demonstrated  “several 
kinds  of  information  which  a register  is  designed 
to  produce  without  going  back  into  clinical  records 
for  additional  detailed  data.” 

In  describing  the  survival  rates  of  various  sites 
of  cancer,  divided  into  time  periods  by  age,  sex, 
stage  of  disease,  and  type  of  treatment,  the  mono- 
graph expressed  the  survival  experience  of  the 
average  cancer  patient  for  this  particular  type  of 
cancer  as  diagnosed  and  treated  in  Connecticut 
hospitals. 

In  1964,  the  Registry  published  a monograph, 
“Cancer  in  Connecticut— Mortality  Data,  1949- 
1961,”'^  with  an  addendum,  “Cancer  in  Connecti- 
cut— Supplementary  Mortality  Data,  1949-1962,”® 
(in  print)  which  describes  the  number  of  deaths 
from  cancer  and  other  malignant  tumors  by  numer- 
ous variables. 

Two  additional  yearly  monographs®- 1**  were  pub- 
lished in  1960  and  1961,  respectively.  The  Con- 
necticut Tumor  Registry  is  in  the  process  of  pre- 
paring an  incidence  monograph.  From  the  data  to 
be  used  in  this  monograph,  the  following  are,  as 
yet,  some  unpublished  data.  Table  I gives  the  num- 
ber of  cases,  crude  and  age-adjusted  incidence  rates 
per  100,000  population  by  sex,  for  cancer  of  all 
sites  in  Connecticut  for  the  last  28  years.  When 


Table  I 

Number  of  Cases,  Crude  and  Age-AdjustedI  Incidence 
Rates  Per  100,000  Population  bv  Sex,  for  Cancer 
OF  All  Sites 
Connecticut  1935-1962 

SEX 

males  FEMALF.S 


YEAR  OF 
DIzAGNOSIS 

NUMBER 

CRUDE 

RATE 

AGE- 

ADJUSTED 

RATE 

NUMBER 

CRUDE 

RATE 

AGE- 

ADJUSTED 

RATE 

1935 

1407 

170.2 

196.1 

1853 

222.2 

236.2 

1936 

1398 

168.1 

192.7 

1777 

211.8 

221.3 

1937 

1383 

165.3 

185.9 

1822 

215.7 

221.1 

1938 

1531 

181.9 

201.0 

1863 

219.2 

222.3 

1939 

1578 

186.5 

202.6 

1921 

224.6 

224.2 

1940 

1641 

192.8 

206.7 

1930 

224.3 

221.0 

1941 

1689 

192.9 

201.7 

1990 

224.6 

216.7 

1942 

1801 

198.7 

204.4 

2083 

227.0 

215.3 

1943 

1807 

194.6 

197.6 

2159 

229.7 

216.4 

1944 

1933 

205.5 

206.4 

2228 

233.8 

217.8 

1945 

2005 

212.0 

211.3 

2272 

237.0 

219.0 

1946 

2156 

226.6 

224.0 

2251 

233.4 

213.7 

1947 

2202 

229.5 

227.1 

2506 

257.7 

235.6 

1948 

2427 

251.1 

248.2 

2744 

279.7 

254.8 

1949 

2499 

254.3 

249.2 

2730 

273.7 

248.2 

1950 

2588 

260.6 

251.2 

2822 

275.8 

246.0 

1951 

2687 

266.0 

257.4 

2852 

273.7 

245.2 

1952 

2815 

271.6 

262.9 

3116 

291.3 

259.6 

1953 

2930 

274.1 

264.3 

3145 

284.9 

252.7 

1954 

3122 

282.6 

271.7 

3209 

281.0 

247.3 

1955 

3189 

282.3 

273.7 

3243 

277.6 

244.6 

1956 

3363 

292.2 

282.8 

3500 

293.9 

260.8 

1957 

3452 

293.7 

283.9 

3443 

282.9 

248.4 

1958 

3624 

300.5 

290.3 

3730 

298.5 

261.5 

1959 

3799 

309.7 

299.0 

3790 

298.0 

262.0 

1960 

3901 

312.5 

302.6 

3816 

294.6 

257.5 

1961 

3762 

294.4 

286.2 

3915 

295.2 

261.7 

1962 

3792 

290.2 

281.9 

4007 

295.5 

262.6 

1 Adjusted  on  the  Total  Population  of  the  Continental 
United  States,  1950. 


looking  at  these  hgures  it  should  be  kept  in  mind 
that  the  data  are  adjusted  on  the  total  population 
of  the  Continental  FJnited  States  for  the  year  of 
1950.  The  age-adjusted  rate  for  men  in  1935  was 
196,  while  in  1962  it  was  282  or  a 43.8  per  cent  in- 
crease. For  women  the  increase  was  only  11  per  cent 
from  1935,  with  age-adjusted  rates  of  236  to  1962, 
when  it  was  263. 

Most  of  the  papers  that  have  been  written  from 
data  derived  from  the  Central  Tumor  Registry  by 
Connecticut  physicians  are  based  upon  survival  ex- 
perience of  patients  with  cancer  of  certain  sites. 

Ottenheimer  and  Oughtersoni^  published  an 
observation  on  cancer  of  the  colon  and  rectum  in 
Connecticut  based  on  an  analysis  of  5,572  proven 
cases  which  were  derived  from  data  taken  from  the 
Registry  after  it  had  been  operating  for  a period 
of  19  years.  It  was  the  observation  of  these  surgeons 
that  there  had  been  a slow  but  real  progress  in  the 
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management  ol  cancer  of  the  rectum  and  colon 
over  these  years.  It  was  their  belief  that  this  im- 
provemenl  was  greatly  basetl  upon  “the  ability  of 
more  and  more  surgeons  to  perform  radical  oper- 
ations with  a steadily  decreasing  mortality.” 

In  1964,  Kuehn  and  others^-  reported  on  the 
epidermoid  carcinoma  of  the  perianal  skin  and 
anal  canal  which  included  a review  of  157  cases 
taken  from  the  Connecticut  Registry  material  since 
1955.  The  in-depth  study  of  this  type  of  cancer 
demonstrated  again  the  usefidness  of  the  data  with- 
in the  Cionnecticut  Tumor  Registry  and  permitted 
the  authors  to  discuss  the  ideology  and  symptoma- 
tology as  the  result  of  treatments  of  various  kinds 
given  to  these  patients.  For  the  very  first  time  in  this 
type  of  a large  series  of  cases,  the  authors  were  able 
to  determine  sites  of  metastasis  in  relation  to  the 
original  anatomical  location  of  the  primary  site. 
Fhey  described  the  method  of  therapy  best  suited 
for  this  type  of  cancer  and  gave  survival  rates  of 
those  patients  whose  data  were  recorded  in  the 
Connecticut  Registry  over  more  than  25  years. 

In  1964,  Barnett  and  Eisenberg^^  reported  on  the 
histologic  grading  and  survival  in  a large  series  of 
breast  carcinoma.  “The  object  of  the  study  was  to 
decide  whether  histologic  grading  of  breast  car- 
cinoma was  a usefid  prognostic  tool.”  It  was  the 
opinion  of  the  authors  that  such  a tool  is  of  great 
importance  so  that  various  treatment  methods  can 
well  be  conijrared  by  looking  at  five-year  survival 
rates.  Five  thousand,  seven  hundred  and  seventy 
patients  with  carcinoma  of  the  breast  treated  in 
just  nine  Connecticut  hospitals  between  1935  and 
1956  were  used  as  a basis  for  this  study.  These  cases 
had  originally  been  graded  by  the  Idaagensen  tech- 
nique and  it  was  found  that  there  seems  to  “be 
substantial  prognostic  value  to  such  grading  when 
five  and  ten-year  cumulative  survival  rates  were 
calculatetl.  Grading  appears  to  be  a useful  en- 
deavor which  can  be  done  on  a routine  basis  by 
many  pathologists  and  one  which  helps  define  dif- 
ferent groups  of  patients  with  differing  prognoses.” 

In  order  to  provide  information  on  the  outcome 
of  patients  with  cancer  treated  by  the  various  hos- 
pitals in  the  state  of  Connecticut,  a system  of 
auditing  such  cases  by  individual  hospitals  has  re- 
cently been  developed.  A computerized  technic[ue 
was  used  in  the  audit  for  two  general  hospitals 
which  presently  are  evaluating  their  own  residts 
of  the  therajjeutic  approach  to  their  cancer  pa- 
tients seen  and  treated  by  them. 

Among  some  of  the  most  important  data  that 
have  come  from  the  Connecticut  Tumor  Registry 
and  have  proved  to  be  of  the  greatest  value  have 
been  those  which  relate  the  survival  experience  of 
the  average  cancer  patient  in  a defined  population. 


Table  II 

Female  IIreast  Cancer  5-Year  Relauve  Sl'r\i\  al  Raies 
AMONc  c;ases  Diagnosed  1935-jG  in  Connecticut 


IRKATMKM* 

1935-45 

t:ASES  rail/ 100 

194(3 

CASKS 

■56 

RAIL/ 100 

All  surgery 

37.38 

56 

6320 

63 

l.iniited  surgery 

991 

55 

1099 

53 

With  radiaiiou 

222 

4() 

245 

59 

Without  radiation 

769 

57 

854 

57 

Radical  surgery 

2747 

57 

5221 

(35 

With  radiation 

883 

48 

1030 

51 

Without  radiaiiou 

1864 

61 

4191 

68 

As  an  example,  it  might  be  well  to  take  the  sur- 
vival pattern  of  breast  cancer  in  women  as  it  has 
been  observed  on  a quantitative  as  well  as  qualita- 
tive basis. 

Table  II  shows  the  five-year  relative  survival 
rates  of  10,058  cases  of  breast  cancer  in  women 
diagnosed  in  the  time  period  between  1935  to  1956 
in  Connecticut.  For  comparison  purposes,  this 
time  periotl  has  been  divided  in  two,  3,730  cases 
seen  in  1935-1945  and  6,320  cases  reported  during 
the  period  of  1946-1956.  There  has  been  an  im- 
provement of  the  survival  rate  when  combining  all 
types  of  surgery  from  56  per  cent  in  the  first  time 
period  to  63  per  cent  in  the  second  time  period. 
However,  there  is  a great  deal  of  difference  when 
these  cases  are  divided  into  limited  surgery  and 
radical  surgery  either  with  or  without  radiation. 
By  just  looking  at  limited  surgery  alone  over  the 
two  time  periods,  it  has  remained  almost  the  same 
while  when  limited  surgery  with  radiation  is  in- 
terpreted, the  survival  rate  actually  has  declined 
from  46  per  cent  in  the  first  time  period  to  39  per 
cent  in  the  second  time  period.  Radical  surgery, 
taken  with  and  without  radiation  combined,  has 
improved  within  these  two  time  periods  from  57 
]ier  cent  to  65  per  cent.  Only  a small  improvement, 
not  statistically  significant,  was  seen  to  have 
occurred  when  radical  surgery  was  combined  with 
radiation. 

4 his  is  a brief  view  on  the  approach  to  the 
interpretation  of  relative  survival  rates  of  breast 
cancer  to  measure  the  effectiveness  of  this  type  of 
cancer  therapy.  With  the  data  available,  the  in- 
formation on  the  ten-year,  hfteen-year,  twenty  and 
twenty-hve-year  survival  of  these  patients  original- 
ly diagnosetl  in  the  early  years  of  the  Registry 
could  be  gathered  from  the  data  available.  It  has 
been  found  that  ten-year  survivots  comprise  only 
about  60  jier  cent  of  those  who  had  survived  five 
years.  A number  which  continues  to  be  reduced 
when  one  looks  at  the  fifteen-year  survival  rates  of 
those  patients  with  breast  cancer.  It  may  be  of  im- 
portance to  state  at  this  time  that  the  method  used 
to  derive  at  these  survival  rates  is  called  the  actu- 
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LOCALIZED  CANCER  OF  BREAST 
OBSERVED  AND  EXPECTED  ANNUAL  RATES 


„ , 1-2  2-3  3-4  4-5 

YEARS  AFTER  DIAGNOSIS 

SOURCE:  CONN.,  1935-44 

Figure  I 

Taken  from  the  paper,  “Survival  Patterns  for  Some  Forms 
of  Cancer,”  by  Eisenberg,  Cutler,  and  Axtell,  published  in 
1964. 


which  the  risk  of  dying  from  cancer  changes  with 
the  time  elapsed  from  date  of  the  initial  diagnosis 
or  treatment.  In  a statistical  sense,  this  is  expressed 
by  the  ratio  of  the  snrvival  rate  observed  in  a 
group  of  patients  to  the  rate  expected  on  the  basis 
of  general  popnlation  experience  and  provides  a 
measnre  of  the  probability  of  escaping  the  risk  of 
dying  from  the  siiecific  cancer,  in  this  case,  breast 
cancer.  Figure  I (taken  from  the  paper,  “Survival 
Patterns  for  Some  Form  of  Cancer,”  by  Eisenberg, 
Cutler,  and  Axtell,  published  in  1964)  “illustrates 
the  basic  principle  in  the  computation  of  relative 
survival  rates.  This  chart  describes  the  survival  ex- 
perience of  1,493  female  patients  with  localized 
cancers  of  the  breast.  The  first  pair  of  columns  in- 
dicate that  95  per  cent  of  the  patients  were  alive 
one  year  after  diagnosis,  whereas,  in  the  general 
population,  in  a group  of  women  similar  in  age 
composition  to  the  patients,  98  per  cent  would  be 
expected  to  survive  one  year.  The  ratio,  95  over  98, 
indicates  that  97  per  cent  of  the  women  expected 
to  survive,  in  fact,  did  survive.”  Figure  II  demon- 
strates what  happens  when  one  applies  this  particu- 
lar statistical  method  to  these  types  of  cancer  pa- 
tients with  breast  cancer.  Among  patients  with 
breast  cancer,  either  localized  or  regional,  diag- 
nosed during  the  period  1935-1944,  survival  im- 
proved continuously  during  the  first  twenty  years 
after  diagnosis.  There  was  a similar  trend  among 
patients  with  regional  metastasis  but  at  a lower 
level.  A similar  pattern  was  observed  during  fifteen 
years  of  follow-up  of  patients  diagnosed  in  the  time 

BREAST 


arial  method  and  takes  into  account  the  normal 
attrition  by  age  of  all  other  people  without  cancer. 

An  entirely  different  picture  of  survival  of  breast 
cancer  patients  can  be  seen  when  one  studies  the 
analysis  of  data  of  the  subsequent  survival  experi- 
ence of  five-year  survivals.  This  becomes  increasing- 
ly important  when  one  wants  to  evaluate  the  long- 
term therapeutic  effect  on  a more  meaningful  basis 
and,  at  the  same  time,  look  at  a better  under- 
standing of  the  natural  history  of  the  disease.  In 
looking  at  such  a type  of  survival,  one  has  to  keep 
in  mind  that  any  patient  with  a particular  form 
of  cancer  remains  subject  to  the  risk  of  dying  from 
all  other  possible  causes.  One  is  also  aware  of  the 
fact  that  this  competing  risk  increases  as  the  pa- 
tient gets  older.  Some  extensive  studies  were  done 
with  the  data  from  the  Connecticut  Registry  some 
time  ago  which  produced  a paper  on  the  survival 
patterns  for  some  forms  of  cancer.^^  In  order  to  be 
able  to  accomplish  such  investigation,  it  is  neces- 
sary to  adjust  for  the  risk  of  dying  from  other 
causes  when  one  wishes  to  study  the  manner  in 


1935-44  r 1945-54 


YEARS  AFTER  DIAGNOSIS 


vm  Localized  EED  Regional 

* .025<S.E.<  05  o ,05<  S.E.  <.I0 

SOURCE ■ CONN 

Figure  II 

Taken  from  the  paper,  “Survival  Patterns  for  Some  Forms 
of  Cancer,”  by  Eisenberg,  Cutler,  and  Axtell,  published  in 
1964. 
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period  1945-1954.  l lie  .survival  pattern  for  patients 
with  breast  (ancer  apj>ears  to  be  cpiite  regular.  I he 
longer  a patient  has  survived,  the  better  are  her 
(hanees  ol  escaping  the  risk  of  dying  from  breast 
cancer  in  the  next  interval.  Furthermore,  during 
each  live-year  interval  of  observation  tlic  mortality 
risk  was  higher  for  patients  with  metastatic  cancer 
than  for  patients  with  localized  tumors.  Without 
any  doubt,  the  figures  in  the  table  and  the  figures 
given  here  show  the  importance  of  the  data  col- 
lected, and  the  various  methods  of  statistical  in- 
terjnetation  and  analysis  of  these  data.  It  also 
shows  the  medical  profession  an  evaluation  of 
therapeutic  apj)roaches. 

Quality  Of  Survival 

Examples  of  this  type  of  survival  e.xjterience 
either  for  five  and  more  years  or  for  the  first  and 
subsetpient  five  years  can  be  given  and  are  avail- 
able in  the  Connecticut  Tumor  Registry.  .Addi- 
tional studies  can  be  made  which  will  give  not  just 
the  (piantity  of  stnvival,  but  the  rpiality  of  survival 
of  patients.  Such  a study  was  undertaken  recently 
with  data  derived  from  the  Connecticut  Fumor 
Registry.  However,  in  addition  to  the  data  avail- 
able, it  was  necessary  to  interview  patients  who  hatl 
been  diagnosed  and  operated  on  for  breast  cancer. 
This  was  done  alter  permission  was  received  from 
the  private  physician  to  contact  these  patients, 
d'wo  hundred  and  fifty  of  these  patients  were  thus 
contacted  and  interviewed  within  six  to  eight 
weeks  after  surgery  and  again  between  sixteen  to 
eighteen  months  after  surgery  of  those  still  alive 
at  that  time.  Extremely  interesting  observations 
were  made  and  described  in  a paper,  “I'he  Meas- 
urement of  the  Quality  of  Survival  of  Breast  Can- 
cer Patients  in  Connecticut,”  which  recently  was 
presented  at  a Breast  Cancer  Symposium  in  Eon- 
don  .sponsored  under  the  auspices  of  the  ImjK'iial 
Cancer  Researdi  Eund.is  ‘‘It  was  the  intent  of  the 
study  to  evaluate  the  ability  and  capacity  of  the 
patient  to  resume  her  preoj>erative  responsibilities 
whether  it  meant  returning  to  outside  work  or  to 
her  house  hold  chores.  Such  variables  as  the  extent 
of  the  lymphedema  postoperatively  and  arm  func- 
tion as  expressed  by  degrees  were  evaluated.” 

Some  of  the  residts  obtained  were  as  follows: 
‘■'Ehe  (juality  of  survival— was  good  for  what  can 
be  termed  the  performance  aspects  of  the  patient’s 
lecovery  involving  arm  function  and  activity  stattis. 
It  was  less  favorable  when  lymphedema  of  the  arm 
was  present  and  the  attitude  of  the  patient  con- 
cenung  the  stirgery  and  its  aftermath  were  con- 
sidered.” 

Without  any  doubt,  cjuality  of  survival  is  of  tre- 
mendous imjjortance  not  just  to  the  patient  l)ut 
also  to  the  physician  who  has  to  consider  the 


therapeutic  approach  after  the  diagnosis  of  cancer 
has  been  made.  The  physician  has  to  consider  that 
he  wishes  to  have  his  patient  survive  as  long  as 
possil)le  under  conditions  favorable  ami  satisfac- 
tory to  the  patient.  .\s  is  cvell  known,  in  many 
instances  the  patient  survives  in  distress  and  is  un- 
able to  ijerform  functions  which  he  or  she  would 
normally  fidfdl.  In  addition  to  this,  stdfering  seems 
to  be  present  in  various  forms  and  sometimes  the 
([tiestion  arises  whether  the  physician  has  really 
hel])ed  the  patient  by  having  him  live  under  hor- 
rible coiulitions. 

Summary 

Studies  are  continuing  constantly  and  new  ones 
will  be  devised  which  will  utilize  the  data  of  the 
Central  Eumor  Registry  on  a quantitative  and 
qualitative  basis.  It  was  the  intent  of  this  paper  to 
demonstrate  certain  ways  data  of  the  Central  Can- 
cer Registry  can  be  and  have  been  used  to  better 
achieve  inside  information  on  the  natural  history 
of  the  disease,  on  the  therapeutic  appioach  used, 
and  its  effectiveness  as  expressed  in  survival  years. 
Ehe  trends  of  incidence  rates  over  the  years  have 
Ijeen  increasing,  decreasing  or  fluctuating  and 
have  led  to  dues  in  the  epidemiological  approach 
ol  studies  ol  this  type  of  cancer.  '1  here  are  data 
in  the  Registry  which  cry  for  further  evalu- 
ation and  interpretation  and  the  medical  profes- 
sion, as  in  the  past,  is  again  invited  to  make  use  of 
the  data  available.  I he  Tumor  Registry  has  proven 
itself  to  be  an  instrument  of  importance  and  use- 
fulness and  has  achieved  its  status  through  the  con- 
tinuous cooperation  of  the  medical  profession  who 
originally  had  the  idea  hjr  such  a registry  and  re- 
(juested  its  formation  almost  thirty  years  ago. 
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Ciancer  in  Connecticut,  mortality  data,  1949-1961.  (Publisher! 
1964)  . Monograph. 

8.  Cancer  in  Connecticut— Supplementary  mortality  data, 
1949-1962.  (Prepared  by  the  staff  of  the  Chronic  Disease 
Control  Section— H.  Eisenherg,  M.D.,  Chief)  . (In  press.) 
Monograph. 
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9.  Cancer  in  Connecticut— 1960.  (Prepared  by  the  staff  of 
tlie  Chronic  Disease  Control  Section— H.  Eiscnberg,  M.D., 
Chief.)  Monograph. 

10.  Cancer  in  Connecticut— 1961 . (Prepared  by  the  staff  of 
the  Chronic  Disease  Control  Section— H.  Eisenberg.  M.D., 
Cliief.)  Monograph. 

11.  Ottenheimer,  E.  J.  and  Oughterson,  A.  ^V.:  Observations 
on  Cancer  of  the  colon  and  rectum  in  Connecticut— An 
analysis  based  on  5.572  proved  cases.  New  England  J.  of 
Med.,  252:  561-567,  1955. 

12.  Kuehn,  P.  G.,  Beckett,  R.,  Eisenberg,  H.,  and  Reed,  J.  F.: 
Epidermoid  carcinoma  of  the  perianal  skin  and  anal  canal— 


.A  review  of  157  cases.  New  England  J.  of  Med.,  270:  611  617, 
1964. 

13.  Barnett,  R.  N.  and  Eisenberg,  H,:  Breast  carcinoma: 
histologic  grading  and  survival  in  a large  series  of  cases. 
Conn.  Med.,  28:  123,  1964. 

14.  Eisenberg,  H.,  Cutler,  S.  J.,  and  Axtell,  L.:  Survival 
patterns  for  some  forms  of  cancer.  (Recording  Sc  Statistical 
Company,  New  York),  1964. 

15.  Eisenberg,  H.  and  Goldenberg,  1.:  A measurement  of  the 
quality  of  survival  of  breast  cancer  patients  in  Connecticut, 
U.S.A.  (To  be  published  in  the  proceedings  of  the  Sympo- 
sium on  the  Measurements  of  Breast  Cancer,  Imperial  Canccr 
Research  Eund.) 


IMPORTANT  - PLEASE  READ 

On  recommendation  of  the  Committee  on  Public  Health,  the  Council 
adopted  (1/20/65)  the  following  resolution: 

WHEREAS:  The  Committee  on  Public  Health  of  the  Connecticut  State 
Medical  Society  has  reported  that  the  incidence  of  gonorrhea  and  of 
primary  and  secondary  syphilis  is  on  the  increase,  therefore  be  it 

RESOLVED:  That  the  Council  of  the  Connecticut  State  Medical  Society 
urge  that: 

1.  Each  physician  report  every  diagnosed  case  of  gonorrhea  and/or 
syphilis,  in  accordance  with  State  law. 

2.  Each  patient  having  gonorrhea  and/or  syphilis  be  interviewed  for 
the  purpose  of  determining  contacts,  and  that  such  contacts  be  located, 
examined  and  treated  whenever  necessary. 

3.  Physicians  utilize  the  service  of  local  and  state  departments  of 
health  for  the  purpose  of  interviewing  such  patients,  and  for  locating  and 
following  up  such  contacts. 


Volume  30,  No.  6 


417 


Doctor...two  important 
Lederle  products  for 

routine  office  procedures 

J 


single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 

ORIMUNE* 

POLIOVIRUS  VACCINE.LIVE, ORAL 

TRIVALENT 

SABINSTRAINSJYPES1,2and3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a box  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness-may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 


simplifies  routine  screening 

TURERCUUN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  • Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


605-6-3390 
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The  174th  Annual  Meeting 

I T is  the  consensus  of  those  concerned  with  attempting  to  carry  out  the  objectives  of  the  Socie- 
ty that  the  174th  Scientific  Assembly,  held  at  Hartford  during  the  last  week  in  April,  was  one 
of  the  most  successfid  in  recent  years.  The  general  programs  and  the  meetings  of  the  Sections 
were  well  attended,  the  speakers  responded  to  the  enthusiasm  of  their  audiences,  and  the  ques- 
tion-and-answer  periods  were  brisk  and  stiimdating.  The  Program  Committee  is  certainly  to 
be  commended  for  its  efforts,  and  can  take  satisfaction  for  a job  well  done. 

The  associated  functions  of  the  session  were  also  of  high  quality.  The  Connecticut  Physi- 
cians’ Art  Association  displayed  a particularly  fine  collection  of  works  by  doctors  and  members 
of  their  families  which  elicited  much  interest  and  favorable  comment.  Twelve  of  our  older 
colleagues  were  awarded  certificates  and  pins  in  recognition  of  their  hfty  years  of  membership 
in  the  Society.  Durward  G.  Hall,  M.D.,  U.S.  Representative  from  Missouri,  made  a stirring 
speech  on  the  medical  implications  of  current  and  proposed  national  legislation  to  a highly  re- 
sponsive group  at  the  annual  dinner.  And,  continuing  to  give  us  their  valued  support,  our  pro- 
fessional and  scientific  exhibitors  played  an  important  part  in  sustaining  the  cordial  and  inform- 
ative atmosphere  which  characterized  the  affair  from  beginning  to  end. 

Of  special  mention,  I think,  was  the  meeting  of  the  House  of  Delegates.  More  than  one 
hundred  and  twenty  dedicated  physicians,  representing  their  colleagues  at  county  and  local  level, 
spent  a very  full  day  on  April  26  receiving,  considering  and  acting  upon  reports  and  recom- 
mendations from  the  body’s  interim  agents;  i.e.,  the  Council,  the  officers,  and  the  many  standing 
and  special  committees.  Attempting  to  serve  wisely  and  well  the  Society’s  more  than  3600  mem- 
bers, the  House  labored  diligently  to  do  those  things  and  adopt  those  policies  which  would 
merit  the  approval  and  support  of  the  majority  without  bringing  harm  or  embarrassment  to 
those  of  contrary  mind.  We  were  honored  by  the  attendance  of  many  official  visitors  from  our 
sister  organizations  in  the  New  York-New  England  area,  and,  without  exception,  each  of  them 
brought  a worthy  message  to  present  with  his  ceremonial  “greetings.”  From  the  standpoint  of 
fulfilling  its  mission  as  the  highest  governing  body  of  the  Society,  it  is  my  opinion— and  one 
shared  by  many  — that  the  House  did  itself  pioud. 

Concluding  on  a somewhat  less  happy  note,  I was  disappointed  to  observe  how  few  mem- 
bers of  the  Society  who  were  not  delegates  attended  the  business  session  of  the  House.  In  these 
days  of  rapidly  changing  medical  economics,  it  is  of  the  utmost  importance  that  there  exist  ef- 
fective two-way  communications  between  the  Society  and  its  members.  The  format  of  meetings 
of  our  legislative  assembly  provides  for  the  give-and-take  of  open  reference  committee  hearings, 
and  yet  — sad  to  say  — an  audience  of  interested  members  at  large  is  rarely  present  to  participate 
in  such  hearings.  Hence  the  reference  committees  very  seldom  hold  forth,  and  it  seems  to  me 
that  something  of  real  value  is  lost  as  a consequence. 

In  the  future  I woidd  hope  that  all  members  of  the  Society  who  possibly  can  — whether 
they  are  in  private  practice  or  pursuing  academic  work  — might  make  a sincere  effort  to  sit  in 
on  meetings  of  the  House  and  let  their  views  be  known.  Exercise  of  this  right  and  privilege 
by  a greater  number  could  make  a real  contribution  to  the  discharging  of  the  profession’s  re- 
sponsibility to  assure  a high  quality  of  medical  care  to  the  people  of  Connecticut.  The  few  are 
often  hard  put  to  do  this  unassisted  by  the  many. 

Orvan  W.  Hess,  m.d. 
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AT  LAST... 


EFFECTIVE  TREATMENT  FOR  HERPES 
SIMPLEX,  CANCRUM,  STOMATITIS* * 


1 fl.  01- 

DIRECTIONS: 

G^RGU:  ^ NNarm  'water 

f.n^esa^ 


Refer  to  P.D.R, 


A Cooling,  Soothing, 
Quick-Drying  Lotion 

• BACTERICIDAL 

• GERMICIDAL 

• ANESTHETIC 

• ASTRINGENT 

• HEALING 

FORMULA:  Quaternary  Ammonium 
Compound  (Di-lsobutyl  Cresoxy 
Ethoxy  Ethyl  Dimethyl  Benzyl  Am- 
monium Chloride),  Tannic  Acid, 
Benzocaine.  Ethyl  Alcohol  61%, 
Benzyl  Alcohol  and  Analgesics  in 
a Specially  Prepared  Aromatized 
Base. 


INDICATIONS 

• Aphthous  Stomatitis  (Canker,  Herpes  Simplex) 

• Ulceromembranous  Stomatitis  (Trench  mouth) 

• Parasitic  Stomatitis  (Thrush) 

• Catarrhal  Stomatitis— Especially  in  Children 

• Ulcers  of  Mouth  • Lacerations  of  Mouth  and  Lip 

• Cheilosis  • Perleche  • Aphthae 

• Painful  Gums  • Denture  Irritations 

• Mouthwash  • Throat  Irritations  (Gargle) 


♦Reference:  Litchfield,  H.  R.:  Archives  of  Pediatrics, 

71:367-369.  Nov.  1954 


Professional  Samples  Write: 


BOX  34,  BAYSIDE,  N.  Y.  11361 


REQUEST  FREE  SAMPLE 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 


Peter  F.  Villano 
Director  of  Public  Relations 


William  R.  Richards,  m.d..  General  Manager 
160  St.  Ronan  Street,  New  Haven,  Conn. 
Telephone  865  0587 


Josephine  P.  Lindquist 
Assistant  to  General  Manager 


SUMMARY  OF  COUNCIL  ACTIONS 
Thursday,  April  21,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Hess,  Bradley,  Golderg,  W. 
Martin,  Weise,  Sr.,  M.  Caplan,  Brandon,  H.  Cap- 
lan,  Pitock,  Rogol,  Grendon,  Egan,  Deming,  Pa- 
lumbo, Shepard,  Ayres,  Nolan,  Cramer,  Fabro, 
Grant,  and  Abbot.  Also  present  were:  Mrs.  Lind- 
quist, Mr.  Chilcoat  (AMA)  and  Dr.  Richards.  Ab- 
sent were:  Drs.  Cullen,  Gardner,  Spitz,  Ciccarelli, 
Petrie,  Wilson,  Hastings  and  Roch. 

II.  Routine  Business 

Approval  Of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  March  23,  1966,  as  printed  and  distrib- 
uted. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  Active 
Members  of  the  Society: 

Allen  M.  Margold,  148  East  Avenue,  Norwalk 
(FCMA)  Jan.  1,  1967.  E.  Markey  Pullen,  76 
Elm  Street,  New  Canaan  (FCMA)  Jan.  1,  1967. 
Edward  Philip  Kemp,  178  Reef  Road,  Fair- 
field  (FCMA)  1966.  Joseph  Petrelli,  455  Or- 
ange Street,  New  Haven  (NHCMA)  Jan.  1, 
1966. 

Student  Memberships 

It  was  VOTED  to  elect  to  Student  Membership 
the  following  Connecticut  residents  who  are  attend- 
ing schools  of  medicine  as  indicated: 

Paul  Joseph  Coppola,  183  East  Grand  Avenue, 
New  Haven,  Georgetown  University  School  of 
Medicine  — Class  of  1969. 

Francis  Joseph  Scarpa,  20  Summit  Street,  Derby, 
Johns  Hopkins  University  School  of  Medicine 
- Class  of  1967. 

CSMS  Dues  Exemptions 

It  was  VOTED  to  exempt  from  payment  of  1966 
CSMS  membership  dues  the  following  Active  Mem- 
bers for  the  reasons  indicated. 

Charles  R.  Brinkman,  Capt.,  M.C.  (NHCMA)  — 


Military  Service;  Wichard  A.  J.  van  Heuven 
(NHCMA)  — Postgraduate  Education. 

Representative — 3rd  National  Congress  On 
Medical  Quackery 

It  was  VOTED  to  request  Max  Caplan,  Meri- 
den, to  attend  this  meeting  as  a representative  of 
the  Society  and  to  reimburse  him  for  usual  ex- 
penses incurred  by  his  attendance.  The  Congress 
will  be  held  at  the  Pick-Congress  Hotel,  Chicago,  Oc- 
tober 7-8,  1966. 

Appointment— Representative  To  Connecticut 
Association  For  Mental  Health 

It  was  VOTED  to  appoint  Frank  K.  Abbot, 
Waterbury,  to  serve  with  the  Program  Committee 
of  the  CAMH  and,  later,  possibly  with  that  organ- 
ization’s Board  of  Directors. 

Report— Planning  Committee  For  Seminar  On 
Hospital  Infections 

Max  Caplan,  Meriden,  serving  with  Stanley  H. 
Osborn  as  CSMS  representatives  on  this  Planning 
Committee,  reported  on  the  progress  which  has 
been  made  in  planning  a Seminar  on  Hospital  In- 
fections to  be  held  in  April,  1967.  It  was  VOTED 
to  accept  the  report  as  information  and  to  assure 
Dr.  Caplan  that,  if  necessary,  the  Society  would 
contribute  up  to  $200  to  help  pay  the  expenses  of 
one  of  the  speakers  on  the  program. 

Date  Of  Next  Meeting 

In  accordance  with  the  Bylaws,  the  next  meeting 
will  be  called  by  the  President  “as  soon  as  possible 
after  the  annual  meeting  of  the  House  of  Dele- 
gates.’’ Dr.  Hess  has  set  the  elate  for  the  1966-67 

o 

organizational  meeting  for  Wednesday,  May  25, 
1966. 

III.  Old,  New  And  Special  Business 

Legal  Opinion— Proposed  Amendment  To 
The  CSMS  Charter 

Pursuant  to  a proposal  to  make  past  presidents 
of  the  Society  voting  members  of  the  House  of 
Delegates,  Wiggin  and  Dana  (the  Society’s  attor- 
ney’s) filed  an  opinion  as  follows:  (a)  Such  a pro- 
posal would  necessitate  an  amendment  being  made 
to  the  Charter;  (b)  An  amendment  to  the  Charter 
would  require  a Special  Act  of  the  General  Assem- 
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bly;  (c)  'I’o  seek  a Special  Act  from  the  Assembly 
for  the  single  purpose  stipulated  would  seem  un- 
desirable. It  was  VOTED  to  accept  this  advice  of 
legal  counsel  and,  on  April  26,  to  recommend  to 
the  House  of  Delegates  specifically  that  the  pro- 
posal to  make  ]>ast  presidents  of  the  Soicety  voting 
members  of  the  House  of  Delegates  be  nut  ap- 
proved, and  that  no  Special  Act  of  the  General 
Assembly  to  amend  the  Charter  be  sought  at  this 
time. 

Question— Uniformity  Of  CSMS  And  County 
Association  Bylaws  Re  "Suspension" 

Having  previously  (March  23)  temporarily  re- 
solved an  apparent  conflict  between  the  CSMS  and 
the  HCMA  bylaws  concerning  the  details  of  sus- 
pending a member  from  good  standing,  it  was 
VOl’ED  to  refer  this  entire  question  (re  all  coun- 
ty association  bylaws)  to  the  Subcommittee  to 
Study  and  Revise  the  Bylaws  for  study  and  report 
to  the  Council.  The  “details”  relate  to  terminology, 
payment  of  membership  dues,  etc. 

Report— Ad  Hoe  Committee  On  Staff  Structure 

After  hearing  the  report  of  this  Committee  on  its 
efforts  to  define  the  c[ualifications  to  be  sought  in 
a person  to  carry  on  the  Society’s  pubfic  refations 
jjrogram,  and  to  find  a person  having  those  cpiali- 
fications,  it  was  VOTED  to  accept  the  report  of  the 
Committee  and  to  approve  its  recommendation 
that  Mr.  Peter  F.  Villano,  New  Haven,  be  engaged 
(on  prescribed  terms)  as  Director  of  Public  Rela- 
tions and  Communications  of  the  Connecticut 
State  Medical  Society,  replacing  Mr.  James  C. 
Burch,  resigned.  Mr.  Villano  will  assume  his  duties 
full-time  on  and  after  June  1,  1966. 

Final  Report  On  Medicare— Committee  On  Hospitals 

It  was  VOTED  to  accept,  with  commendation,  a 
“final  report”  on  its  studies  of  the  Medicare  Law 
filed  by  the  Committee  on  Hospitals.  It  was  further 
V’O'I'ED  to  approve  a recommendation  contained 
in  the  report,  which  called  for  an  “Ad  Hoc  Com- 
mittee on  Medicare  Experience”  to  be  formed,  its 
functions  to  be  to  receive,  evaluate,  correlate  and 
report  on  the  experiences  (problems)  of  physicians 
rendering  services  to  patients  under  the  Medicare 
I. aw;  to  assist  physicians  in  legally  and  ethically  re- 
solving such  problems,  whenever  possible;  and  to 
make  recommendations  to  the  Council  concerning 
legislative  and  administrative  changes  in  the  Law 
to  be  sought  from  the  proper  agencies  to  eliminate 
such  problems  by  deleting  or  amending  the  rides 
and  regulations  considered  to  be  responsible  for 
same. 

It  was  further  VOTED  to  direct  the  Chairman, 
after  the  1966  election  of  committees  by  the  CSMS 
House  of  Delegates,  to  promptly  appoint  such  an 


Ad  Hoc  Committee  in  accordance  with  the  recom- 
mendations contained  in  the  report,  and  to  take 
steps  to  inform  all  physicians  that  a committee  is 
operative  for  the  purjioses  stipulated. 

It  was  further  VOTED  to  disband,  with  thanks, 
the  “Committee  on  Medicare  Planning  (Medicare- 
Type  Legislation)”  which  had  been  appointed  on  a 
temporary  basis  in  February,  1965,  prior  to  the 
enactment  of  P.L.  89-97. 

Report— Advisory  Committee  To  State  Commissioners 
Of  Welfare,  Finance  and  Control 

It  was  VOTED  to  accept  a report  of  this  Advis- 
ory Committee  (augmenteil  by  representatives  of 
the  Committee  on  Lhird  Party  Payments  and  the 
Council) , and  to  approve  a resolution  contained 
therein  (somewhat  edited)  as  follows 

BE  IT  RESOLVED:  That  if  Welfare  Commis- 
sioner Shapiro  will,  in  his  Department’s  1967  budg- 
et, incorporate  funds  sufficient  to  cover  the  expense 
of  paying  doctors  of  medicine  on  the  basis  of  their 
usual  and  customary  fees  under  Title  XIX  of  P.L. 
89-97,  the  Connecticut  State  Medical  Society  will 
support  such  a budget  aud  do  all  things  possible  to 
obtain  its  approval  by  the  General  Assembly,  and 
lie  it  further 

RESOLVED:  Ehat  it  be  reiterated  to  Commis- 
sioner Shapiro  tha-t,  under  no  circumstances,  will 
the  Connecticut  State  Medical  Society  approve  any 
policy  of  his  Dejiartment  for  reimbursing  doctors 
of  medicine  that  involves  the  princijde  of  reduced 
or  sidjstandard  payments  for  physician’s  services. 

Contract— Assistant  To  The  General  Manager; 

Employees'  Fringe  Benefits 

Pursuant  to  a previous  recommendation  of  the 
Ad  Hoc  Committee  on  Staff  Structure  concerning 
the  desirability  of  entering  into  contracts  with 
members  of  the  staff  who  are  on  salary,  it  was 
V^Ol’ED  to  offer  Mrs.  Josejihine  P.  Lindquist  the 
opportunity  to  arrange  such  a contract  with  the 
Society  as  Assistant  to  the  General  Manager,  the 
details  to  be  worked  out  with  the  Ad  Hoc  Commit- 
tee on  Stalf  Structure  and  be  completed  in  time  for 
consideration  by  the  Committee  on  Budget  for 
1967. 

It  was  further  VOTED  to  request  the  Ad  Hoc 
Committee  to  study  the  employee  “fringe  benefits” 
presently  being  provided  by  the  Society,  and  to 
make  recommendations  to  the  Council  concerning 
possible  changes  in  same. 

Recommended  Appointments— Board  Of  Examiners 
Of  Hypertrichologists 

As  recpiired  by  Section  20-268,  Chapter  388  of 
the  General  Statutes  of  Connecticut,  it  was 
VO’EED  to  recommend  to  the  Governor  for  reap- 
jKuntment  to  the  Board  of  Examiners  of  Hyjjer- 
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trcihologists  for  three-year  terms  the  following  two 
incumbents: 

Reginald  E.  Gillson,  Branford 
Ellwood  C.  Weise,  Sr.,  Bridgeport 
The  present  terms  of  these  members  will  expire, 
and  the  new  ones  begin,  on  July  1,  1966. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  April 
21,  1966.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 

NEW  MEMBERS 

Fairfield  County 

■Walter  A.  Camp,  Stamford 
Armand  Guigui,  Ridgefield 
Martin  C.  Rogers,  Stamford 
Herman  R.  Schoenwald,  Darien 
Edward  J.  Tracey,  Norwalk 

Hartford  County 

Bruce  F.  Bower,  Hartford 
Iain  G.  Campbell,  Manchester 
Arthur  C.  DeGraff,  Hartford 
Lyman  B.  Fogg,  East  Hartford 
Henry  E.  Gallup,  Newington 
Bertram  Gold,  Hartford 
Benson  J.  Horowitz,  Hartford 
George  W.  Hulme,  Hartford 
William  J.  Kenny,  Hartford 
William  B.  Laakso,  Hartford 
Eugene  F.  Lawlor,  New  Britain 
Margaret  Meyen,  West  Hartford 
Bernard  Passman,  East  Hartford 
John  W.  Patterson,  Hartford 
Ruben  L.  Shapiro,  Hartford 
Manuel  J.  Soares,  Hartford 
Yung  S.  Son,  West  Hartford 

Litchfield  County 

Robert  S.  Briggs,  Torrington 
John  D.  Goss,  Kent 
Peter  Gott,  Lakeville 
Ward  D.  Heinrich,  Torrington 
Joseph  McCarthy,  Torrington 
Thomas,  P.  Millar,  Torrington 
Manuel  E.  Mino,  Winsted 

Middlesex  County 

Margaret  O.  Jones,  Cromwell 
Donald  E.  Miller,  Middletown 
Maslah  Saul,  Middletown 

New  Haven  County 

Leland  S.  Berger,  New  Haven 
George  'V.  Cacios,  New  Haven 
William  F.  Cirmo,  New  Haven 
Joseph  P.  Dineen,  West  Haven 
Benjamin  J.  Feola,  Branford 
Joseph  M.  Gagliardi,  Seymour 


Armand  B.  Glassman,  New  Haven 

Wha-Shim  Han,  Wallingford 

Samuel  Heilman,  New  Haven 

Ross  Jung,  Derby 

David  M.  Kessner,  New  Haven 

Roland  G.  Martineau,  New  Haven 

Charles  P.  N.  McCarthy,  New  Haven 

Charles  W.  McGuire,  New  Haven 

Alexander  H.  Pinkes,  New  Haven 

Krystyna  I.  Piotrowska-Nyerick,  New  Haven 

Alex  A.  Ritzen,  Waterbury 

Donald  P.  Roach,  Shelton 

Marshall  L.  Rosenbloom,  Branford 

Gerard  T.  Scanlon,  New  Haven 

Sheldon  S.  Smiley,  Derby 

Rosalie  M.  Starodoj,  Bristol 

Pavlos  D.  Tjimis,  New  Haven 

Leon  Toby,  Cheshire 

Joseph  G.  Wihbey,  Waterbury 

New  London  County 

Robert  W.  Cranston,  Norwich 
Rafael  A.  Cuello,  Norwich 
A.  John  Elliot,  New  London 
Raymond  A.  Gaito,  New  London 
Leonard  A.  Greene,  Norwich 
John  B.  Hewetson,  Norwich 
Howard  K.  Johnson,  Jr.,  New  London 
Mary  Ellen  Johnson,  New  London 
Hans  Langhammer,  Norwich 
Willard  J.  Morse,  Jr.,  New  London 

Tolland  County 

Robert  J.  Gfeller,  Stafford  Springs 
Thomas  A.  O’Boyle,  Rockville 

Windham  County 

Fred  W.  Doyle,  Willimantic 


1966  MEETINGS 

September  28  — 41st  Connecticut  Clinical  Con- 
gress to  be  held  at  Mary  S.  Harkness  Audi- 
torium, Yale  University  Medical  School,  New 
Haven,  Connecticut.  The  program  will  be  de- 
voted to  “Recent  Advances  in  the  Diagnosis 
and  Management  of  Liver  Disease”  and  “Re- 
cent Advances  in  the  Diagnosis  and  Manage- 
ment of  Thrombophlebitis.” 

1967  MEETINGS 

April  12-13  — Seminar  on  Hospital  Infections 
in  Connecticut  to  be  sponsored  jointly  by  the 
Connecticut  State  Medical  Society,  Connecti- 
cut Hospital  Association,  Yale  University 
School  of  Medicine,  the  Connecticut  State  De- 
partment of  Health  and  the  Communicable 
Disease  Center  of  the  Public  Health  Service. 
No  place  for  meeting  has  yet  been  determined. 
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PLACEMENT  OPPORTUNITIES 

INTERXISr  — Board  certified  or  eligil)le  In- 
ternist to  take  over  Inlly  established  practice  of 
Ijhysician  who  is  entering  Peace  Corjjs.  Located  in 
(dastonhury,  Conn.,  jnst  a lew  niinutes  away  from 
Hartford  Hospital. 

PATHOl.OCilST— 500  bed  general,  medical  and 
surgical  hospital  for  male  Connecticut  resident  vet- 
erans. Salary  range  $11,710  to  $19,000.  Excellent 
fringe  benefits,  including  group  life  insurance.  Ma- 
jor Medical  Insurance  and  Social  Security.  Housing 
accommodations  available  at  low-cost  maititenance. 
Eor  further  information  contact:  Personnel  Office, 
\Aterans  Home  and  Hospital,  Rocky  Hill,  Connec- 
ticut. 

DIS  ERIC  E HEALTH  DIRECTOR  for  Weston- 
Westport,  Conn.  Requires  M.l).  plus  degree  in 
Public  Health  or  equivalent  experience.  Salary 
range  $18,500  to  $22,500,  to  be  negotiated  depend- 
ing upon  (jualifications.  Start  Jidy,  196t).  Send 
resume  to:  Clifford  Mills,  M.D.,  Chairman;  WTs- 
ton-Westport  Health  District;  c/o  Dept,  of  Health; 
Westport,  Conn.  06880. 

INd'ERNIST  OR  G.P.  for  three-man  group. 
Have  regularly  visiting  specialist  consultant  staff, 
modern  clinic  facilities,  scheduled  training  and  va- 
cation periods.  Starting  net  income  $15,000  to  $18,- 
000,  depending  upon  C|ualifications.  Partnership  in 
one  year. 

\VC\NTED— Locum  tenens  in  September  for  gen- 
eral practitioner  with  \iew  to  permanent  associ- 
ation. 

PEDL\TRICL\N— Third  Pediatrician  needed  to 
join  two  other  physicians  presently  practicing  in 
Waterbury,  Conn.  Hospital  facilities  located  near- 
by in  this  growing,  industrial  city. 

PEDIATRICIAN— Another  Pediatrician  needed 
to  join  a multi-specialty  group  in  New  Britain. 
Board  certification  or  eligibility  and  Connecticut 
license  or  eligibility  for  license  required. 

ANESTHESIOLOGIST  - Board  certified  or  eli- 
gible Anesthesiologist  needed  to  serve  in  a 65  bed, 
fully  accredited  rural  hospital  which  serves  two 
communities  of  about  40,000  total  population. 

OBS-GYN  Associate.  Board  eligible  or  certified. 
Essential  that  physician  speak  French  and  have 
((impleted  military  obligations,  d'o  assume  full 
practice  on  retirement  in  two  to  three  years.  Lo- 
cated in  a large,  expanding  Central  Connecticut 
city. 

G.P.  OR  INTERNIST  wanted  for  full-time  or 
jiart-time  practice  with  another  physician  in  the 
Stratford,  Connecticut  area.  No  investment  neces- 
sary. 


(i.P.  OR  IN  FERN  1ST  to  take  over  practice  in 
(heater  Hartlord  area  lor  cost  of  equipment  only. 
Will  also  consider  selling  just  ecpiipment  that  is  in 
excellent  condition.  Leaving  practice  July  1st  to  go 
into  salaried  position. 

MEDICAL  EDCCA  ITON  DIREC  FOR  - Full 
time  Director  wanteil  for  190-bed  hospital  expand- 
ing to  100  beds.  Salary  open.  Report  to  Chairman, 
Medical  Education  Committee,  Mount  Sinai  Hos- 
pital, Hartford,  Connecticut  06112. 

PSYCHLYTRIC  RESIDENCIE.S- Available  in  a 
state  hospital.  Comprehensive  treatment  facility  for 
central  Conn,  area,  associated  with  Yale  University 
Dept,  of  Psychiatry  and  Neurology,  which  provides 
supervision  in  hospital  and  opportunities  for  train- 
ing in  aieas  of  special  interest.  Senior  Psychoanalyst 
.selves  as  Resident  Fraining  Director.  All  senior 
administrators  aiul  Director  Board  certified  and  on 
laculty  ol  Yale.  Psychoanalytic  training  available 
at  Western  New  England  Psychoanalytic  Institute. 
Personal  analysis  encouraged  and  can  be  arranged. 
Salary  scale:  1st  \'ear,  $8160  to  8800;  2nd  Year, 
$8100  to  $9440;  3rd  Year,  $9180  to  $11,100.  Many 
fringe  benefits.  Openings  available  at  1st,  2nd  and 
3rd  year  levels.  Please  send  full  resume  with  first 
letter  to:  John  F.  Lowney,  [r.,  M.D.,  Superinten- 
dent, (ionn.  Valley  Hospital,  Box  351,  Middletown, 
Connecticut. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS 
ASKED  TO  CON  FAC  F THE  GENERAL  MAN- 
A(;ER’S  office,  160  ST.  RON  an  STREET', 
NEW  FIAVEN,  CONNECTICUT  06511. 


Doctor's  Office 


Larry  Coletti,  M.D.,  announces  the  opening  of 
an  office  for  the  practice  of  general  surgery  at  24 
Norwich  Avenue,  Ciolchester. 

Tibor  De  Cholnoky,  M.D.,  announces  the  open- 
ing of  an  offiec  for  the  practice  of  surgery,  plastic 
surgery  and  reconstructive  surgery,  at  1116  Sum- 
mer Street,  Stamford. 

Matthew  Owen  Locks,  M.D.,  announces  the 
opening  of  an  office  for  the  practice  of  medicine  at 
153  East  Avenue,  Norwalk. 


Patronize  Your  JOURNAL 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment-^  After  treatmenf— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1  % for  two  weeks 


tRISTOCORT'®  Triamcinolone  AcetonideTopicals  have 
)roved  exceptionally  effective  in  the  control  of  various 
orms  of  childhood  eczema;  allergic,  atopic,  nummular, 
(soriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
he  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
:oncentration  provides  enhanced  topical  activity  for 
>atients  requiring  additional  potency  for  proper  relief. 

\dministration  and  Dosage:  Apply  sparingly  to  the  affected 
rea  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
mder  an  occlusive  dressing. 

'ontraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
micken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
he  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
avorably  under  certain  conditions.  If  side  effects  are  en- 
:ountered,  the  drug  should  be  discontinued  and  appropriate 

Aristocort’  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus,do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages;  Tubes  of  5 Cm.  and  15  Cm.;  Vi  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form  and  with  neomycin. 


American  Cyanamid  Company,  Pearl  River,  New  York 


) 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy- Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS  | 

SPASTIC  URETERITIS 
BLADDER  SPASM  I 

i 

I 

are  relieved  by  \ 

direct  musculotropic  action  I 
with I 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

Trocinate  thiphenamil  hci 

BETA-DIETHYLAMiNOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies,  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6:  1. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 
WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Special  Article 


MDs  And  The  Draft 

A Maine  pediatrician  made  headlines  in  New 
England  newspapers  late  in  January.  He  had  been 
called  up  in  the  draft  and  his  appeal  for  a defer- 
ment had  been  turned  down. 

The  situation  in  which  that  MD  now  finds  him- 
self _ one  undoubtedly  shared  by  other  physicians 
— might  have  been  avoided  if,  upon  the  comple- 
tion of  his  internship,  he  had  applied  for  partici- 
pation in  the  Armed  Forces  Physicians’  Appoint- 
ment and  Residency  Program.  This  was  called  the 
Berry  Plan,  named  for  the  then  Assistant  Deputy 
Director  of  Defense  for  Medical  Matters  who  had 
originated  the  program.  An  improvement  in  that 
Plan  which  adds  1,000  MDs  is  now  called  the  Fisk 
Plan  for  the  man  who  currently  holds  the  post  in 
the  Department  of  Defense. 

Specialty  Of  Choice 

Under  this  program,  which  has  been  in  effect 
for  over  11  years,  physicians  are  selected  for  defer- 
ment to  permit  training  in  civilian  institutions  of 
their  choice,  and  in  the  specialty  of  their  choice. 
Upon  completion  of  their  residency  training,  they 
fulfill  their  two-year  military  obligation  by  serving 
in  their  chosen  specialty  in  an  armed  forces  medi- 
cal facility.  Depending  upon  the  requirements  of 
the  time,  members  of  the  Fisk  Plan  may  or  may 
not  be  assigned  to  active  duty  but,  if  not,  to  the 
Ready  Reserves. 

Because  of  the  stepped-up  requirements  of  the 
Viet  Nam  war,  no  physician  who  completed  his 
internship  and  was  a Selective  Service  registrant 
in  Massachusetts  in  1965  escaped  taking  a com- 
mission either  in  the  active  or  reserve  forces.  In 
August  1965,  the  Department  of  Defense  held  a 
lottery  of  all  the  accumulated  requests  for  residen- 
: cy  training.  Men  were  selected  in  accordance  with 
the  projected  requirements  of  the  armed  services 
and  for  certain  specialties.  Sixteen  hundred  young 
physicians  for  whom  there  were  jobs  were  assigned 
to  training  in  specialties  of  their  choice.  An- 
other 1,000  were  chosen  on  a contingency  allow- 
ance; if  the  need  arises  for  such  specialists,  they 
will  be  assigned  to  other  posts. 

Participation  in  the  Berry  Plan  or  Fisk  Program 
in  itself  does  not  require  any  additional  military 
obligation.  No  additional  military  service  is  avail- 
able in  time  of  peace  for  people  in  the  program. 
MDs  called  to  active  duty  will  be  required  to  serve 
24  months.  Those  who  do  not  serve  on  active  duty 
are  required  to  remain  in  the  Ready  Reserve  for 
three  years. 


Uncertainty  Of  Draft 

Physicians  who  wait  for  a draft  call  must  be 
prepared  to  enter  military  service  at  the  time  of  the 
call,  even  though  they  are  in  practice  or  residency 
training.  MDs  who  apply  for  a Reserve  commis- 
sion after  having  been  ordered  for  induction  by 
Selective  Service  will  not  have  a choice  of  service, 
nor  will  they  be  able  to  select  the  time  of  their 
entry  on  active  duty. 

Graduates  from  medical  schools  in  1966  who 
do  not  wish  to  subject  themselves  to  the  uncer- 
tainty of  the  draft  are  offered,  through  the  Berry- 
Fisk  Program,  a Reserve  commission  in  one  of  the 
following  categories:  1.  active  duty  immediately 
upon  completion  of  internship;  2.  active  duty  as 
late  as  one  year  following  completion  of  intern- 
ship; and  3.  deferment  for  residency  training  in 
specialties  required  by  the  armed  services. 

A Simple  Questionnaire 

In  May  of  the  senior  year  of  medical  school,  all 
graduating  students  who  are  eligible  for  the  Berry 
Plan  will  be  supplied  with  a brochure  outlining  the 
Plan  together  with  a registration  form.  This  will 
be  sent  to  the  medical  school  address.  To  partici- 
pate, a physician  need  only  answer  10  questions  on 
an  application  form,  mail  it  in  and  thus  become 
eligible  to  participate  in  the  competition  for  resi- 
dency training.  Upon  entry  on  active  duty,  these 
MDs  are  commissioned  as  Captain  in  the  Army  or 
Air  Force,  or  Lieutenant  in  the  Navy. 

The  total  pay  (including  basic  and  other  allow- 
ances) immediately  after  internship  is  .|866  per 
month  for  married  men.  One  year  after  intern- 
ship, the  pay  is  $893  per  month  for  married  men. 
Physicians  trained  in  aviation  medicine  in  the 
Army,  Navy  and  Air  Force  and  those  trained  in 
submarine  medicine  may  receive  extra  pay  of  $165 
per  month. 

A physician  is  seldom  so  essential  to  a commun- 
ity or  institution  that  he  cannot  be  released  to  ful- 
fill his  military  obligation  to  the  country.  The 
Berry-Fisk  Plan  makes  it  possible  for  every  young 
MD  to  do  so  with  the  least  amount  of  disruption 
to  his  studies  and  training. 

Reprinted  from  Massachusetts  Physician,  Boston, 
Massachusetts,  Vol.  XXV,  No.  5,  May  1966. 
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WESTFIELD 

NURSING  HOME 
Inc. 


Westfield  Road,  Meriden 


CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  CONDITIOIMS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 


Telephone 

238-1291 


HOW  MUCH  TIME  CAN 
YOU  GIVE  TO  YOUR  OWNi 
FINANCIAL  PLANNING? 

YOUR  INVESTMENTS-Successful 

investment  management  has  become,  now 
more  than  ever,  a highly  technical  and 
demanding  job.  One  of  our  many  investment 
services,  tailored  to  your  needs  and 
objectives,  may  free  you  of  this  task  and 
provide  a sound  solution  to  this  problem. 

YOUR  ESTATE  PLANS-A  compre- 
hensive estate  plan  brings  together  all  of 
your  assets  for  distribution  to  your  family  in 
the  most  workable  and  economical 
manner.  This  can  assure  maximum  benefits 
and  may  generate  considerable  tax 
savings.  We  will  work  with  you  and  your 
attorney  to  this  end. 

YOUR  RETIREMENT  PLANS— CBT  was 

one  of  the  first  in  the  nation  to  provide 
an  HR-10,  Self-Employed  Retirement  Plan. 
It  is  designed  to  give  you  maximum 
investment  flexibility.  You  may  choose 
your  own  blend  of  common  stocks  and 
bonds  and  may  also  include  life  insurance 
or  annuities. 


WE  CAN 
HELP! 


THE  CONIMECTICUT  BANK 

AND  TRUST  COMPANY 

ONE  CONSTITUTION  PLAZA,  HARTFORD,  CONN. 

Member  Federal  Deposit  Insurance  Corporation 
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ANNUAL  REPORT  OF  THE  PRESIDENT  - APRIL  28,  1965-APRIL  27,  1966 


j During  its  twenty-second  year  the  Woman’s  Aux- 
iliary to  the  Connecticut  State  Medical  Society  has 
taken  inventory  to  determine  its  goals,  the  health 
assets  and  needs  ol  its  communities,  its  plans  lor 
the  future  and  the  education  of  its  members. 

I As  a first  step  a more  permanent  meeting  place 
for  its  Board  members  was  found  at  the  Connecti- 
cut State  Medical  Society  building  in  New  Haven 
through  the  kind  cooperation  of  the  staff.  Here  the 
records  and  files  of  the  Auxiliary  are  stored  in  an 
adjacent  room  and  we  have  the  addetl  benefit  of  an 
adjoining  kitchenette.  Thus  it  is  possible  to  conduct 
business  with  a minimum  of  distraction  and  a 
maximum  of  comfort.  We  also  have  the  benefit  of 
the  wise  council  of  the  General  Manager  of  the 
CSMS,  Dr.  William  R.  Richards  and  the  advice 
and  assistance  of  Mrs.  Lindquist  and  her  staff.  In 
addition  we  have  had  the  opportunity  to  establish 
better  rapport  between  our  Board  members  and 
the  members  of  the  Council  and  the  staff  of  the 
Medical  Society  by  means  of  a buffet  luncheon  and 
joint  get-together,  arranged  by  the  New  Haven 
County  Auxiliary.  This  was  both  well  attended 
and  well  received. 

A concerted  attempt  has  been  made  in  the  past 
twelve  months  to  develop  better  liason  between 
Auxiliary  members  at  all  levels.  The  president, 
president-elect  as  well  as  a dozen  other  members 
attended  the  annual  meeting  of  the  Auxiliary  to 
the  AMA  in  New  York  City  in  June  1965.  In  Oc- 
tober the  president  and  president-elect  as  well  as 
the  four  Auxiliary  members  who  represent  us  at 
the  national  level,  attended  a three  day  conference 
in  Chicago  designed  to  inform  leaders  of  all  State 
Auxiliaries  of  the  goals  and  plans  of  the  National 
Auxiliary.  Later  in  the  month  the  State  chairmen 
of  the  committees  of  AAIA-ERF,  Community  Serv- 
ice, Health  Careers,  Alental  Health,  Membership, 
Legislation,  as  well  as  the  State  president  and  presi- 
dent-elect were  invited  to  a two  day  workshop  in 


New  York  City.  The  information  gathered  by  them 
tvas  passed  on  to  county  presidents  and  chairmen 
via  two  Board  meeting-workshops  and  to  the  gen- 
eral membership  at  the  semi-annual  meeting  and 
through  the  Connecticut  Quarterly  which  is  re- 
ceived by  every  member.  In  addition,  the  Woman’s 
Auxiliary  to  the  AMA  has  issued  Direct  Line,  a 
newsletter  for  leaders,  sent  four  times  per  year  to 
State  chairmen  and  County  presidents.  Six  times 
per  year  all  members  receive  M.D.’s  Wife  which  in- 
cludes a “Direct  Line’’  section  as  well  as  items  of 
interest  to  all  doctor’s  wives.  At  the  .semi-annual 
meeting  the  program  consisting  of  a presentation 
of  “Medical  Self  Help”  was  shown  and  those  pres- 
ent were  urged  to  promote  this  program  in  their 
local  communities.  Also  at  the  first  of  the  “work- 
shop” Board  meetings  films  on  safety  in  the  home 
and  on  the  road  were  shown  and  a Safety  kit  was 
distributed.  There  is  really  no  reason  for  asking 
“What  does  the  Auxiliary  do?”.  We  can  inform  all 
the  doctor’s  wives  who  are  not  members  what  we 
try  to  do  and  how  they  could  help  by  joining  us. 

Members  of  the  Auxiliary  have  represented  us  at 
many  occasions:  At  meetings  of  the  Woman’s  Aux- 
iliaries to  the  Medical  Societies  of  Maine,  Massa- 
chusetts, Rhode  Island,  and  New  York.  At  these 
the  exchange  of  ideas  is  the  most  valuable  asset. 

At  meetings  of  the  Connecticut  School  Health 
Council,  the  Connecticut  Nutrition  Council,  the 
Connecticut  Health  League,  the  newly  formed 
Connecticut  Health  Careers  Council,  and  the 
Board  of  Directors  of  COMPAC. 

During  the  past  year  at  dedication  services  of 
the  Stanley  H.  Osborn  Medical  Library  in  the  Con- 
necticut State  Health  building,  dedication  of  the 
New  Haven  Regional  Center  for  the  Retarded,  and 
at  the  recent  Governor’s  Traffic  Safety  Conference. 

As  registration  aides  at  the  symposium  on  Smok- 
ing in  Willimantic  and  the  Kidney  symposium  at 
Yale-New  Haven  Hospital. 
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The  County  Auxiliaries  liave  raised  money 
through  various  projects  for  Scholarship  Funds  and 
for  the  Student  Loan  Fund  of  the  AMA-ERF.  Over 
$6,000  was  given  as  direct  scholarship  aid  to  medi- 
cal students,  nursing  students  and  to  high  school 
graduates  continuing  their  studies  in  other  health 
fields.  $3,375  was  donated  to  the  Student  Loan 
Fund  of  AMA-ERF.  ^Ve  have  learned  that  during 
the  past  year  $111,000  was  borrowed  by  93  medical 
students  in  our  state  from  the  Student  Loan  Fund. 

Through  the  Ffealth  Careers  committees  in  the 
various  counties,  copies  of  a new'  Health  Careers 
Guide  book  w'ere  distributed  in  a number  of  high 
schools  and  received  w'ith  gratitude  and  favorable 
comments  by  guidance  counselors,  one  thousand  re- 
prints of  a Readefs  Digest  article,  “Health  Careers 
Unlimited’’  and  AMA  Health  Career  kits  were  also 
given  to  the  high  schools. 

'Fhe  distribution  of  Today’s  Health  Guide  to 
high  school  libraries  and  possiltly  to  public  librar- 
ies has  been  promoted  and  is  actually  under  way 
in  some  of  the  counties.  This  has  been  suggested  as 
a joint  project  for  the  Medical  Societies  and  their 
Auxiliaries— the  Medical  Societies  providing  the 
money  at  $5.50  per  ccrpy  and  the  Auxiliaries  being 
the  liason  officers,  personally  distributing  the  books 
after  affixing  a book  plate  indicating  this  to  be  a 
gift  from  the  local  Medical  Society. 

Pre-school  visual  screening,  manning  the  State 
Medical  Society’s  exhibits  at  the  County  Fairs,  as- 
sisting in  the  formation  of  Area  Health  Councils 
and  promoting  legislation  for  additional  mental 
health  facilities  w'ere  all  projects  of  the  Community 
Service  Committees  during  this  past  year. 

We  have  been  honored  to  be  represented  by  four 
of  our  members  in  the  National  “Family.”  Mrs. 
Norman  Gardner  has  been  National  chairman  of 
Rural  Health  and  has  been  nominated  to  serve  as 
a Director  during  1966-68.  Eastern  Regional  Chair- 
men have  been:  Mrs.  Morton  Arnold,  Rural 

Health;  Mrs.  Edward  P.  Allen,  Health  Careers; 
Mrs.  Dewey  Katz,  Community  Service. 

Eive  meetings  of  the  Board  of  Directors  and  two 
meetings  for  the  general  membership,  one  in  No- 
vember and  one  in  April,  were  held.  At  the  semi- 
annual meeting  both  Dr.  Orvan  Hess  and  Dr.  'Wil- 
liam R.  Richards  brought  us  up  to  date  on  the 
Medicare  situation  and  the  progress  of  the  doctor 
draft.  Also  the  “Medical  Self-help”  program  was 
presented  by  a member  of  the  State  Department  of 
Health.  In  April  the  president-elect  of  the  Wh>- 
man’s  Auxiliary  to  the  American  Medical  Associa- 
tion addressed  the  group  and  explained  some  of 
the  programs  being  plannetl  for  the  coming  year. 

During  the  year  w'e  were  sorrow'ed  by  the  death 
of  two  members  of  our  Auxiliary:  Mrs.  James 
Douglas  Gold  of  Bridgeport,  former  president  of 


the  Woman’s  Auxiliary  to  the  Connecticut  State 
Medical  Society  and  Mrs.  Ralph  Ogden  of  Hart- 
ford. 

The  Auxiliary  sincerely  appreciates  the  guidance 
of  the  Advisory  Committee  of  the  Connecticut 
State  Metlical  Society,  the  assistance  of  the  General 
Manager,  Dr.  Richards,  Mrs.  Lindquist  and  her 
staff.  Dr.  Nahum  of  Comiecticut  Medicine  and  his 
stall'.  We  also  extend  our  sincere  thanks  to  the 
Hartford  County  members  w'ho  gave  unstintingly 
of  their  time  and  effort  to  make  the  Physician’s  Art 
Exhibit  such  a fine  success. 

Mrs.  William  R.  Richards,  President 

PLACEMENT  WANTED 

OBS-GYN  — Military  obligations  completed. 
Board  eligible,  with  subspecialty  training  in  gynec- 
ological cancer.  Seeks  opportunity  for  solo,  partner- 
ship or  association  within  traveling  distance  of 
New'  York  City  beginning  July,  1966. 

PEDIATRICIAN  — 39  years  of  age,  presently 
completing  military  obligations.  Board  eligible. 
Would  like  to  associate  w'ith  another  Pediatrician 
within  traveling  distance  of  New'  York.  Available 
July  1,  1966. 

GENER.VL  SURGEON  - 35  years  of  age.  Board 
eligible,  Connecticut  license.  Military  obligations 
completed.  Would  like  to  join  a group  or  form  au 
association  as  of  July,  1966. 

GENERAL  SURGEON  - 33  years  of  age.  Board 
certified  in  Surgery  and  Board  eligible  in  Thoracic 
Surgery.  Connecticut  license,  military  obligations 
completed.  'UMuld  like  to  practice  w'ith  an  associ- 
ate. 

ITROLOGIST  — Board  eligible,  Connecticut  li- 
cense. 34  years  of  age,  with  military  obligations 
completed.  Available  July  1966  and  would  like  to 
enter  into  an  association  or  solo  practice. 

G.P.  — 39  years  of  age,  military  obligations  com- 
pleted. Would  like  to  practice  w'ith  a group  or  an 
associate  as  of  June,  1966,  when  he  will  return  to 
this  country  from  England. 

INTERNIST  — 34  years  of  age.  Board  eligible. 
Would  like  to  form  either  an  association  or  enter 
into  a group  practice  either  in  Hartford  or  New 
Haven  areas.  Available  shortly,  upon  fulfillment  of 
exchange  visitor’s  status  from  Canada. 

DERMA  FOLOGIST  — Board  eligible,  military 
obligations  comjDleted.  ^\Muld  like  either  to  prac- 
tice W'ith  a group  or  an  associate.  Available  July, 
1966. 

OBS-GYN  — Connecticut  license.  Board  eligible, 
military  obligations  completed.  \Vhshes  to  practice 
W'ith  a group  or  an  associate.  Available  within  one 
month’s  notice,  42  years  of  age,  married. 
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OBITUARIES 


Joseph  J.  Lankin,  M.D. 
1912-1966 

j 

On  March  8,  196(3,  Dr.  Joseph  J.  Lankin  of  Hart- 
lord  died  suddenly  at  Holy  Cross  Hospital,  Fort 
Lauderdale,  Florida,  while  on  a golfing  vacation. 


A native  of  Pittsfield,  Mass.,  he  was  Valedictor- 
ian of  his  class  at  Pittsfield  High.  He  continued  at 
William’s  College  where  he  enjoyed  a brilliant  ca- 
reer and  became  a member  of  Phi  Beta  Kappa. 

He  distinguished  himself  at  Harvard  Medical 
School  in  both  athletics  and  scholastically. 

He  interned  at  Hartford  Hospital  and  followed 
numerous  post-graduate  courses  at  the  Royal  In- 
firmary and  the  British  Post-Graduate  School  iu 
London,  England. 

Dr.  L.ankin  spent  five  years  in  the  United  States 
Medical  Corp  serving  most  of  the  time  in  the  Euro- 
pean theatre. 

After  his  military  service  he  became  a research 
fellow  at  the  Hospital  for  Special  Surgery  in  New 
York  where  he  trained  in  arthritis  and  rheumatol- 
ogy- 

He  established  several  clinics  for  the  care  and 
treatment  of  arthritic  patients  in  the  Hartford 
area. 

He  participated  in  numerous  seminars  and  con- 
ferences on  rheumatism  throughout  New  England 
and  New  York.  He  made  several  appearances  on 
television  and  wrote  numerous  articles  in  medical 
journals  on  his  specialty. 

He  was  an  ardent  golfer  and  won  many  trophies. 


He  was  an  enthusiastic  baseball  fan  and  enjoyed  a 
short  career  with  the  Philadelphia  Athletics. 

He  enjoyed  membership  in  the  AMA,  the  Con- 
necticut State  Medical  Society  and  the  Hartlord 
County  Medical  Association. 

He  served  as  president  of  the  Hartford  Chapter 
of  the  Arthritic  and  Rheumatism  Eoundation.  He 
was  a devoted  member  of  St.  Joseph  Cathedral  Ro- 
man Catholic  Church  and  a member  of  Wethers- 
field Golf  Club. 

He  was  highly  respected  in  life  and  is  deeply  re- 
gretted in  death. 

E.  C.  Eoohey,  M.D. 

Raymond  T.  Wise,  M.D. 

1921  - 1966 

Raymond  T’.  Wise,  M.D.,  44  years  old,  died  un- 
expectedly March  26,  1966  while  vacationing  in 
Nassau  Avith  Avife  and  several  colleagues.  He  was 
stricken  while  playing  golf  and  died  of  a coronary 
enroute  to  a local  hospital. 


Dr.  Wise  was  graduated  from  the  University  of 
Michigan  and  New  York  Medical  College.  He  in- 
terned at  St.  kYancis  Hospital,  Hartford,  Connecti- 
cut and  was  resident  physician  at  the  New  Britain 
General  Hosjjital  before  entering  practice  in  1949. 
During  World  War  II,  he  served  as  a lieutenant  in 
the  Navy  Medical  Corps. 

Since  1953,  he  has  been  director  of  medical  serv- 
ices at  the  New  Britain  Memorial  Hospital.  He  Avas 
also  chief  of  medicine  at  the  Bradley  Memorial 
Hospital  in  Southington  and  attending  cardiologist 
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and  internist  at  the  New  Britain  General  Hospital. 
A Fellow  of  the  American  College  of  Physicians 
and  president  of  the  Conton  Honor  Society  of  New 
York  Medical  College,  he  was  a past  president  of 
New  Britain  Medical  Society  and  a Director  of  the 
Hartford  County  Medical  Association  and  the  Con- 
necticut Heart  Association.  He  has  served  as  medi- 
cal examiner  for  the  City  of  New  Britain  since 
1963. 

He  leaves  his  wife,  Mrs.  Anne  Karlonas  Wdse, 
three  sons,  Raymond  T.  Whse,  ]r.,  Robert  T.  Wdse 
and  Philip  Wise,  a daughter.  Miss  Patricia  Whse, 
all  of  New  Britaiti;  and  his  parents,  Mr.  and  Mrs. 
Lew'  VVhse  of  New  York  City. 

Andrew  J.  Canzonetii,  m.d. 


In  Memoriam 


Blumeiithal,  Edward  J.— Ansonia;  Long  Island 
School  of  Medicine,  1932.  Dr.  Blumenthal  prac- 
ticed medicine  in  Ansonia  for  over  thirty  years. 
During  World  War  II,  he  served  with  the  United 
States  Medical  Corps,  as  a major  with  the  48th 
Portable  Surgical  Hospital  in  the  China-Burma- 
Indian  I'heater  of  Operations.  He  was  a past  presi- 
dent of  the  Naugatuck  Valley  Medical  Society  and 
the  Criffin  Hospital  Medical  Stalf.  He  was  a mem- 
ber of  the  American  Academy  of  General  Practice, 
the  American  Medical  Association,  the  Connecticut 
State  Medical  Society,  the  New  Haven  County 
Medical  Association,  and  the  Naugatuck  Valley 
Medical  Society.  Dr.  Blumenthal  died  .April  24,  at 
the  age  of  60. 

Leonard,  John  C.— Hartford;  Yale  School  of 
Medicine,  1932.  Dr.  Leonard  w’as  director  of  medi- 
cal education  at  Hartford  Hospital  for  19  years.  In 
1944,  he  was  the  junior  member  of  a five-doctor 
disaster  team  formed  for  possible  World  War  II 
bombings.  Dr.  Leonard  served  at  New  Haven  Hos- 
pital and  taught  at  Yale  before  joining  Hartford 
Hospital.  He  also  taught  at  Tufts  Medical  College 
and  directed  the  Pratt  Diagnostic  Hospital.  Dr. 
Leonard  w'as  Connecticut  governor  of  the  .Ameri- 
can College  of  Physicians  from  1951  to  1961  and 
had  been  on  its  board  of  regents  since  1962.  He 
also  served  as  president  of  the  Hartford  Aledical 
Society  in  1964.  He  was  a member  of  the  Hartford 
Medical  Society,  the  Hartford  County  Medical  As- 
sociation, the  Connecticut  State  Medical  Society, 


and  the  American  Medical  Associatioti.  Dr.  Leon- 
aid  died  April  26,  at  the  age  of  62. 

Platt,  Irving  S.— \Vohott;  University  of  South- 
ern California  Medical  School,  1912.  Dr.  Platt  prac- 
ticed medicine  in  ^Vaterbury  for  46  years.  He  w'as 
on  the  staffs  at  the  Waterbury  Hospital  and  the 
Hosjiital  ol  St.  Mary.  He  was  the  medical  examin- 
er in  Wolcott  for  ten  years.  He  w'as  a fellow  of  the 
.American  College  of  Cardiology,  and  a member  of 
the  American  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  New  Haven  County 
.Medical  Association.  Dr.  Platt  died  .April  22,  at  the 
age  of  76. 

Wellington,  Harold  W.— New  London;  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
1913.  Dr.  Wellington  was  the  first  member  of  Law- 
rence Memorial  Hospital’s  honorary  staff  and  head 
of  the  hospital’s  Orthojredic  Service  for  26  years. 
He  also  served  as  orthopedic  consultant  at  the 
Coast  Guard  Academy  Hospital.  Dr.  Wellington 
was  past  president  of  the  New  London  County 
Medical  Association,  the  Connecticut  State  Aledi- 
cal .Society,  and  the  American  Medical  Association. 
Dr.  Wellington  died  .April  18,  at  the  age  of  80. 

Sigal,  Jacob  B.— Aliddletown;  A'ale  University 
School  of  Medicine,  1923.  Dr.  Sigal  was  a retired 
attending  surgeon  in  urology  at  Alt.  Sinai  Hospi- 
tal. He  was  a member  of  the  Hartford  County 
Aledical  .Association,  the  Connecticut  State  Aledi- 
cal Society,  and  the  .American  Aledical  Association. 
Dr.  Sigal  died  Alay  10,  at  the  age  of  69. 


Ban  On  Brands— A Body  Blow 

I here  is  certainly  room  for  generic  drugs.  But 
the  ellort  to  curl)  the  brantling  ol  all  drugs  would 
be  a disastrous  body  blow  to  the  public.  Countless 
research  efforts,  conducted  at  heavy  expense  both 
in  money  and  manpower,  come  to  nothing.  Others 
jjroduce  valuable  but  s|)ecialized  drugs,  needed 
and  used  by  but  a few  people  who  would  die  with- 
out them.  The  successlul  drugs  in  wide  use  must 
catty  the  costs.  1 here  is  tio  other  way.  .A  trade 
ttame  is  the  proilucer’s  guaratitee  of  qitality.  And 
it  rewards  research  atid  developtnent  which  mean 
help  to  sufferers  from  the  endless  ailments  which 
plague  maitkitid.  \V9iy  put  a brake  oti  medical 
progress— the  road  to  ever  better  health.— Editorial 
itt  St.  Louis  County  Medical  Society  Bulletin, 
(32:5)  February  18,  1966. 
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AROUND  THE  STATE 


New  Haven  County 

Board  Of  Governors 
New  Haven  County  Medical  Association 
April  13,  1966 

The  scene  o£  the  April  meeting  o£  the  Board  o£ 
Governors  was  changed  to  the  Villa  Capri  in  Wal- 
ling£ord.  It  was  held  on  Wednesday,  April  13,  1966. 

The  agenda,  in  the  main,  dealt  with  the  agenda 
o£  the  Annual  Meeting  o£  the  House  o£  Delegates 
on  April  26th  at  the  Statler  Hilton  Hotel  in  Hart- 
lord,  and  Part  B o£  the  Medicare  Bill. 

Dr.  Stewart  Petrie  recommended  that  we  estab- 
lish an  award  to  be  presented  at  the  Annual  Art 
Exhibit  o£  the  Connecticut  State  Medical  Society 
in  honor  o£  Dr.  John  Freiheit,  a £ormer  president 
o£  the  New  Haven  County  Medical  Association, 
and  a £ormer  contributor  to  the  Exhibit.  This 
award  will  be  presented  this  year  £or  the  £irst  time, 
and  then  annually. 

Respectlully  submitted, 

H.  A.  Levin,  m.d. 

Dr.  Kirchner  Receives  Casselberry 
Prize 

The  nation’s  highest  award  lor  research  on  dis- 
orders ol  the  larynx  has  been  presented  to  Dr.  John 
A.  Kirchner,  Prolessor  ol  Otolaryngology  at  Yale 
School  ol  Medicine. 

Dr.  Kirchner,  an  authority  on  diseases  ol  the  ear 
and  throat,  was  named  1966  recipient  ol  the  Cassel- 
berry Prize  ol  the  American  Laryngological  Associ- 
ation. The  prize,  last  awarded  in  1962,  is  given  only 
when  merited  by  exceptional  contributions  to  the 
field  ol  laryngology. 

In  presenting  the  award  to  Dr.  Kirchner,  the 
Association  cited  his  orginality  as  an  investigator 
as  well  as  the  scientific  and  clinical  value  ol  his  re- 
search contributions. 

Dr.  Kirchner’s  most  recent  research  deals  with 
the  rellex  nerves  ol  the  throat  that  protect  the 
breathing  passages  Irom  unwanted  materials.  His 
earlier  work  had  established  a close  connection  be- 
tween the  central  nervous  system  and  a small  throat 
muscle  that  lorms  the  sphincter  lor  the  upper 
esophagus.  That  research  helped  to  explain  why 
persons  suffering  Irom  bulbar  poliomyelitis  and 
other  neurological  diseases  find  swallowing  difficult 
or  impossible. 


Clinical  applications  ol  Dr.  Kirchner’s  discover- 
ies include  improved  procedures  lor  rehabilitating 
persons  who  have  undergone  laryngectomy  or  other 
surgery  ol  the  throat. 

Dr  Kirchner  joined  the  Yale  medical  laculty  in 
1951  as  Assistant  Prolessor  ol  Otolaryngology  and 
has  been  Chiel  ol  the  Otolaryngology  Section  ol  the 
Yale-New  Haven  Hospital  since  1952.  He  was  pro- 
moted to  associate  prolessor  in  1954  and  to  lull 
prolessor  in  1962. 

He  is  President  ol  the  New  England  Otolaryngo- 
logical  Society  and  is  active  in  numerous  proles- 
sional  organizations.  In  1958  he  was  the  recipient 
ol  the  Harris  P.  Mosher  Award  ol  the  American 
Laryngological,  Rhinological,  and  Otological  Soci- 
ety, and  in  1961  received  a citation  Irom  the  Amer- 
ican Academy  ol  Ophthalmology  and  Otolaryng- 
ology. 

News  From  Yale  University 
School  Of  Medicine 

New  quarters  lor  an  expanded  program  ol  teach- 
ing and  research  in  clinical  medicine  at  the  Yale- 
New  Haven  Medical  Center  were  dedicated  on 
May  10. 

Housed  in  the  recently  completed  filth  and  sixth 
floors  ol  the  Hunter  Building  on  Davenport  Ave- 
nue are  the  Laiurence  M.  Gelb  Foundation  Clinical 
Research  Unit,  devoted  to  the  study  and  treatment 
ol  specific  diseases  in  selected  patients,  and  the 
Clinical  Research  Training  Center,  where  young 
physicians  are  given  intensive  instruction  in  the 
methods  used  to  investigate  disease. 

The  new  14-bed  clinical  research  unit  is  an  ex- 
tension ol  the  Medical  Center’s  clinical  research 
program  established  in  1960  under  a grant  Irom  the 
National  Institutes  ol  Health  to  enable  physicians 
to  investigate  unusually  complex  or  obscure  dis- 
orders occurring  in  patients.  Similar  units  devoted 
to  clinical  research  in  pediatrics  and  pharmacology 
— with  six  and  eight  beds,  respectively  — have  been 
lunctioning  in  other  buildings  ol  the  Medical  Cen- 
ter since  the  inception  ol  the  program. 

The  opening  ol  the  new  unit  brings  to  a total  ol 
28  the  number  ol  beds  reserved  lor  patients  whose 
medical  problems  lall  within  the  Iramework  ol  a 
specific  research  project.  These  patients  are  reler- 
red  by  other  divisions  and  clinics  ol  the  Medical 
Center  and,  as  participants  in  the  clinical  research 
program,  they  pay  no  lees.  Operating  costs  ol  the 
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program  are  underwritten  by  the  NIH  and  all 
physkians  conducting  studies  tmder  the  program 
are  members  of  the  faculty  of  the  Yale  School  of 
Medicine. 

Occtipying  the  fifth  floor  of  the  Hunter  Ifuild- 
ing,  the  Lawrence  M.  Gelb  Foundation  Clinical 
Research  Center  is  directed  by  Dr.  ).  W'illiam  Hol- 
lingsworth, Associate  Professor  of  Metlicine  at  Yale. 
,\ilmcnts  under  sttuly  in  the  unit  include  chronic 
kidney  infections,  diseases  of  the  heart  and  lungs, 
and  skin  disorders  related  to  diet.  In  addition  to 
patient  rooms,  the  unit  itidudes  conference  rooms, 
a lotmge,  and  a special-diet  kitchen. 

This  program,  also  supported  by  the  Ntitional 
Institutes  of  Health,  has  been  operating  on  a pilot 
basis  since  1963.  ^Vith  the  addition  of  the  new  lab- 
oratory facilities  in  the  Hunter  building,  it  will 
move  into  high  gear  this  Jidy  when  several  selected 
physicians  who  will  have  just  completed  their  in- 
ternships will  begin  an  intensive  course  of  study  in 
investigative  medicine. 


I he  VV.  K.  Kellogg  Foundation  of  battle  Creek, 
.Mich.,  has  awarded  |153,150  to  Yale  University  to 
expand  its  program  in  education  for  hospital  ad- 
ministration. 

d'he  expanded  Program  in  Hospital  Administra- 
tion at  Yale  will  increase  the  length  of  graduate 
study  on  campus  from  two  semesters  to  three  seme.s- 
ters  and  a summer.  During  the  additional  time 
more  basic  content  will  be  provided  in  Itulustrial 
.\dministration.  "Fhe  length  of  administrative  resi- 
dency in  a hospital  will  be  pared  from  eleven  to 
five  months,  anti  the  essay  required  for  a Master  of 
Public  Health  degree  will  be  written  under  closer 
supervision  of  the  facidty. 

.V  postgraduate  fellowship  is  also  featured  in  the 
revisetl  program.  Its  purpose  is  to  bring  a practi- 
tioner into  the  program  annually  to  act  as  a “teach- 
er-sttident”;  he  will  stress  his  own  experience,  coti- 
duct  classes  covering  new  tlevelojiments,  and  do  in- 
dependent studies  under  a factdty  member’s  guid- 
:ince. 

.Since  the  Kellogg  P'otindation  grant  in  1937  sub- 
sidized the  program’s  establishment  at  Yale,  more 
than  150  students  have  received  their  master’s  de- 
grees for  study  of  hospital  administration.  Fhey 
are  now  at  work  in  many  parts  of  the  world,  in- 
cluding Samoa,  Iran,  the  Philijjpines,  Canada, 
Sotith  America  and  Liberia.  Cla.sses  taking  the 
course  annually  average  11  or  12  students. 


Dr.  David  Seligson,  professor  of  medicine  and 
pathology  at  Yale  and  director  of  clinical  labora- 
tories and  school  of  medical  technology  at  5'ale-\ew 
Haven  Hospital,  was  selected  to  receive  the  [ohn 
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(iunther  Reinhold  .-\ward  of  the  Philadelphia  sec- 
tion ol  the  .\merican  .\ssociation  of  Clinical  (Chem- 
ists. 

I he  presentation  was  made  at  the  chapter’s  din- 
ner last  month  in  Philadel]ihia. 

Dr.  Seligson  directs  the  (Clinical  Chemistry  Lab- 
oratories lor  Yale-New  Haven  (Communitv  Hospi- 
tal. 

John  Cunther  Reinhold,  Ph.D.,  lor  whom  the  an- 
nual award  is  named,  is  prolessor  and  chairman  of 
the  Department  of  Biochemistry  at  the  .American 
University,  Beirut,  Lebanon. 

Piior  to  his  arrival  at  5'ale,  he  was  director  of 
the  division  of  biochchemistry,  (Craduate  Hospital 
of  the  University  of  Pemisylvania  for  five  and  a 
half  years. 


Dr.  \'ernon  \V.  Lippard,  Dean  of  the  Yale  School 
of  .Medicine  since  1952,  has  asked  that  he  not  be 
considered  a candidate  for  reapjjointment  when  his 
third  five-year  term  expires  in  june,  1967. 

Dr.  Lippard,  who  will  be  62  next  year,  now  holds 
the  country’s  record  term  ol  service,  20  years,  as  a 
medical  school  dean.  Prior  to  assuming  his  present 
jjost  at  \ ;ile,  he  had  held  the  medical  deanships  of 
(he  University  of  \'irginia,  from  1939  to  1952,  and 
Louisiana  State  Ibiiversity,  from  1936  to  1949. 

,\  statement  issued  by  President  Brewster  today 
said:  ‘Dale  has  been  lucky  to  have  the  leadership 
of  Dean  Lippard  during  the  crticial  mid-century 
decades  of  its  medical  development.  New  Haven 
as  well  as  the  University  owes  a great  debt  to  Dean 
Lippard  for  the  progress  of  Yale-New  Haven  medi- 
cine over  the  last  filteen  years.  Otir  medical  science, 
medical  training,  and  medical  care  are  all  a source 
ol  pi  ide  to  both  the  university  and  the  community. 
W’e  are  resolved  to  maintain  our  pace  along  the 
road  the  Dean  has  marked  otit  for  us.  It  is  most 
fortunate  that  we  will  continue  to  have  Dr.  Lip- 
pard’s  achice  and  counsel  in  this  eftort.” 

Connecticut  Mental  Health 
Center  Dedication 

The  (kmnecticut  Mental  Health  Center  will 
dedicate  its  new  building  on  33  Park  Street  in  New 
Haven,  on  Friday,  30  September,  and  Saturday,  I 
October,  1966.  Fhe  Connecticut  .Mental  Health 
(ienter  is  a collaborative  venture  of  the  State  and 
\ ale  with  Dr.  F.  C.  Redlich,  Chairman  of  the  De- 
partment of  Psychiatry  at  Yale,  .serving  as  Director. 

Dedication  ceremonies  will  include  talks  by  Gov- 
ernor of  Connecticut  John  Dempsey,  Yale  President 
Kingman  Brewster,  New  Haven’s  .Mayor  Richard 
C.  Lee,  Commissioner  of  .Mental  Heatlh  Wilfred 
Bloomberg,  M.D.,  and  Chairman  of  the  Board  of 
.Mental  Health  John  Donnelly,  M.D. 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 
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If  Ben  Franklin  were  alive  today  he  would  say: 

dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  coupon  today ! 


Underwritten  by. 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York,  N.Y. 


IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


Dr 

Address 
City  or  town 


Zip  Code 
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NEW  BOOKS  IN  REVIEW 


THE  BODi . By  Alan  E.  JSourse  anil  The  Editors  of 
Life.  Sixth  volume  in  the  Life  Science  Library  series. 
Time  Publishers,  ISetv  York,  1964.  200  pp.,  illus- 
trated, 72  pages  in  full  color.  $3.9!i. 

Reviewed  by:  LOUIS  H.  NAHUM 
I lie  Body,  latest  edition  in  tlie  Life  Science  Library  series, 
explores  in  text  and  illustrations  the  countless  functions  and 
abilities  of  the  human  body. 

Dr.  .Man  E.  Nourse  begins  with  a discu.ssion  of  some  of  the 
body's  most  important  features,  then  describes  in  a pictorial 
essay  man’s  increasing  knowledge  of  it,  from  Cho-Magnon 
man’s  “surgery”  to  sometimes  fanciful  medieval  concejits  to 
the  first  detailed  drawings  of  the  anatomy  by  the  Flemish- 
born  Andreas  Vesalius. 

In  the  book’s  eight  ebapters.  Dr.  Nourse  describes  the 
body’s  components.  Each  chapter  is  supplemented  by  a 
graphic  pictorial  e.ssay  whch  complements  the  chapter  it 
follows,  illustrating  the  subject  in  depth  or  adding  to  the 
information  already  supplied. 

This  book  makes  comprehensible  to  tbe  lay  pubic  how  the 
form  and  function  of  the  human  body  mold  to  produce  a 
body  of  great  efficiency  and  almost  incrcxlible  flexibility.  It 
is  an  excellent  book  for  the  intelligent  layman  and  all  para- 
medical personnel. 

PHYSICAL  EXAMINATIOIS  OF  THE  SURGICAL 
P ATIEIST.  By  J.  Englebert  Dunphy,  M.D.,  F.A.C.S. 
and  Thomas  W,  Botsford,  M.D.,  F.A.C.S.  W.  B. 
Saunders  Company,  Philadelphia,  1964,  396  pp.,  215 
figures,  1 color  plate,  $8.50. 

Reviewed  by;  D.W’ID  .M.  LITTLE,  JR. 

This  is  the  third  edition  of  a small  volume  on  physical 
diagnosis  that  is  by  way  of  becoming  a classic  in  its  field.  It 
is  intended  primarily  for  the  medical  student,  but  it  will 
be  read  with  profit  by  any  doctor  who  has  not  retired  to  an 
administrative  office  or  a research  laboratory — in  short,  any 
physician  who  is  still  engaged  in  the  treatment  of  patients. 
Furthermore,  although  the  authors  are  surgeons  and  they  are 
concerned  with  the  examination  of  patients  from  the  surgical 
point  of  view,  physical  diagnosis  remains  physical  diagnosis 
no  matter  what  the  particular  specialty  of  the  examining 
jthysician  may  be;  and  the  methods  of  observation,  of  palpa- 
tion, of  examination  of  external  structures  and  internal 
viscera,  and  of  deduction  described  in  this  book  will  be 
eipially  as  valuable  to  an  internist,  or  a neurologist,  or  an 
ophthalmologist,  as  to  a surgeon. 

The  book  is  logically  divided  into  two  sections,  the  first 
part  being  devoted  to  tbe  elective  examination  and  tbe 
second  part  to  the  emergency  examination.  There  are  a few 
pages  on  generalities  and  history  taking  at  the  beginning  of 
the  first  section,  anil  then  separate  chapters  devoted  to 
physical  examination  of  each  region  of  the  body.  Particitlarly 
outstanding  are  the  long  chapter  concerning  the  examination 
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of  the  abdomen  (which  should  perhaps  not  be  surprising  in 
view  of  the  careers  of  the  authors),  the  subseejuent  chapter  on 
the  examination  of  the  abdomens  of  infants  and  children, 
and  the  chapter  on  the  examination  of  the  surgical  cardiac 
contributed  by  Dr.  Albert  .Starr. 

I he  second  section  of  the  book,  concerning  the  emergency 
examination,  begins  with  a short  discussion  of  resuscitative 
procedures,  contributed  by  Dr.  Leroy  D.  \’andam,  and  the 
immediate  treatment  and  examination  of  the  injured  patient. 
Fhen,  as  in  the  first  section  of  the  book,  there  follow  separate 
chapters  devoted  to  examination  of  the  injured  patient 
according  to  regions  of  the  body:  injuries  of  the  head  and 
face;  injuries  of  the  thoracic  wall,  heart  and  lungs;  abdomi- 
nal injuries;  injuries  of  the  kidney,  bladder  and  urethra 
(fractured  pelvis)  ; and  injuries  of  the  spine  and  extremities. 
The  final  chapter  in  this  second  section  concerns  the 
emergency  examination  and  mapping  the  extent  of  burns. 

The  style  of  writing  is  simple,  lucid  and  smooth  flowing, 
and  the  generous  use  of  line  drawings  (which  are  extremely 
well  done)  and  photographs  add  greatly  to  the  meaning  of 
the  text.  There  is  an  appendix  which  is  a check  list  for  the 
physical  examination,  a bibliography  of  about  seventy-five 
selected  titles,  and  a comprehensive  index.  The  printing, 
paper  and  binding  are  what  one  has  come  to  expect  of  a 
good  publishing  house  such  as  .Saunders. 

This  is  not  a textbook  of  surgery;  it  is  a book  of  technique 
and  procedure.  There  are  no  long  descriptions  of  diseases, 
but  enough  pathophysiology  is  included  to  give  meaning  to 
the  physical  signs  and  the  methods  of  examination.  This  will 
be  a book  of  particular  value  to  the  medical  student  and 
house  officer;  but  as  already  noted  above,  it  will  be  of  assist- 
ance in  the  examination  of  any  patient  by  any  physician. 

JAMA  SELECTED  (JHESTIOXS  AIM)  ANSWERS. 
Selected  from  the  1965  issues  of  the  Journal  of  the 
American  Medical  Association.  Foreword  by  Alfred 
Soffer,  M.D.,  Editor,  (Juestions  and  Answers  Dept., 
Journal  of  the  American  Medical  Assoc.  $2.50  each  in 
U.S.,  V.S.  Possessions,  Mexico  and  Canada;  $1,50 
each  for  Medical  Students,  Hospital  Interns  and  Resi- 
dents and  $3.00  each  in  all  other  countries. 

Reviewed  by:  LOUIS  H.  NAHU.M 
I he  Ivditor  of  this  book  is  in  direct  and  constant  com- 
munication witb  the  practicing  phy.sician.  In  this  way  he 
has  identified  the  toirics  of  current  concern.  Here  we  find 
jmblished  inquiries  and  the  consultant’s  comments.  It  forms 
a real  type  of  post-graduate  education. 

.Sometimes  two  consultants  give  their  answers,  not  always 
in  agreement.  Such  discussions  provide  valuable  references 
for  practice,  teaching  and  not  infrequently  clinical  investi- 
gation. Every  physician  should  own  this  book  and  use  it 
daily.  It  is  valuable  and  pertinent  to  the  requirements  of 
everyday  practice. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin— once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  ma-- 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 
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MAJOR  MEWCAl  EXPENSE  PLAN 


DON’T 
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A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  BADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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MEDICAL  NEWS 


Artificial  Heart  Valves  Questioned 

Two  prominent  surgeons  have  called  for  a hard 
second  look  at  the  use  of  artificial  heart  valves. 

While  acknowledging  the  value  of  artificial  valves 
in  extreme  cases,  they  say  that  the  valves  have  been 
overused. 

Sir  Russell  Brock,  president  of  the  Royal  College 
of  Surgeons,  advocates  more  use  of  heart  valves 
transplanted  from  cadavers.  It  may  even  be  possible 
to  transplant  heart  valves  from  other  animals, 
he  suggested. 

Charles  P.  Bailey,  M.D.,  director  of  thoracic  and 
cardiovascular  surgery  at  St.  Barnabas  Hospital, 
New  York  City,  has  led  research  in  repairing  existing 
heart  valves  with  other  tissue  from  the  patient’s 
body.  This  may  jrrove  more  successful  than  artificial 
valves,  he  said. 

The  two  surgeons’  comments  apjoears  in  the 
Medical  News  section  of  the  current  Journal  of  the 
American  Medical  Association.  They  spoke  at  a 
symposium  on  rheumatic  and  coronary  heart  disease 
sponsored  by  St.  Barnabas  Hospital. 

Artificial  heart  valves  haven’t  been  in  use  long 
enough  to  evaluate  their  long-term  survival  rate. 
Dr.  Bailey  said.  Nevertheless,  failure  rates  as  high 
as  37  per  cent  within  12  months  after  implantation 
have  been  reported. 

Valve-repair  technicpies  at  least  ecjual  the  survival 
rate  of  artificial  heart  valves,  and  should  be  ex- 
pected to  surpass  it.  Dr.  Bailey  said. 

“Obviously,  when  a patient  has  no  future  without 
an  operation,  valve  (removal)  is  not  only  justi- 
fiable, but  can  be  a brilliant,  worthy  and  highly 
commendable  form  of  treatment,’’  Sir  Russell  said. 
“There  is,  however,  much  evidence  that  the  limita- 
tions of  valve  (temoval)  and  replacement  are  often 
totally  ignored.’’ 

Sir  Russell’s  principal  objection  to  the  artificial 
valve  is  that  it  represents  too  radical  a departure 
from  the  shape  of  the  natural  valve.  He  questions 
whether  an  artificial  valve  will  be  long  tolerated 
by  the  body. 

Improvements  in  cadaver-valve  transplantation 
techniques  have  produced  excellent  results  with  low 
death  rates,”  he  said. 

At  Guy’s  Hospital  in  London,  where  Sir  Russell 
is  director  of  cardiology,  the  aortic  valves  of  more 
than  100  jratients  have  been  replaced  with  valves 
from  cadavers.  The  earliest  of  these  patients  has 
now  survived  3i/2  years. 

While  agreeing  that  the  artificial  valve  has 
limited  use.  Dr.  Bailey  differed  somewhat  on  alter- 


native procedures.  He  favors  reconstructing  the 
original  valve  with  other  tissue  from  the  patient’s 
body. 

There  have  been  complications  in  replacing 
sections  of  artery  with  sections  from  cadavers,  and 
these  comjrlications  probably  apply  to  the  more 
difficult  task  of  heart-valve  replacement,  he  said. 

In  addition,  it  is  difficult  to  obtain  an  adequate 
supply  of  cadaver  heart  valves.  Dr.  Bailey  said. 

Sir  Russell  agreed  that  siqjplying  a variety  of 
heart  valve  sizes  from  cadavers  is  difficult. 

“The  solution  may  lie  in  the  use  of  hetergraft 
valves,  from  other  animals) , and  we  shoidcl  not 
turn  lightly  from  developing  their  wide  use  unless, 
it  is  shown  that  they  are  not  satisfactory  on  im- 
munological grounds,”  he  said. 

With  further  experience,  the  need  for  artificial 
heart  valves  may  be  reduced  to  only  occasional  aged 
and  terminally  ill  younger  patients.  Dr.  Bailey  said. 

The  great  wave  of  enthusiasm  for  artificial  heart 
valves  in  I'ecent  years  should  not  blind  the  surgeon 
to  the  fact  that  it  is,  in  reality,  a great  human 
experiment.  Sir  Russell  warned. 

“It  can  be  argued  very  reasonably  that  it  is  an 
investigation  that  has  to  be  made,  an  experiment 
that  has  to  be  tried.  This  is  entirely  justifiable  if  we 
remember  that  it  is  an  experiment,  a deliberate, 
wides^nead  human  experiment,”  he  said. 

Is  The  Autopsy  Out  Of  Date? 

The  autopsy,  once  a major  part  of  medical  teach- 
ing and  investigation,  has  fallen  on  hard  times. 

Thousands  of  auto^asies  are  performed  every  year, 
but  they  no  longer  occupy  the  central  place  in 
medicine  that  they  once  did. 

rhere  are  a number  of  reasons,  including  the 
development  of  laboratory  methods  for  diagnosing 
disease,  the  shortage  of  pathologists’  time,  and  a 
general  shift  in  emphasis  in  medical  teaching  and 
research. 

Few,  if  any,  physicians  would  want  to  eliminate 
autopsies  entirely,  but  many  medical  authorities 
are  questioning  the  need  for  the  number  that  are 
performed. 

Is  the  postmortem  examination  thus  an  outworn 
relic  from  the  past?  No,  indeed,  say  five  patholo- 
gists and  a clinician  in  the  current  Journal  of  the 
American  Medical  Association.  However,  they  offer 
several  suggestions  for  improving  the  autopsy. 

During  life,  the  patient  is  studied  with  the  latest, 
most  up-to-date  medical  procedures,  points  out 
Joseph  F.  A.  McManus,  M.D.,  of  the  Department  of 
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J’atliology,  Indiana  Lhiiversity  School  of  Medicine, 
Bloomington.  If  the  patient  die.s,  however,  the 
autopsy,  is  fretjiiently  a superficial  procedure  that 
has  been  unchanged  for  a half  century  or  more. 

Two  changes  could  improve  the  autopsy,  p<nnts 
out  a fournal  editorial.  I he  first  is  to  restore  the 
careful,  detailed  investigation  that  heljjs  make  it  a 
research  procedure.  This  may  mean  reducing  the 
number  of  autopsies. 

The  second  needed  change  is  to  “restore  the 
autopsy  to  its  rightful  place  as  teaching  instru- 
ment,” the  etlitorial  said. 

“Through  autopsies  the  ])athologist  can  answer 
various  specific  tpiestions  anti  provide  simple 
‘factual’  data  important  for  the  physician,  the 
jnitient’s  family,  and  the  statistician.  For  example, 
did  the  patient  have  peritonitis  following  an  opera- 
tion? Was  a sudden  death  due  to  an  embolism?  Was 
a lung  tumor  primary  or  metastic?  Answers  to  such 
tpiestions  tlo  not  constitute  ‘science,’  they  do  not 
atlvance  conceptual  or  general  knowledge,  but  they 
help  the  overall  care  of  patients.” 

The  autop.sy  is  unitpiely  suited  to  study  an  in- 
tlivitlual  disease,  saitl  Milton  G.  Bohrotl,  M.D.,  of 
the  Department  of  Pathology,  Rochester,  N.V., 
Cieneral  Htispital. 

“Every  tleath  corres])ontls  to  a failure,  either  of 
the  intlivitlual  physician,  or,  more  ctmimonly,  of 
medicine  as  a whole.  Every  necropsy  (aptop.sy) 
represents  a last  attempt  to  solve  the  enigma  of  the 
iiulividual  illness,”  he  said. 

.\utopsies  oti  all  tleaths  probably  should  be  done 
itt  teaching  and  clinical  research  centers,  said 
•Sitlney  G.  Madden,  M.D.,  of  the  Department  of 
Pathology,  .School  of  Medicine,  Ibiiversity  of  Gali- 
fornia,  Los  .\tigcles.  This  ideal  cannot  be  reached 
in  non-teaching  hospitals,  he  .said.  Ehe  goal  then 
must  be  selection  of  cases  which  yield  the  most  use- 
ful information. 

“Einally,  the  cpiestion  can  Ite  asked,  who  is  goitig 
to  do  autojxsies?”  said  Ciharles  S.  Davidson,  M.D., 
of  the  I'horndike  Memorial  Laboratory,  Boston 
Gity  Hospital,  Boston,  Mass.  “Many  pathologists 
nowadays  have  really  become  molecular  biologists 
and  are  no  longer  interested  in  the  autopsy  and  in 
pathologic  anatomy. 

“In  conclusion,  I am  sure  that  we  cannot  give  up 
the  autopsy,”  he  said.  “It  is  absolutely  necessary, 
but  it  must  seek  its  place  among  all  the  various 
methods  of  study  of  the  patient,  of  groups  of 
patients,  in  teaching,  or  in  medical  research.” 

Other  symposium  participatits  were  J.  Beach 
Howard,  M.D.,  of  the  Department  of  Pathology, 
Cleveland  Clinic,  Cleveland,  Ohio,  and  Alfred 
Angrist,  M.D.,  oi  the  Department  of  Pathology, 
.Albert  Einstein  College  of  Medicine,  New  York 
City. 

LIO 


Multiple  Sclerosis  Clusters  Found 

Ehere  appears  to  me  an  unidentified  environ- 
mental factor  distributed  in  mitch  the  same  way  as 
the  clusters  of  multiple  sclerosis  foutid  in  various 
countries,  says  an  article  in  a current  publication 
of  the  .American  Medical  .Association. 

Identifyitig  this  factor  may  give  a clue  to  the 
cause  of  multiple  sclerosis  (MS),  one  of  the  most 
common  primary  diseases  of  the  nervous  system. 

'Ehe  utiknown  factor  seems  to  itulicate,  the 
aitthor  said,  that  MS  is  an  “accpiired  exogenous” 
disease— meaning  otie  accpiired  Ircjin  elements  out- 
side the  body. 

“It  would  be  significant  to  be  able  to  say  that  MS 
is  an  accpiired  disease,”  said  an  editorial  in  the  ciir- 
retit  Journal  of  the  .American  Medical  .Association. 
“If  this  concept  and  the  consecpietit  inferences  are 
tenable,  a valuable  tool  in  work  with  the  disease 
may  exist.” 

Up  to  now,  the  illness  has  generally  been  con- 
sidered of  unknown  cause,  unpredictable  course, 
atid  unresponsive  to  therapy. 

d'he  author,  J.  F.  Kurt/ke,  M.D.,  summarizes 
recent  studies  of  the  incidence  of  multi])le  sclerosis. 
His  report  appears  in  the  February  issue  of  the 
.Archives  of  Neurolcjgy.  Dr.  Kurtzke  is  a staff  mem- 
ber of  the  Veterans  .Administration  Hospital  and 
the  Georgetown  University  .School  of  Medicine, 
Washington,  D.C. 

Multiple  Sclerosis  incidence  varies  iti  wide  brands 
across  the  earth,  he  noted.  Fhe  tiorthern  United 
States,  Southern  Cianada,  and  northern  Europe  are 
in  the  highest-lrecpiency  band  (.HO  to  60  cases  of 
MS  per  100,000)  include  the  southerti  IbS.  .southern 
Europe,  and  .Australia.  .Asia  and  .Africa  seem  to 
have  the  lowest  incidence  of  MS.  These  figitres  may 
be  distorted  by  a lack  of  adecpiate  surveys  in  some 
areas. 

More  importatit.  Dr.  Kurtzke  noted  that  in  al- 
most every  North  European  country  where  MS  has 
beeti  surveyed,  the  disease  appears  in  clustered 
areas. 

Dr.  Kurtzke  concludes  that  these  clusters  indicate 
the  presence  of  an  exogenous,  or  outside,  factor 
as.sociated  with  the  disease.  Fie  does  not  speculate 
what  this  factor  might  be,  but  does  eliminate  some 
[possibilities. 

Climate  or  diet  seem  to  be  ruled  out.  ’Fhe 
cluster  areas  of  disease  are  too  small  to  be  affected 
by  these,  he  said. 

Hereditv  may  not  be  a factor,  either.  In  Denmark 
and  .Switzerland,  where  two  generations  of  patients 
were  surveyed,  MS  could  not  be  attributed  to 
familial  cases.  Neither  could  it  be  correlated  with 
the  distribution  of  doctors  or  medical  facilities. 
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DiNTOCAIN  LOTION,  MILD 


rORM^A—  Alcohol . 70% 

^ Benzocaino  •»*...•  10% 

M Chloroform.  4 mlna.  per  fluidounce. 

OH>  Xhc  IfSaw^  , • • 

KURHlbCAIN  LOTION  MILD  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A smoll  amount,  applied  with 
«fntla  massage,  brings  quick,  soothing  relief  to  irritated  and 
lollotmed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

p*t  Mte  Moiltefi  • , , 

By  providing  more  comfort  and  extra  sleep  for  the  baby.  DENTO* 

' ; . ■Chilli,  LOTION  MILD  grants  the  mother  greater  peace  of 
' 'ndM'and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
" for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,ll.S.A. 
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FOR  iVEtF  ENGLAND  PHYSICIANS: 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician 
associations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

mail  coupon  for  prospectus  — — — — — — — — — — 


Beacon  Investing  Corp. 

c/o  National  Shawmut  Bank  of  Boston,  Custodian 

40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME  


ADDRESS 


am  a member  of  the 


(Name  of  State  Medical  Society) 


Medical  Society. 
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special  Notices 


NATIONAL  CONFERENCE  ON  INFANT  MORTALITY 
August  12-13,  1966 

A Nalioiial  Conference  on  Infant  Mortality  is  being  spon- 
sored by  the  American  Medical  Association’s  Committee  on 
Maternal  and  Child  Care.  The  Conference  will  l>e  held  on 
.\ngiist  lli-1.?,  1966,  at  the  lairmont  Hotel  in  .San  I'rancisco, 
California. 

,\n  o[)cn  invitation  to  attend  is  being  extended  to  chair- 
men and  members  of  all  state  and  county  Maternal  and 
Child  Cate;  Perinatal  and  Maternal  Mortality  Committees; 
State  Health  Department  Directors  of  .Maternal  and  Child 
Health;  medical  school  facitlty  members  in  Departments  of 
Oltstetrics  and  Cynccology,  Pcdiatiics,  and  Preventive  Medi- 
cine. 

The  program  has  been  ])lanned  to  explore  ellective  ap- 
[)roaches  for  continuing  the  reduction  of  infant  mortality. 
Special  workshops  will  Ite  arranged  to  discuss  the  identifica- 
tion of  high  risks,  organization  and  delivery  of  special  care 
services,  manpow'er  utilization,  (ontinuity  of  reproductive 
care  and  problems  of  ])rematurity.  Other  subjects  to  be  cov- 


ered by  special  .speakers  will  include  perinatal  mortality 
studies,  obstetric  and  pediatric  education  ]jrograms,  research 
cpiestions,  expectant  parent  and  sex  education,  and  |)opula- 
lion  control. 

I hose  interested  in  receiving  ftirther  information  about 
registration  for  the  Conference  shotdcl  write  the  Sccretarv, 
Committee  on  Maternal  and  Child  Care,  .\merican  Medical 
.\s.sociation,  ,')35  Xorth  Dearborn  Street,  Chicago,  Illinois 
606 10. 


Drug  Revolution  In  Psychotherapy 

Following  a decade  ol  wide  clinical  use,  jjsycho- 
therapeutic  drtigs  are  firmly  established  as  potent 
and  uselul  therapeutic  agents.  7'he.se  drugs  have 
sparked  a revolution  in  the  treatment  of  major 
emotional  disorders,  such  as  schizophrenia.  This 
tremendotisly  disabling  illness,  which  strikes  at  an 
early  age  and  may  last  a lifetime,  is  becoming  more 
amenable  to  treatment.  Hospital  treatment  of  the 
insane,  oidy  recently  a national  disgrace,  has  now 
become  more  humane,  more  energetic,  and,  most 
of  all,  more  eflective,  due  largely  to  drug  therapy. 
—Leo  E.  Hollister,  M.l).  in  CAiuical  Pharmacology 
and  Therapeutics,  (6:417),  july-August,  1965. 


TIME  OUT , . , to  mark  this  special  day 

on  your  calendar 

SEPTEMBER  28,  1966 

41st  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

Connecticut  State  Medical  Society 

and  the 

YALE  UNIVERSITY  SCHOOL  OE  MEDICINE 

to  be  held  in 

MARY  S.  HARKNESS  MEMORIAL  AUDITORIUM  — YALE-NEW  HAVEN  MEDICAL  CENTER 

333  Cedar  Street,  New  Haven,  Connecticut 
It  will  be  a one-day  program  beginning  at  9:30  A M.  and  adjourning  at  5:00  P.M. 

WEDNESDAY,  SEPTEMBER  28,  1966 

— WATCH  YOUR  MAIL  AND  THE  JOURNAL  FOR  COMPLETE  INFORMATION  — 
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HALL -BROOKE  HOSPITAL 

Westport,  Connecticut  Telephone:  227-1251 

A Dynamically  Oriented  Hospital  for  the 
care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community. 

Accredited  By:  The  Central  Inspection  Board  of  the  American 
Psychiatric  Association. 

The  Joint  Commission  on  Accreditation  of  Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D, 

Medical  Director  Clinical  Director 


Nursing  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 


Member  agency.  Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 


LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident.  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 

D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  offices  in  . . . 

BRIDGEPORT  — HAMDEN  — NEW  LONDON  — WATERBURY 
WETHERSFIELD  — STAMFORD  — TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz,  and  1 oz,  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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CLASSIFIED  ADVERTISING 

59.00  for  25  words  or  less; 

513.00  for  50  words;  20^  for  each  additional  word. 

50(f  extra  if  keyed  through  CONNECTICUT  MEDICINE 

P.WABLE  IN  AD\  ANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


(iENER.M.  PR.VC'I  ICT  estal)lished  over  30  years.  Population 
of  75,000  with  physician  shortage.  Completely  furni.shcd 
.street  level  oflice  with  parking  facility.  Immedialelv  avail- 
able. I'avorahle  terms.  For  further  information  telejrhone 
1-735-1127. 


EEDEREV  P.SVCHI.M  REST,  preparing  to  retire,  has  attrac- 
tive oflice  .space  available.  Excellent  location  on  East  Side  of 
I5ridgei)ort.  Call  Bridgeport  334-2755  or  write  D.P.C;.,  c-o 
Connecticut  Medicine. 


FOR  S.U.E:  White  iron  examining  room  table.  Instrument 
cabinet,  chaiis,  table  with  steriliser:  Best  offer.  Write  Smith, 
Box  444.  4\'oodbury  or  phone  1-203-257H. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknowledgement  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender . Selection  will  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


JAMA  Selected  ()ueslio7is  and  Answers.  Foreword  by  Alfred 
Soffer,  M.D..  Editor,  Ouestions  and  .\nsweis  De])artment, 
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Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 


(joNNF.CTicur  Mldicini:,  June,  19()f') 
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button  popper  button  popper 


Bamadex*  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MANUSCRIPTS 

Manuscripts  should  be  typewritten,  double  spaced  on 
white  paper  8i^  x 11  inches  with  adeejuate  margins  on 
firm  paper.  The  original  copy,  not  the  carl3on  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  considered.  Authority  for  approval  of  all  con- 
tributions rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  The  publishers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

The  first  page  should  list  title,  the  author  (or  authors)  , 
degrees,  and  any  institutional  or  other  credits.  Bibliogra 
phies  should  conform  to  the  style  of  the  Quarterly  Cumu- 
lative Index  published  by  the  American  Medical  Associa- 
tion. This  requires  in  the  order  given:  Name  of  author, 
title  of  article,  name  of  periodicals  with  volume,  page, 
month— day  of  month  if  weekly— and  year.  Number  should 
be  limited  to  absolute  minimum.  References  should  be 
numbered  consecutively  in  order  in  which  they  appear  in 
the  text. 

LENGI  H OF  ARTICLES 

Ordinary  ai  tides  should  not  exceed  3,000  words  (ap- 
proximately 3 printed  pages).  Under  exceptional  circum- 
stances only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUSTRATIONS 

Illustrations  should  be  numbered  consecutively  and  indi- 
cated in  the  text.  The  number,  indication  of  the  top.  and 
the  author’s  name  should  be  attached  to  the  back  of  each 
illustration.  Legend  should  be  typed,  numbered,  and  at- 
tached to  each  illustration.  Photographs  should  be  clear 
and  distinct;  drawings  should  be  made  in  black  ink  (pre- 
ferably India  ink)  on  white  paper.  For  half  tones,  glossy 
photographs  should  be  submitted.  Connecticut  Medicine 
will  bear  the  cost  of  printing  two  cuts  accompanying 
manuscripts  submitted  for  publication.  The  cost  of  print- 
ing more  than  two  cuts  must  be  borne  by  the  author. 

NEWS 

Our  leaders  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of 
inteiest  to  physicians.  We  shall  be  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  be 
received  one  month  prior  to  the  expected  date  of 
publication. 

ADVERTISING 

All  advertising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Medical  Journal 
Advertising  Bureau  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  reviewed 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REPRINTS 

Reprint  orders  should  be  returnetl  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript. 

Communications  should  be  addiessed  to  Connecticut 
Medicine,  160  St.  Ronan  Street,  New  Haven,  Conn., 
Telephone  865-0587. 
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Now  available! 


( .FLURANDRENOLONE 
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(diphenylhydantoin) 

PARKE-DAVIS 

27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request. 
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editorials 


As  it  is  now  we  know  nothing  ol  the  result  oi  the 
drug  until  weeks  have  passed.  Tliere  are  only  a 
handiul  ol  chemical  criteria  lor  the  short  term 
evaluation  ol  drug  action  in  cancer.  These  include 
measurements  ol  the  alkaline  phosphatase  in  liver 
metastasis,  acid  phosphatase  in  prostatic  carcinoma 
that  has  invaded  bone,  lactic  dehydragenase  (LDH) 
in  a lew  widespread  ttunors,  urinary  calcium  in 
skeletal  involvement.  Then  one  can  detect  excre- 
tory products  ol  a relatively  lew  secreting  tumors 
such  as  gonadotrophins  in  choriocarcinoma,  pres- 
sor amines  in  pheochromocytoma,  corticosteriods 
in  adrenal  carcinoma  and  indolacetic  acid  in  carci- 
noids. Beyond  these  lew  measures  we  really  have 
nothing  to  rely  on  except  weeks  or  months  ol  clini- 
cal observation.  The  patients  are  either  better  or 
worse,  alive  or  dead.  In  short  clinical  investigation 
is  extremely  difficult. 

From  experiments  on  tumor  transplants  and  our 
growing  knowledge  ol  host  resistence  there  has  de- 
veloped a distinct  possibility  that  the  same  agent 
we  are  using  in  chemotherapy  may  he  dampening 
some  mitotic  activity  in  the  tumor,  while  at  the 
same  time  it  is  lowering  the  patients  resistance  to 
the  tumor.  These  two  simultaneous  actions  can  ex- 
plain some  ol  the  baffling  phenomena  seen  in 
treated  patients  who  seem  one  day  to  be  better  and 
another  week  lar  worse.  The  drug  is  inhibiting 
mitotic  activity  and  antibody  synthesis  simultane- 
ously. To  study  this  double  action,  an  investigator 
needs  not  only  the  chemical  indices  ol  tumor 
growth  previously  mentioned  but  also  better  meth- 
ods lor  measuring  the  concentration  ol  the  drug  in 
the  blood  and  its  excretion  in  the  urine  and  lor 
immunologic  studies  in  cancer. 

- THE  COVER 

RHAZES  AND  ARABIC  MEDICINE 

THE  WEST  is  deeply  indebted  to  medieval  Arabs  lor  preservation  ol  ancient 
Greco-Roman  knowledge  during  the  Middle  Ages,  and  lor  improving  on  it. 

Otir  numeral  system  and  many  words,  such  as  alcohol,  came  Irom  the  East, 
as  did  many  medical  advances.  Leaders  in  Arabic  medicine  were  the  Persians, 

Rhazes  and  Avicenna.  Rhazes  (865-925  A.D.)  , noted  lor  keen  observation  and 
inventiveness,  was  first  to  describe  measles  and  smallpox;  to  observe  pupillary 
reaction  to  light;  to  use  mercurial  purgatives;  and  to  pidrlish  a text  on  chiklren’s 
diseases.  His  teachings  were  very  highly  regarded  lor  many  centuries. 


Cancer  Chemotherapy 

In  1948  Earber’^  and  his  colleagues  first  reported 
the  effect  ol  aminopterin  on  acute  leukemias  in 
childhood.  This  opened  possibilities  in  the  treat- 
aient  ol  advanced  malignancy  previously  reserved 
anly  lor  a small  group  ol  late  tumors  amenable  to 
ivhole  body  radiation.  Many  other  toxic  agents 
were  soon  to  lollow  and  treatment  could  now  be 
affered  to  the  patients  dying  ol  hopelessly  wide- 
spread disease.  Such  treatment  at  first  was  offered 
with  the  expressed  hope  ol  slowing  the  growth  ol 
widespread  tumors  or  possibly  even  producing  its 
regression.  In  the  mesenchymal  tumors  ol  the  blooil 
forming  organs  such  as  the  lymphomas  and  leuke- 
mia, and  in  certain  other  tumors  ol  childhood 
(4Vihnsrhabdomyosarcoma)  the  benefits  to  be  at- 
tained Irom  drug  therapy  are  quite  impressive,  in 
terms  ol  long-term  remissions  and  even  some  that 
might  at  times  be  termed  cures.- 

In  epithelial  cancers  ol  the  adult,  the  best  results 
ichieved  to  date  have  been  short  periods  ol  stabil- 
ity or  regression  ol  the  tumor.  It  is  therelore  in  this 
group  that  the  most  pressing  problems  present 
themselves  on  the  tise  ol  cytotoxic  drugs.  Moore- 
has  detailed  these  problems  under  three  headings; 
clinical  investigation,  host  resistence,  and  treatment 
policies  on  late  cancer.  As  to  clinical  investigation, 
he  points  out  how  difficult  it  is  to  achieve  intelli- 
gent clinical  research.  One  can  only  try  one  drug 
in  one  person  and  rebel  in  many  patients  is  rare. 
II  other  modalities  are  needed  in  the  interest  ol 
the  patient,  these  cloud  the  result.  Eurthermore, 
there  are  lew  discriminating  chemical  indices  that 
can  be  used  to  gauge  the  progress  ol  the  treatment. 
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Under  “irealnienL  policy”  in  the  patient  with 
late  cancer,  Moore  points  out  that  such  problems 
first  arise  when  the  patient  first  learns  that  he  has 
a recurrent  tumor.  I'he  former  tendency  to  ‘‘shop 
around”  among  institutions  seeking  the  ‘‘latest 
treatment”  has  Iteen  abated  by  the  use  of  chemo- 
therapy. Many  patietits  now  retain  confidence  in 
their  institutions  and  their  doctor  because  chemo- 
therapy is  available  to  them  in  their  extremity. 
'I'he  cytotoxic  agents  have  saved  thousands  of  pa- 
tients from  being  subjected  to  multijde  small  doses 
of  creatine  (Krebiozen)  . \Vith  chemotherapy  the 
patient  achieves  the  belief  that  something  newly 
discovered  is  being  used  to  help  him.  He  believes 
that  relief  might  be  Icjrthcoming  and  occasionally 
it  actually  is.  If  the  drug  is  used  in  doses  which 
avoid  systemic  toxicity  (this  is  not  always  achieved) 
the  early  use  of  these  drugs  during  a recurrent 
phase  of  malignancy  is  justified  both  on  psycho- 
logical and  medical  grounds  and  is  strongly  urged 
even  if  the  patient  is  asymptomatic. 

I'he  problems  of  treatment  policy  become  much 
more  difficult  when  the  patient  gets  sicker,  'riien 
the  drug  must  be  used  in  toxic  concentrations  or 
not  at  all.  If  used  the  patients  undergo  bone  mar- 
row depression,  susceptibility  to  infection  and  de- 
struction of  gastro-intestinal  mucosa  with  resulting 
massive  hemorrhage.  Uhese  complications  have 
given  rise  to  a popular  notion  that  doctors  have 
become  too  medtllesome  in  treating  late  cancer  and 
that  the  doctor  is  preventing  the  patient  from  dy- 
ing with  ‘‘dignity.”  The  patient  is  pictured  as 
succumbing  finally  in  a tangle  of  tracheotomy 
lubes,  positive  pressure  breathing  apparatus,  intra- 
venous infusions,  blood  transfusions  after  cancer 
chemotherapy. 

I'he  actual  facts  of  medical  treatment  in  late 
malignancy  are  far  removed  from  this  dismal 
image.  In  most  hospitals  and  in  the  hands  of  so- 
phisticated physicians  and  surgeons  therapy  in 
widespread  cancer  is  neither  ill  advised  nor  med- 
dlesome. Some  patients  actually  can  be  rehabili- 
tated by  a variety  of  means.  There  is  a considerate 
withholding  of  desperate  treatment  usually  with 
the  knowledge  of  ihe  family  and  with  watchful 
waiting  and  the  use  of  appropriate  analgesics  in 
the  last  days  of  the  patient.  Actually  the  withhold- 
ing of  such  cytotoxic  drugs  demands  as  much  dis- 
crimination as  giving  them. 

Every  consultant  has  seen  patients  to  whom 
withholding  of  treatment  has  brought  much  un- 
necessary misery.  In  the  last  weeks  of  a patient’s 
life  it  is  a challenge  to  the  clinical  judgment  and 
entire  facility  of  a modern  hospital  to  use  chemo- 
therapy intelligently.  'Ehere  appears  to  be  a final 
point  in  the  progress  of  ctincer  of  the  colon,  stom- 


adt,  thyroid,  breast,  pancreas,  and  biliary  tract  be- 
yond which  the  use  ol  cancer  chemotherapy  rarely 
if  ever  yields  a remission.  .\t  this  point  it  is  only 
an  emotional  pro|i  for  the  patient  and  his  family. 
But  it  becomes  an  immensely  complicating  factor 
]iarticularly  throitgh  damage  to  the  gaslro  intes- 
tinal mucosa.  Of  couse  it  is  the  doctor’s  job  to  be 
able  to  discern  when  this  moment  has  arrived. 

When  all  has  been  said  and  done,  there  is  an 
optimistic  side  also.  I'he  use  of  these  drugs  as  con- 
tinuous infusions  or  localized  pump-oxygenator  in- 
fusions, their  use  with  systemic  antagonists  and 
their  combined  use  with  ratliotherapy  and  surgery 
represent  im]jortant  new  sources  of  hope  for  the 
patient  with  late  malignancy.  I'hey  certainly  de- 
serve further  intensive  study. 

L.H.N. 
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Ethical  Problems  In  Human 
Experimentation:  2.  In  Relation 
To  Medicine 

The  physiciati  devoted  to  extending  the  horizons 
of  his  art  which  can  be  dcjiie  only  by  observation 
and  experiment,  is  and  rarely  needs  to  be  held  back 
Irom  rash  ventures.  Hippocrates  enjoined  us  first 
to  do  no  harm.  Here  is  obviously  a dilemma:  to 
learn  how  to  increase  ottr  capacity  for  cure  and  at 
the  same  time  take  no  risks  that  may  be  in  the  best 
interest  of  the  individual  sitbject.  But  medical  re- 
lations have  become  more  complex  in  an  age  of 
rapid  advances,  more  radical  therapy,  bolder  tech- 
niques, sjjecialized  roles  within  the  medical  profes- 
sion and  collaboration  with  other  scientific  disci- 
jtlines.^ 

Experimentation  goes  on  in  a wide  spectrum  of 
activity.  I'he  eat  her  court  decisions  did  not  rellect 
this  situatioti  because  they  held  that  a jjhysician 
e.xpei  itiienls  at  his  own  jjeril.-  However  these  state- 
tnents  refer  to  a doctor’s  departure  from  an  ac- 
cepted mode  of  treatment.  But  it  is  true  today  that 
exjterimentatioti  involves  a whole  ratige  of  prac- 
tices. One  is  the  practice  of  therapy  when  there  is 
no  generally  ace].)ted  mode  of  treatment  as  for  ex- 
amjde  chemotherajjy  for  certain  kinds  of  cancer. 
I'heti  there  is  the  use  of  drugs  or  injections  on 
patients  not  for  immediate  therapy  at  all  bitt  for 
the  sake  of  observations  of  the  results  with  a view 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Iiulications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
niuscle-rclaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  cxcessi\*e  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptifornr  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Miltowir 

(meprobamate) 


Mild  reactions  arc  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  jueprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  eases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 


Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 
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to  the  eventual  improved  treatment  of  sufferers 
who  may  or  may  not  include  the  particular  patient. 
Finally  at  the  other  end  of  the  spectrum  is  this  use 
of  non-patients  for  experimental  subjects.  What 
are  the  safeguards  against  abuse? 

One  is  the  doctor-patient  relationship.  In  dealing 
with  a patient  the  doctor  is  guided  by  his  domin- 
ant treatment  aim  and  responsibility.  His  role  is 
relatively  uncomplicated  although  the  decisions 
may  be  difficult  enough  to  reach.  He  is  guided  by 
the  welfare  of  the  patient  whether  to  disclose  and 
how  fully  the  nature  and  the  risks  of  the  treatment. 
To  the  doctor  the  patient  is  considered  an  end  not 
a means.  This  factor,  the  immediate  welfare  of  the 
individual,  is  the  doctor’s  inner  check. 

As  one  moves  away  from  the  doctor-patient  rela- 
tionship other  safeguards,  Freund  points  out,  than 
the  inner  check  become  more  crucial.  One  is  dis- 
closure and  consent.  Another  safeguard  is  the  ex- 
ternal check  of  another  echelon  of  medical  ap- 
proval. Still  another  safeguard  might  be  a recjuire- 
ment  that  all  the  residts  of  the  experiment  be  sub- 
mitted for  publication  when  they  are  negative  or 
not,  as  a check  on  an  overly  optimistic  exuberant, 
or  ambitious  experimenter. 

There  are  all  kinds  of  problems  about  sid)jecting 
a patient  to  the  legalism  and  the  tension  of  signing 
a document  after  disclosing  what  the  doctor  wishes 
to  do.  The  document  may  seem  horendous  to  the 
patient  in  his  condition.  Of  course  explanation  and 
consent  are  not  required  if  the  new  technique  is 
strictly  necessary  for  treatment.  This  is  especially 
true  if  the  risk  is  not  undue  and  if  in  the  judgment 
of  the  physician  and  a higher  echelon  of  medical 
advice  agrees  that  it  is  for  the  well-being  of  the 
patient. 

When  we  reach  the  case  of  the  non-patient  and 
of  the  normal  subject  we  enter  ground  covered  by 
the  Nurenberg  code  gotten  up  by  a committee  of 
the  American  Medical  Association.  It  demands  that 
voluntary  consent  of  the  human  subject  is  abso- 
lutely essential.  Freund  sees  a number  of  difficulties 
even  with  this  blanket  requirement  of  fidl  disclo- 
sure and  consent.  There  is  the  blind  or  double  blind 
experiments  in  which  non-disclosure  is  deemed 
essential  to  the  design  of  the  test.  In  such  a case 
there  is  the  greater  need  for  an  external  check 
through  the  approval  of  a higher  echelon.  But  even 
in  such  a case  the  risk  involved  should  be  relatively 
light.  We  are  here  dealing  in  other  words  with  a 
number  of  variables,  llie  degree  of  risk,  approval 
of  the  experiment  and  degree  of  disclosure  and  con- 
sent. 

There  are  other  problems  too.  What  about  the 
subject  who  does  not  po.ssess  full  capacity  to  con- 
sent, in  particular  the  problem  of  children.  Here 


the  rule  is  that  parents  may  consent  for  the  child 
if  invasion  of  the  child’s  body  is  for  the  child’s 
benefit  or  welfare.  This  is  true  even  if  the  benefit 
is  psychic  welfare  such  as  has  become  celebrated  in 
the  question  of  one  child  donating  a kidney  to  a 
sibling.  But  what  of  the  donor  to  a stranger  when 
benefit  to  the  child  is  not  present.  It  may  then  be 
that  children  should  be  ineligible  when  the  risk  is 
relatively  slight. 

Then  there  is  the  question  of  giving  payment  as 
it  may  affect  the  reality  of  the  consent.  Freund  sug- 
gests that  the  amount  paid  should  not  be  so  large 
as  to  constitute  undue  influence,  this  so  large  as  to 
obscure  the  appreciation  of  risk  and  weaken  the 
will  to  self-preservation.  “We  ought  not  be  put  in 
the  business  of  buying  lives.” 

Then  there  is  the  problem  of  students  wdio  are 
of  age.  Here  Freund  suggests  that  since  they  are  in 
some  respects  under  the  tutelage  of  the  university, 
in  addition  to  the  students  consent,  it  shoidd  also 
be  given  by  authorities  of  the  university  also.  As  is 
now  required  at  the  Flarvard  Medical  School  where 
both  the  administrative  board  and  the  Department 
of  Environmental  Health  must  give  approval  for 
the  employment  of  students  as  volunteer  subjects. 

The  problem  of  consent  is  especially  delicate  in 
the  case  of  prisoners  with  whom  ait  assurance  of 
parole  or  commutation  of  sentence  would  consti- 
tute undue  influence  or  duress  through  promise  of 
reward.  Freund  insists  there  should  not  be  a pres- 
sure to  conform  within  the  prison  generated  by  the 
pattern  of  rejecting  parole  applications  of  those 
who  do  not  participate.  It  should  not  be  made  in- 
formally a condition  of  parole  that  one  go  along, 
be  a good  prisoner,  and  subject  himself  to  mild 
experimentation. 

Freund’s  final  peroration  is  worth  (juoting  in 
full.  “In  closing  let  me  say  that  to  me  medicine  and 
law  and  art  have  an  essential  affinity.  As  the  artist 
finds  his  freedom  in  the  constraint  of  his  medium, 
in  the  canons  of  taste  and  in  respect  for  the  limita- 
tions of  his  material,  so  the  judge  and  the  physician 
too  find  their  freedom  in  their  fetters,  in  the  sym- 
bolic codes  that  assign  them  their  roles  and  render 
it  tolerable  to  make  judgments  involving  life  and 
death— fetters  that  somehow  make  it  possible  to 
surmount  the  agony  and  the  absurdity  of  human 
decisions.” 

L.H.N. 
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Utilization  Committee 
Or  Medical  Audit 

For  the  jjast  few  months  a jnime  sultject  of  dis- 
cussion in  hospitals  has  been  tlie  implications  of 
the  Medicare  act  for  the  future  of  American  hospi- 
tals and  medical  practice.  For  the  present  much  of 
the  impact  is  entirely  a matter  of  conjecttire.  One 
however  has  caused  consternation  and  dismay 
among  many  hospitals  and  their  medical  staff.  The 
Medicare  act  does  retpiire  that  every  hospital  and 
extended  care  facility  that  wishes  to  qualify  as  a 
provider  of  services  must  have  a titilization  review 
plan  and  that  it  must  have  two  mechanisms.  One 
is  the  medical  necessity  for  inpatient  .services  dur- 
ing a continuous  period  of  e.xtended  duration.  The 
second  is  retrospective,  and  retpures  a review  of 
admissions,  the  duration  of  stay  and  the  necessity 
of  the  professional  services  furnished  including 
drugs,  biologicals,  the  use  of  facilities,  services.  It 
is  this  part  which  may  be  called  utilization  evalu- 
ation. 

Fhese  two  problems,  necessity  for  admission  and 
eflicient  use  of  the  facility  will  probably  be  found 
best  handled  by  two  separate  committees.  Fhe 
method  the  committees  will  use  to  deal  with  them 
will  vary  somewhat  from  one  institution  to  an- 
other and  is  sj^elled  out  by  Slee.^  lire  medical 
nece.ssity  determination  is  rather  new  to  most  hos- 
pitals although  some  admission  and  discharge  com- 
mittees and  a few  utilization  committees  have 
worked  on  this  problem.  The  titilization  evaluation 
is  not  new.  Appropriate  use  of  hospital  and  medi- 
cal resources  and  facilities  has  always  been  of  con- 
cern to  conscientious  and  thoughtful  physicians 
and  hospital  administrators. 

W'herever  there  was  a “medical  audit”  it  has 
always  pointed  out  excessive  tise  of  drugs,  unneces- 
sary hospital  stays,  overburdening  of  the  laboratory 
with  recurrent  routine  “batteries”  of  tests  and 
other  wasteful  practices.  It  should  here  be  empha- 
sized that  the  medical  audit  did  not  have  its  origin 
from  attention  to  the  conservation  of  resources. 
Rather,  it  sprang  from  a need  we  all  feel  and  ptir- 
stie— the  drive  to  promote  the  best  possible  care. 

We  owe  to  the  American  College  of  Surgeons 
and  the  American  College  of  Physicians  the  leader- 
ship in  developing  methods  for  monitoring  the 
(jtiality  of  medical  care  through  standards  their 
dijilomates  mtist  achieve.  However,  their  diplo- 
mates  form  the  core  of  hospital  staffs  and  it  is  not 
surprising  that  the  hospital  medical  staffs  should 
develop  a methodical  approach  to  monitoring  the 
(juality  of  care  and  maintaining  the  highest  medi- 
cal standards.  This  began  with  a few  hospitals  and 
the  American  College  of  Surgeons,  first  by  estab- 


li.shing  the  professional  activity  study  and  pro- 
ceeded to  the  development  of  the  medical  audit 
program. 

•\  medical  atidit  is  defined  as  the  evaluation  of 
the  (piality  of  medical  care  as  reflected  in  the  medi- 
cal record.  The  word  quality  holds  the  key.  In  a 
metlical  audit  tpiality  can  be  defined  as  the  degree 
of  conformity  with  accepted  principles  and  prac- 
tices. These  desired  standards  of  excellence  obvi- 
ously recjuire  certain  fundamental  things  be  done 
for  every  jtatient.  It  metins  that  the  correct  steps 
and  procedures  be  taken  for  .specific  types  of  pa- 
tients and  that  investigation,  diagnosis  and  treat- 
ment be  tailored  to  the  individual  patient.  As  Slee 
states  “the  goal  is  to  achieve  those  standards  whcih 
each  physician  would  like  to  have  met  when  he  or 
a member  of  his  family  is  the  patient  and  which 
he  sincerely  tries  to  maintain  in  his  own  practice.” 

The  scope  of  the  medical  audit  is  comprehensive 
for  it  is  just  as  concerned  that  our  medical  and 
hospital  resources  be  conserved  as  is  the  utilization 
committee.  However,  in  addition,  equal  attention 
is  given  to  the  c|uestion  of  whether  every  patient 
gets  what  he  needs  for  his  particular  problem.  The 
medical  stalf  which  is  londucting  an  internal  medi- 
cal audit  is  also  carrying  out  a utilization  evalu- 
ation as  well  although  this  aspect  is  only  a portion 
of  the  medical  audit’s  total  function. 

The  second  portion  and  probably  the  more  im- 
portant one,  is  the  medical  audit  as  being  a power- 
ful tool  to  keep  physicians  abreast  of  medical 
progress  and  to  prevent  professional  obsolescense. 
When  it  was  first  introduced  its  aim  was  to  re- 
inforce the  education  arm  of  medicine  so  that  the 
fruits  of  research  are  transmitted  to  the  clinician 
and  translated  into  practice.  The  metlical  staffs 
own  review  of  its  daily  hospital  practice  is  an  im- 
portant technicjue  for  keeping  up  to  date.  It  helps 
us  to  discard  old  practices,  adopt  new  ones,  and  to 
make  the  best  use  of  available  resources,  whether 
they  be  hospital  beds,  tests,  drugs  or  personnel. 

.Slee  describes  the  methods  generally  employed  in 
metlical  audit.  A two  or  three  man  subcommittee 
on  each  of  the  major  hospital  services  is  formed 
which  can  discuss  the  topics  falling  within  its 
jurisdiction.  Both  general  practitioners  and  special- 
ists participate  since  the  goal  is  education  and  not 
the  judgment  of  the  general  practitioner  by  the 
specialist.  Fhe  review  is  not  of  the  physician  but 
of  medical  practice. 

Fhe  process  is  progressive  and  ustially  goes 
through  two  screening  steps,  and  then  by  examin- 
ation of  selected  individual  case  records.  The  first 
is  a review  of  descriptive  statistics  which  show  the 
kind  of  patients,  their  diagnosis,  the  operation  per- 
formed or  treatment  carried  out,  the  ti.se  of  blood. 
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'‘All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  DiabeteS/Arthritis, 
and  Peripheral  Vascular  Disorders* 


"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 

and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  v/ith  arteriosclerosis  obliterans,  deep 

tered  in  a significant  number  of  diabetic  patients."'  thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now.., specif  1C  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 

WALKE 


QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur- 
bance. Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  in- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  al.:  Med.  Times, 
87:818,  1959. 
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length  o[  stay,  complications,  consnltations,  death 
rates,  etc. 

Then  follow  a review  of  detailed  statistics  of 
gronps  of  patients  in  order  to  see  how  specific  as- 
pects of  care  correspond  with  what  the  best  care 
would  look  like.  Only  then  can  examination  of  in- 
dividnal  cases  be  undertaken  especially  if  the  sta- 
tistics turn  out  to  be  at  variance  with  expected 
standards.  Obviously  if  the  care  of  the  patients  is 
to  be  audited,  it  is  essential  for  the  hospital  to  have 
a medical  record  information  retrieval  system  to 
give  essential  statistical  data.  There  must  be  prog- 
ress detail  permitting  each  statistic  to  be  converted 
into  the  case  histories  of  individual  patients.  There 
will  need  to  be  adequate  original  records,  modern 
methods  of  tabulation,  presentation  and  analysis  of 
data,  skilled  information  retrieval  personnel  in  the 
medical  records  department  ready  to  help  the 
medical  staff. 

There  will  have  to  be  a medical  staff  trained  in 
the  technique  of  medical  audit.  At  the  present  time 
this  is  not  taught  in  medical  schools  or  residencies. 
Clearly  there  are  two  aspects  to  this  process:  de- 
velopment of  criteria  against  which  the  case  will  be 
matched;  working  with  information  in  statistical 
and  coded  form  in  order  to  screen  large  itumbers 
of  cases  rapidly,  looking  for  possible  problem  areas. 

Criteria  will  be  derived  from  the  committee’s 
own  knowledge  of  what  constitutes  good  practice,  a 
search  of  the  literature  and  consultation  with 
specialists  when  doubts  may  arise.  This  type  of 
thing  is  fotmd  in  handbooks  of  therapy  often  got- 
ten out  by  individual  departments,  but  has  to  be 
interpreted  in  statements  such  as,  if  our  T and  A 
practice  approaches  excellence  then  . . . or,  if  dia- 
betic acidosis  treatment  approaches  excellence 
then  . . .or,  if  treatment  of  unconsciousness  ap- 
proaches excellence  then  ...  or,  if  heart  failure 
treatment  approaches  excellence  then  . . . Clearly 
there  is  a good  deal  of  work  to  be  done  in  merely 
establishing  the  criteria  for  excellence  in  medical 
practice. 

It  appears  that  a new  pattern  of  medical  staff 
organization  is  already  being  set  np  by  the  general 
disappearance  of  separate  committees  such  as  tis- 
sue committees,  transfusion  committees,  and  others 
covering  areas  of  narrow  concern.  These  are  being 
embraced  within  the  more  inclusive  approach 
offered  by  the  medical  audit.  Furthermore,  utiliza- 
tion evaluation  will  not  call  for  an  additional  com- 
mittee in  the  hospital  which  already  has  an  active 
internal  audit  since  the  requirement  for  evaluation 
of  utilization  is  satisfied  by  the  medical  audit.  In 
contrast  to  merely  curbing  excessive  use  of  facilities 
and  services,  the  function  of  a utilization  commit- 
tee, the  medical  audit  emphasizes  also  the  impor- 


tance of  insuring  that  all  patients  receive  all  they 
need. 

Medicine’s  drive  has  always  been  to  insure  for 
the  next  patient  better  care  than  given  the  last  one. 
The  rapid  growth  of  biomedical  science  makes  pro- 
fessional obsolescence  a constant  threat.  It  is  for 
this  reason  that  continuous  education  for  the  physi- 
cian has  become  a compelling  force.  The  evaluation 
process  in  the  medical  audit  is  itself  a motivated 
form  of  continuous  education  for  the  physician.  In 
addition  to  being  springboards  for  staff’s  formal 
and  informal  education  they  undotibtedly  must 
uncover  many  problems  for  investigation  in  clini- 
cal medicine. 

L.H.N. 

Reference 

1.  Slee,  V.  N.:  Tlie  Utilization  Committee  and  the  Medical 
Audit.  The  Bulletin  of  the  Am.  Coll.  Phys.  7:  71,  1966. 

The  Cell-Virus  System 

Since  1952  we  have  known  that  bacteriophage 
(virus)  reproduces  itself  once  it  penetrates  a bac- 
terium, reproduces  itself  from  its  sole  genetic  mate- 
rial and  gives  rise  to  virions.  This  it  does  becatise 
inside  the  cell  the  nucleic  acid  molecule  (the  virtis) 
finds  enzymes,  building  blocks,  a source  of  energy, 
ribosomes,  for  its  own  reproduction.  It  wasn’t  long 
before  it  was  found  that  this  was  not  a unitpie 
property  of  the  bacteriophage,  but  a characteristic 
of  all  virtises.  Thus  it  may  be  said  that  viruses  are 
strict  parasites  which  have  created  a remarkably 
new  order  to  ensure  their  own  perpetuation. 

Lwoff  explains  that  when  the  genetic  material  of 
a highly  virulent  bacteriophage  penetrates  a bac- 
terium, the  bacterial  chromosome  is  destroyed  and 
the  bacterium  becomes  incapable  of  producing  mes- 
sengers and  bacterial  proteins.  In  the  meanwhile, 
the  DNA  of  the  bacteriophage  synthesizes  its  own 
messengers  with  the  aid  of  ribonucleotides  and  en- 
zymes of  its  host.  Some  of  the  proteins  are  enzymes 
necessary  for  the  manufacture  of  specific  constitu- 
ents of  the  phage.  Others  are  e.nzymes  necessary  for 
the  replication  of  the  bacteriojthage  DNA,  and  still 
others  are  structural  proteins  of  the  virions.  The 
last  one  formed  is  endolysine  which  destroys  and 
ruptures  the  bacterial  wall  thus  ensuring  the  lib- 
eration of  the  virions.  Everything  takes  place  as  if 
a system  of  repression  and  derepression  were  acting 
in  sequence. 

The  bacterium  infected  by  a virulent  bacterio- 
phage has  become  a virus  factory  which  cannot  be 
stopped  except  by  its  own  disintegration.  This  is  an 
extreme  case  because  the  relation  between  virus  and 
bacterium  do  not  always  have  this  dramtic  char- 
acter. Some  infected  bacteria  survive  and  perpetu- 
ate the  ability  to  produce  bacteriophages.  These 
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are  termed  lysogenic  l)actcria  in  which  the  bacteria 
and  the  j)hage  live  in  ec^uilibrium.  'riuis  once  a 
\irns  enters  a cell,  the  viral  and  cellnlar  molecnles 
conlront  each  other  and  their  late  is  then  decided 
in  either  one  of  two  ways.  Either  the  virus  will 
nudtiply  in  the  cell  or  the  cell  will  enslave  the 
virus.  In  short,  it  is  either  “total  war  or  peaceful 
co-existence.’’  How  and  why  of  peacefid  co- 
existence was  the  big  (juestion  Lwolf  asked  himself. 

A\'hen  he  irradiated  lysogenic  bacteria  with  ultra- 
violet radiation  the  bacteria  continued  to  grow  foi- 
ls minutes,  then  began  to  undergo  lysis  and  in  the 
process  each  of  them  liberated  about  100  virions. 
\\'hat  he  had  done  was  to  induce  phage  reproduc- 
tion in  the  bacteria  which  before  were  acting  nor- 
mally. The  “prophage,”  the  name  given  to  the 
virus  when  it  was  in  ecjuilibriimi  with  the  bac- 
terium, was  converted  into  the  bacteriophage  which 
is  a mortal  disease.  In  short  the  silent-virus  was 
forced  by  irradition  to  express  its  full  potential- 
ities. 

Previously  we  h;id  thought  that  irradiation 
killed  a cell  because  it  destroyed  an  esential  struc- 
ture. Here  irradiation  was  lethal  because  it  ac- 
tually triggered  synthesis  of  virus  which  were 
lethal  to  the  cell.  Where  then  was  the  prophage 
located  and  what  was  its  nature?  Lwolf  showed 
that  it  was  attached  to  the  bacterial  chromosome 
at  a well  defined  |Joint,  the  so-called  Receptor 
which  is  unique  and  specific  for  each  type  of  virus. 

Ehe  term  “temperate”  is  given  to  a virus  which 
infects  a cell  but  lives  with  it  in  ecpiilibrium.  In 
such  a case  “the  genetic  material  of  the  virus  enters 
a cell,  jienetrates  its  cytoplasm,  explores  the  bac- 
terial chromosome,  recognizes  the  receptor  site  ;nul 
pairs  with  it.”  It  becomes  an  integral  part  of  the 
chromosome  and  behaves  as  if  it  were  a bacterial 
gene.  It  is  then  reproduced  by  the  enzyme  which 
also  reproduces  the  chromosome  of  the  bacterium. 
If  anything  shoidd  be  done  to  the  cell  to  detach 
this  new  gene,  then  it  may  begin  to  reproduce  with 
the  help  of  local  enzymes.  A\’hat  is  the  process  by 
which  lysogenic  bacteria  keep  the  infected  virus 
enslaved? 

'Lhe  belief  is  that  the  virus  attached  to  the 
chromosome  produces  a Repressor  which  is  at- 
tached to  the  operator  gene  (Ojieron),  the  virus, 
and  blocks  the  expression  of  the  structural  gene, 
d'his  is  necessary  to  prevent  the  virus  from  autono- 
mous reproduction.  A lysogenic  bacterium  can  be 
made  to  jiroduce  virions,  if  it  is  derepressed  as 
the  irradiation  did  and  as  many  chemical  inducers 
are  now  able  to  do.  Once  the  Operon,  (repres.sed 
gene)  is  derepre.ssed,  it  can  express  itself  again 
leading  to  autonomous  multiplication  of  the  viral 
genetic  material.  Thus  the  repressor  is  really  re- 
sj)onsible  for  cellular  immunity  to  viruses  while 


an  inducing  agent  like  irradiation  acts  by  in- 
,'ictivating  the  repressor. 

Lwolf  explains  that  the  fate  of  the  bacterium- 
^■irus  system  dej^ends  on  whether  the  repre,ssor  or 
the  key  enzyme  responsible  for  autonomous  multi- 
plication is  formed  first,  and  this  is  determined  in 
the  first  .seven  minutes  after  infection.  But  he 
points  out  that  through  the  infection,  the  lyso- 
genic bacterium  has  become  a new  organism,  a cell- 
virus  system  whose  fate  will  depend  on  certain 
asj)ccts  of  its  mettibolism  as  well  as  on  its  environ- 
ment. 

People  who  occasionally  exhibit  herpetic  infec- 
tions harbor  a cell-virus  system.  The  infected  in- 
dividual usually  presents  no  symptoms  of  disease. 
However,  it  will  erupt  under  the  influence  of  a 
great  number  of  factors,  although  during  the  latent 
period  there  are  no  symptoms  and  it  is  not  possible 
to  detect  the  virus.  During  the  latent  period  the 
viral  cycle  is  blocked.  .A  variety  of  “Inducers”  all 
end  up  by  derepressing  the  viral  gene  and  allowing 
for  its  multiplication  and  manifest  disease. 

Just  as  there  are  inducers  mentioned  above,  one 
woidd  expect  also  to  find  the  opposite  namely 
inhibitors.  Guanidine  for  examjjle  is  known  to 
iidiibit  the  development  of  certain  viruses  and  in 
j)articular  poliovirus.  Lwolf  believes  that  it  could 
act  by  inhibiting  the  synthesis  of  viral  RNA 
through  blocking  transmethylase,  the  enzyme  re- 
quired for  this  synthesis. 

Some  viruses  are  oncogenic,  the  polyoma  virus 
and  leukemia  virus  for  example.  It  is  quite  j)os- 
siijle  that  they  function  as  other  viruses  do  and 
set  up  a cell  virus-system.  In  our  approach  to 
treating  cancer  hitherto  we  have  been  occupied 
with  finding  substances  which  specifically  kill  the 
mtilignant  cell  and  e.xclude  the  normal  cell  or  else 
prevent  the  malignant  cell  from  multiplying. 
There  is,  however,  another  obvious  possibility  if  we 
reflect  on  what  we  know  of  the  cell-virus  .system. 
Instead  of  attempting  to  repress  the  viral  func- 
tions which  also  can  repress  vital  functions  in 
normal  proliferating  cells,  we  might  attempt  to  in- 
tensify viral  multiplication,  so  that  the  virus 
whose  cycle  is  blocked  thus  permitting  oncogenesis, 
instead,  develops  and  kills  the  host  cells,  in  short  by 
seeking  for  derepressors. 

We  are  still  ignorant  of  the  nature  of  the 
factors  which  govern  the  relation  of  oncogenic 
virus  and  cell.  But  only  a few  years  ago  we  were 
also  ignorant  of  the  effector  sites  on  the  gene  to 
which  virus  attaches.  We  were  also  ignorant  of  the 
repre.ssors  which  prevent  multiplication  as  well  as 
of  derepressors  which  free  the  virus  to  grow  and 
destroy  the  cell.  Such  re.search  must  be  developed 
and  extended.  Perhaps  this  will  be  the  way  towards 
the  destruction  of  the  oncogenic  virus  and  its  cell 
host. 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  1 am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  1 can 
keep  prescription  costs 
down. 


Regroton 


chlorthalidone  50  mg.  reserpine  0.25  mg, 


1 tablet  daily 
brings  pressure  down 


Aavantage:  Both  components  of  Regroton 
are  long-acting. 

/tirerage  dosage.' One  tablet  daily  with 
breakfast. 

Contraindications;  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precauf/ons;  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur";  take  jpartjcujar  care  in  / 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  Is  not 
recomrhended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  ef/ecfe.' Nausea,  vomiting,  diarrhea, 
muscle  cramps,' headaches  and, dizzifiess. 
Potential  side  effects  tncifide  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglyeerhia.  hyperuricemia,  lassitude, 
leukopenia,' nasal  stuffiness,  nightmare,  ' , 
purpura,  urticaria,  and  weakness. 


aliler 

Slll^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B I j Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 


It  can  be  seen  that  terms  are  appearing  which 
were  not  thought  of  when  many  of  us  studied  our 
basic  sciences.  Operon,  effector  sites,  repressors,  de- 
repressors, inducers,  etc.  We  may  take  pleasure  in 
understanding  some  of  these  newer  terms  solely 
for  the  pleasure  of  knowledge.  But  one  can  see  a 
promise  of  eventual  fruit  for  the  practice  of  ra- 
tional medicine  as  well,  and  how  the  great  minds 
like  Lwoff’s  function  in  pushing  the  frontier  of 
knowledge  forward.  Ribosome,  operon,  messenger 
RNA,  transfer  RNA  weren’t  used  by  medical  stu- 
dents 15  years  ago,  but  such  terms  we  must  under- 
stand for  a grasp  of  modern  microbiology,  which  is 
already  revolutionizing  biochemical  sciences,  genet- 
ics and  oncogenesis. 

L.H.N. 
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A Key  To  Antibody  Formation 

Certain  cells  produce  antibodies  in  response  to  a 
foreign  antigen  which  enters  the  blood  stream.  It 
is  through  the  body’s  ability  to  make  an  almost  un- 
limited variety  of  these  molecules  that  permits  it  to 
ward  off  many  diseases.  The  main  antibody  pro- 
duced in  the  circulatory  system  in  response  to  the 
challenge  of  foreign  antibodies  is  gammaglobidin 
(GG)  of  which  there  may  be  many  thousands  of 
varieties  but  they  all  have  a common  molecular 
weight  of  150,000  and  they  are  all  remarkably 
similar  in  their  structural  properties. 

Each  GG  molecule  consists  of  a long  chain  of 
aminoacids.  There  are  only  twenty  varieties  of 
aminoacids  but  their  sequence  can  vary  and  this 
permits  infinite  variability  in  the  structure.  It  is 
this  fact  that  makes  one  kind  of  antibody  differ 
from  others.  It  is  this  fact  which  makes  it  difficult 
to  understand  the  method  by  which  they  are 
formed. 

According  to  Dreger  and  Bennett  the  genetic 
procedure  which  governs  antibody  formation  “is 
radically  different  from  anything  normally  found 
in  modern  molecidar  genetics’’  and  therefore  they 
have  been  led  to  propose  a new  theory  about  gene- 
tic behavior  among  antibodies,  which  if  it  turns 
out  to  be  true  will  take  biochemistry  a step  closer 
to  understanding  how  antibodies  are  formed  with 
such  diversity. 

Ordinarily  G.G.  consists  of  four  subunit  poly- 
peptide chains  (see  figure  on  cover  page).  Two  of 
these  chains  are  identical  molecules  with  molecular 
weight  of  about  25000.  These  Dreyer  calls  L 
chains.  Two  other  H chains  are  twice  the  weight 
of  L chains.  The  sequence  of  aminoacids  in  these 


chains  is  organized  in  such  a way  that  the  mole- 
cules fold  themselves  into  configurations  that  allow 
them  to  interact  with  each  other  to  form  half  mole- 
cules. These  in  turn  combine  to  form  complete 
G.G.  structures.  The  sites  that  contain  the  antibody 
specificity  are  at  both  ends  of  the  molecule. 

Chemical  studies  aimed  at  determining  the  mole- 
cular basis  of  the  different  G.G.  have  thus  far  been 
handicapped  because  of  the  molectdar  heterogene- 
ity of  G.G.  Now  biochemists  have  been  able  to 
delve  more  deeply  into  the  structure  of  antibody 
molecules.  In  multiple  myeloma  the  plasma  cells 
secrete  a homogeneous  protein,  the  Bence-Jones 
protein,  which  is  in  fact  the  L chain  of  G.G.  Thus 
by  studying  this  protein  Dreyer  and  Bennett  were 
able  to  carry  out  chemical  studies  on  homogeneous 
L chains  which  it  was  not  possible  to  do  before. 

They  find  that  about  half  of  the  amino  acid 
sequence  in  these  chains,  taken  from  a strain  of  in- 
bred  mice  with  multiple  meyloma  is  always  identi- 
cal with  corresponding  portions  of  all  other  Bence- 
Jones  protein  chains,  while  the  remaining  part  con- 
tains a different  set  of  peptides  which  distinguishes 
it  from  any  other  protein  sample.  Stated  another 
way  the  G.G.  molecules  consist  of  uniform  portions 
the  L chain  common  to  all  antibodies  of  this  type 
together  with  active  areas  that  vary  between  mole- 
cules. 

It  is  possible  to  think  of  a model,  the  key  and 
the  lock.  The  portions  of  the  antibody  molecule 
that  differ  from  antibody  to  antibody,  form  a speci- 
fic “slot”  into  which  only  one  kind  of  antigen  can 
fit.  This  slot  is  like  the  tumbler  in  a lock  which 
differs  in  each  lock  and  reacts  only  when  the 
proper  “key”  or  foreign  antigen  comes  into  con- 
tact with  it.  It  is  the  variation  in  these  lock  “tum- 
blers” in  the  antibody  that  accounts  for  the  vast 
array  of  antibodies  possible. 

The  simplest  genetic  explanation  of  how  such  a 
wide  variety  of  antibodies  can  be  formed  in  the 
body  woidd  be  that  many  thousands  of  different 
genes  each  produce  a different  antibody  molecule. 
Dreyer  and  Bennett  found  that  this  actually  is  not 
the  case.  They  believe  instead  that  the  variable  end 
of  the  L chain  behaves  as  if  it  were  made  by  the 
genetic  code  contained  in  any  one  of  more  than 
1000  genes.  The  other  end,  the  part  that  is  com- 
mon to  all  L chains,  seems  to  be  the  product  of  a 
single  gene.  This  view  would  imply  that  a special 
kind  of  genetic  rearrangement  must  occur  during 
the  development  of  separate  antibody  producing 
cells. 

In  contrast  to  many  of  the  older  theories,  it  is 
Dreyer  and  Bennett’s  view  that  the  ability  of  a 
body  to  produce  a given  kind  of  antibody  molecule 
is  inherited.  This  implies  that  our  ability  to  de- 
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lend  ourselves  against  a parlicular  disease  is  the 
residt  ol  nioleeular  evolution  which  has  taken  plate 
over  many  millions  of  years. 

11  this  idea  on  antibody  lormation  proves  correct, 
it  may  provide  some  cd  the  knowledge  needed  to 
manulacture  antibodies  iti  laboratory,  a develop- 
ment that  could  revolutionize  medicine.  .Methods 
are  already  available  lor  synthesizing  small  mole- 
cides  of  .short  chain  aminoacids  as  for  example 
angiotensin.  It  cannot  be  too  long  befoie  these 
methods  will  be  extended  to  jiermit  syntheses  of 
much  larger  chains  of  aminoacids  such  as  those 
needed  in  the  manufac  ture  of  antibcxlies.  One  can 


speculate  that  perhaps  a globulin  will  be  found 
that  can  neutralize  many  antigens  rather  than  just 
one. 

If  and  when  man-made  machines  can  manufac- 
ture antibody  molecides  directed  against  specific 
disease  organisms,  man  will  be  able  to  protect  him- 
self against  new  diseases,  long  before  his  body  could 
develop  its  own  antibody. 

L.H.X. 

Reference 

I.  Drcycr,  \V.  J.,  Jk'iinelt,  |.  t;.:  riic  molcculai  hasis  of 

aiitihody  fonnation:  ,\  paradox.  I’roc.  Nat.  .\cad.  .Sci.  U.S. 
.51:  8()4,  19(i,5. 


THE  PRESIDENrS  MEDICARE  CONFERENCE 

Onuiu  ir.  Hess,  eSMS  president,  teas  one  of  the  “medical  and  hospital  leaders’’  who  was  invited  to 
attend  President  Johnson’s  ]]’hite  House  Conference  on  Medicare,  June  15,  1966.  The  following  are 
some  of  Dr.  Hcs.s’  impressions  of  the  meeting. 


,\s  the  day  of  activation  of  Medicare  approaches, 
some  impoitant  implications  ol  the  law  fall  into 
focus  more  clearly.  It  is  essential  that  new  relation- 
shijjs  that  will  be  treated  between  physicians,  hos- 
pitals, and  the  government  be  reccygnized  if  mis- 
understandings and  disappointments  are  to  be 
avoided. 

President  Johnson,  at  a recent  White  House 
Conference  on  Imjtlementation  of  P.L.  8P-97,  re- 
ferred to  the  launching  of  Medicare  as  an  historic 
event.  Indicating  sincere  pleasure  with  the  promise 
of  potential  benefits  for  those  aged  (i5  or  older,  he 
nevei  theless  warned  of  the  consecjuence  of  abuse. 

I bis  anxiety  is  understandable.  Misuse  ol  privi- 
leges, largely  dependent  on  individual  conscience, 
has  been  experienced  by  voluntary  insurance  agen- 
cies. .Some,  on  the  brink  of  bankruptcy,  found  it 
necessary  to  increase  premiums.  In  the  case  of 
financing  via  the  government,  under  provisions  of 
the  Medicare  law,  pre,servation  of  fiscal  solvency 
under  similar  conditions  could  necessittUe  further 
increases  in  Social  Security  contributions.  Since  this 
problem  is  related  to  financing,  it  is  mainly  of  con- 
cern to  the  actuaries.  It  is  not  the  responsibility  of 
the  physician,  other  than  as  a private  citizen  and 
as  a contributor  to  Social  Security.  Monitoring  of 
certification  for  admission  and  duratioti  of  confine- 
ment to  health  care  facilities  will  be  carried  out  bv 
utilization  committees  comprised  of  physicians. 


However,  judgment  of  the  needs  for  proper  care, 
kinds  of  medications,  etc.,  regardle.ss  of  cost,  will 
still  rest  with  the  doctor. 

Maintenance  of  the  optimum  relationship  be- 
tween physicians  and  hosjhtals,  and  other  health 
care  facilities,  will  reeptire  the  greatest  mutual 
effort.  Since  the  hospital  bed  occuptmey  by  patients 
6;5  or  older  is  now  25  per  cent  and  will  increa.se, 
the  burden  on  hospital  administrators  will  be  even 
more  acute.  Some  hospitals  have  not  yet  met  their 
responsibilities  to  the  community  physician  in  jno- 
vicling  sufficient  beds  or  aclecjuate  personnel 
(nurses,  anesthetists,  para-medical  assistant.s).  For 
this  reason  the  public  has  suffered  inconveniences 
aticl  possible  ])hysical  harm  from  delay  in  admis- 
sion. ,\t  the  same  time  there  has  been  inefficient 
use  of  available  time  and  talents  of  existing  physi- 
cian-manpower. With  the  government  now  assum- 
ing the  costs  involved,  there  seems  little  excuse  for 
further  proc rast ination. 

d'o  succe.ssfully  implement  the  .Medicare  law  a 
high  level  of  cooperation  will  be  recjuirecl.  It  is 
apparent  that  well-defined  areas  of  responsibility 
exist  for  the  Federal  government,  physicians,  hospi- 
tal and  extended  care  facility  administrators,  and 
the  public. 

Fhe  primary  responsibility  of  the  physician  is  to 
his  patient  and  the  preservation  of  high  equality 
care. 


KiO 
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START  SMALL  ...  . . . AND  GROW 

Sanborn’s  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT  ^ 

PACKARD  ^ SANBORN 
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Hewlett-Packard,  Yewcll  Sales  Division,  589  Saybrook  Road,  (203)  346-7719 
Middletown,  Conn.  06458 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazipe'/ 

brand  of  trifluoperazine 

offers 
true 
tranquilization. 

Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories,  Philadelphia 


462 


CoNNKciici'T  AIkdicine,  July,  1966 


Nephroblastoma  And  Neuroblastoma, 
A Current  Concept  In  Recognition  and  Treatment 


■ In  the  consideration  of  all  the  malignancies  of 
childhood,  if  one  excludes  leukemia  and  other 
blood  dyscrasias  as  well  as  central  nervous  system 
tumors,  the  most  common  malignancies  encotm- 
tered  are:  (1)  the  nephroblastoma,  also  knowm  as 
an  embryoma,  mixed  tumor,  or  Wilms  tumor,  and 
(2)  the  neuroblastoma,  the  general  term  which  de- 
scribes tumors  of  neural  crest  origin.  The  most 
primitive  or  undifferentiated  form  of  this  group  is 
the  sympathicoblastoma  or  sympathicogonioma, 
and  a more  mature  and  rarely  malignant  form 
known  as  the  ganglioneuroma.  Although  the  ne- 
phroblastoma arises  consistently  within  the  renal 
parenchyma,  the  tumors  of  neural  crest  origin  may 
occur  anywhere  along  the  sympathetic  chain  from 
the  neck  to  the  pelvis,  in  the  adrenal,  and  occasion- 
ally, most  prominently  in  the  liver.  Although  this 
latter  is  assumed  to  be  a metastatic  site,  the  pri- 
mary may  be  difficult  to  find.  Since  the  embryoma 
and  the  abdominal  forms  of  neuroblastoma  occur 
principally  as  asymptomatic  abdominal  masses, 
they  both  must  be  considered  in  differential  diag- 
nosis, in  addition  to  a common  abdominal  mass, 
that  of  hydronephrosis.  Since  the  histology  and 
clinical  behavior  of  the  tumors  varies  considerably, 
they  will  be  discussed  separately. 

Wilms  Tumor 

The  nephroblastoma  or  Wilms  tumor  is  charac- 
teristically described  from  a pathological  stand- 
point as  a mixed  tumor  with  tremendous  variation 
in  the  cell  type.  All  cellular  patterns,  including 
those  of  carcinoma,  sarcoma,  myxoma,  rhabdomy- 
oma, and  cells  of  neural  origin  are  found  in  vary- 
ing degrees,  in  addition  to  incompletely  formed 
nephrons,  appearing  principally  as  abortive  tubu- 
lar formation. 

It  never  has  been  possible  to  make  an  absolute 
correlation  between  the  histopathology  of  these 
tumors  and  their  clinical  behavior,  although  those 
that  are  primarily  sarcomatous  or  have  a large  com- 
ponent of  muscular  elements  are  generally  less 
radio-sensitive  and,  also,  less  sensitive  to  the  chemo- 
therapeutic agents.  These  tumors  may  appear  mul- 
ticentric in  origin,  and  from  five  to  ten  per  cent  of 
the  various  series  reported  indicated  bilaterality; 
an  important  consideration  in  the  therapeutic  ap- 
proach. Since  these  are  embryonal  tumors,  their 
presence  since  birth  is  undisputed.  Remarkably 


Lawrence  K.  Pickett,  M.D. 

abrupt  increases  in  size,  however,  have  been  noted, 
presumably  due  to  some  poorly  understood  disrup- 
tion of  the  tumor-host  relationship. 

CLINICAL  BEHAVIOR 

Most  of  these  ttimors  become  evitlent  in  the  hrst 
five  years  of  life,  some  being  detected  at  birth,  and 
an  occasional  one  as  late  at  seven  or  eight  years 
of  age.  Most  series  indicate  a predominance  of  the 
females.  Sex  is  not  a determining  factor  in  the  sur- 
vival rates,  whereas,  the  age  of  the  patient  at  the 
time  of  the  appearance  of  the  tumor  has  a remark- 
able inlluence  on  the  outcome;  those  that  occur  in 
the  hrst  six  months  or  year  of  life  have  a relatively 
favorable  outlook  with  survival  rates  between  85 
and  90  per  cent  recorded  in  many  series.®  The  older 
the  child  at  the  time  of  surgery,  the  less  likely  sur- 
vival becomes,  probably  as  a function  of  a pro- 
longed period  for  possible  metastases. 

The  recognition  of  these  tumors  is  generally  oc- 
casionetl  by  the  presence  of  an  asymptomatic  ab- 
dominal mass  in  the  majority  of  cases.  This  is  gen- 
erally not  associated  with  the  usual  signs  of  malig- 
nancy, i.e.,  fatigue,  pallow,  anemia,  loss  of  weight, 
anorexia,  or  pain.  Any  of  these  symptoms  may  oc- 
cur; however,  they  are  relatively  uncommon.  Hema- 
turia may  be  a presenting  symptom  or  when  found 
in  a course  of  the  evaluation  of  the  patient,  it  has 
a bad  prognostic  signihcance. 

Hypertension  is,  also,  present  in  a large  majority 
of  the  children  so  afflicted  but  is  rarely  a sympto- 
matic occurence. 

DIFFERENTIAL  DIAGNOSIS 

Since  the  tumor  generally  appears  as  an  asympto- 
matic abdominal  mass,  it  must  be  differentiated 
from  hydronephrosis,  other  intra-abdominal  masses 
such  as  duplication  of  the  bowel,  mesenteric  cyst, 
omental  cyst,  or  other  retroperitoneal  masses  such 
as  teratoma  or  sarcoma.  The  X-ray  evaluation  is 
the  ultimate  definitive  diagnostic  tool.  A plain  film 
of  the  abdomen  discloses  displacement  of  the  ab- 
dominal contents  medially  and  from  behind;  it  is 
rare  to  have  calcification  in  a Wilms  tumor  and, 
also,  rare  to  have  it  extend  across  the  mid  line.  In- 
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Intra\cnous  ])\clogi;mi  showing  calyceal  distoilioii  of  left 
kidney.  Stomach  is  displaced  medially,  f ilms  are  diagnostic 
for  Wilms  tumor. 

dentation  itpon  the  .stomach,  posteriorly  displacing 
it  anteriorly  and  medially,  is  common  in  lelt-sided 
masses.  Confluence  with  the  liver  shadow  on  the 
right  makes  a diflerential  diagnosis  between  a renal 
and  hepatic  mass  of  primary  importtince.  Following 
the  jdain  fdm  of  the  abdomen,  an  excretory  uro- 
gram — intravenous  pyelogram  — is  the  single  most 
useful  X-ray  examination;  since  the  tumor  has  an 
intra-renal  origin,  ihe  calyceal  .system  in  the  Wilms 
may  be  totally  obliterated  or,  more  commonly,  dis- 
torted and  sometimes  displaced.  Fhis  is  to  difler- 
entiate  it  from  the  usual  a]tpearance  of  an  adrenal 
tumor  such  as  neuroblastoma  which  causes  total 
displacement  of  the  renal  shadow  without  internal 
distortiem  of  the  calyceal  pattern.  T he  intravenous 
pyelogram  serves  to  differentiate  embryoma  from 
hydronephrosis  cm  the  basis  of  an  ureteropelvic  ob- 
structifjn  or  a double-collecting  system  with  a hy- 
dronephrcjtic  lower  pole.  A chest  film  is  an  essen- 
tial, since  the  Wilms  tumor  characteristically  meta- 
stasizes first  to  the  Itings.  Metastatic  surveys  of  the 
long  bones  generally  done  are  usually  helpftil  in 
yielding  oidy  negative  information.  It  is  rarely  nec- 
essary to  confirm  the  findings  of  an  intravenous 


pyelogram  tiy  a retrograde  study,  although  this  may 
occasionally  lie  indicated  in  the  absence  of  any 
function  on  the  side  of  the  mass.  Although  the  a]> 
jjroach  to  ;i  massive  hydronephrosis  of  this  sort  is 
not  unlike  that  of  a Wilms  tumor,  the  jnc^gnostic 
significance  of  the  approach  is  important,  as  the 
surgeon  might  be  inclined  to  use  a flank  incision 
in  the  case  of  hydronephrosis;  whereas,  the  trans- 
abdominal  approach  with  immediate  attention  to 
the  vascular  pedicle  of  the  tumor  is  indicated  in 
the  ca.se  of  the  malignancy.  In  the  vast  majority  of 
the  ca.ses,  no  further  diagnostic  efforts  should  tie 
made.  .Surgical  and  chemotherapeutic  a])proach  to 
the  tumor  can  be  undertaken  immediately.  Needle 
Ihopsy  is  to  be  condemned,  since  this  may  violate 
the  tumor  and  make  local  spread  a likelihood. 
W'hen  the  capsule  is  inttict,  this  is  ;in  extremely 
unusual  .source  of  spretid  of  the  disease. 

TREATMENT 

Prior  to  the  introduction  of  Actinomycin  D,  and 
more  recently.  Vincristine,  in  treatment,  surgery 
plus  jrostoperative  radiation  to  the  tumor  bed  was 


I k.crk  IB 

CliaracU'i i.stic  lung  mcta.sta.si.s  in  a iiinc-yeai -old  girl  with 
left  Wilms  tumor.  (Courtesy  of  Or.  William  Cryhoski,  New 
Britain,  Connec ticiit.) 
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Figurk  IIA  AND  Figlirk  IIB 

Photograph  of  ^Vilms  tumor  showing  multicentric  origin  with  separate  nodules  of  tumor. 


the  most  sticcesslul  approach  to  the  problem.  Spor- 
adically, throughout  the  history  of  the  disease,  pre- 
operative radiation  has  been  suggested  to  reduce  the 
size  of  the  tumor,  but  this  has  fallen  into  disuse 
because  of  the  occasional  misdiagnosis,  and  theo- 
retical, if  not  actual,  chance  of  metastasis  during 
the  radiation  therapy,  and  the  most  powerful  argu- 
ment, that  of  therapetitic  success,  since  the  most 
successful  series  in  the  literature  prior  to  chemo- 
therapy as  presented  by  the  Boston  Children’s  Hos- 
pital^  using  X-ray  following  surgery  and  not  before. 
Since  Farber’s^  original  report  on  the  effectiveness 
of  Actinomycin  D in  metastatic  Wilms  tumor,  and 
more  recent  reports  on  the  effectiveness  of  Vincris- 
tine, these  drttgs  have  been  added  to  surgery  and 
radiation  — an  overall  improvement  in  the  long- 
term prognosis.  Actinomycin  D and  X-ray  seem  to 
have  a somewhat  synergistic  effect,  and  when  used 
in  combination,  both  dosages  should  be  decreased. 

In  view  of  the  effectiveness  of  Actinomycin  D in 
treating  metastatic  Wilms  tumor,  it  has  been  felt, 
recently,  that  the  use  of  this  drug  in  the  preoper- 
ative state,  even  without  a tissue  diagnosis,  is  indi- 
cated. Reports  from  Australia,®  Houston,®  and 
elsewhere  indicate  that  Actinomycin  has  been 
given  in  a dosage  of  75  micrograms  per  kilogram 
divided  in  five  doses.  The  first  three  doses  were 
given  daily  prior  to  surgery,  then  surgery  was  per- 
formed, and  with  confirmation  of  the  diagnosis, 
the  remaining  two  days  of  therapy  were  given  fol- 
lowed by  irradiation  to  the  tumor  bed  and  to  pul- 
monary metastases,  if  such  be  present.  Radiation 
therapists  have  been  accustomed  to  giving  between 
3,000  and  3,500  roentgens  to  the  tumor  bed  follow- 
ing surgery.  When  given  in  combination  with  Actin- 
nomycin,  most  agree  that  radiation  dosages  mtist 
be  decreased  to  about  60  to  75  per  cent  of  the  total 
dosage.  Since  both  Actinomycin  and  radiation  are 
serious  bone  marrow  depressants,  close  evaluation 


of  the  marrow  depression  by  daily  cell  counts  in 
the  peripheral  blood  is  the  best  indication  of  dan- 
ger. Farber  has  felt  that  the  platelet  count  is  the 
most  sensitive  index.  Others  feel  that  white  cell 
depression  and  red  cell  depression  are  equally 
valid.  Repeated  bone  marrow  aspiration  and  abso- 
lute counts  of  cellular  elements  are  helpful,  btit 
the  peripheral  hematologic  picture  is  generally 
adetpiale  for  close  following  and  evaluation.  Actin- 
omycin D is  associated  with  a considerable  number 
of  side  effects  which  may  be  anticipated  with  stom- 
al ulcers,  loss  of  hair,  anorexia,  nausea,  vomiting, 
and  some  weight  loss.  Although  the  dritg  is  im- 
mediately effective,  maximum  effect  continues  for 
approximately  21  days,  so  that  radiation  during 
this  period  must  be  done  somewhat  carefully. 

RESULTS 

The  results,  in  the  larger  series,®  have  shown  a 
considerable  increase  in  stirvival  secondary  to  the 
use  of  Actinomycin  in  the  overall  group,  and  those 
treated  without  selection,  including  those  with 
multijtle  metastasis  at  the  time  of  the  removal  of 
the  original  tumor,  between  60  and  75  per  cent  of 
the  patients  had  had  survivals  for  a period  long 
enough  to  be  considered  cures.  In  the  younger  age 
group,  without  metastasis  being  present  at  the  time 
of  presentation,  expected  survival  is  considerably 
higher.  Definitive  figures  are  not  yet  available, 
however,  on  the  overall  effect  of  Actinomycin,  since 
the  drtig  has  been  used  repeatedly  in  many  cases 
with  suppression  of  the  tumor  but  sufficient  time 
has  not  elapsed  for  it  to  be  evaluated  as  a curative 
agent. 

Recently,  reports  have  shown  that  Vincristine,  a 
derivative  of  the  periwinkle  plant,  is,  also,  effec- 
tive in  treating  metastatic  Wilms  tumor.’®  No  ser- 
ies is  large  enough  for  evaluation  as  yet,  but  the 
alternative  use  of  Vincristine  and  Actinomycin  is 
advocated  in  cases  where  recurrence  is  evident. 
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Each  oI  these  drugs  seems  to  have  a decreasing  po- 
tency with  repeated  usage  and,  tlnis,  the  alternation 
may  lead  to  more  prolonged  palliation  aiul,  oc- 
casionally, cure. 

In  the  case  ol  metastatic  disea.se  in  the  lung 
where  a long  enough  jjeriod  ol  oh.servation  has  al- 
lowed the  a.ssumption  that  metastasis  is  solitary  and 
detailed  studies  ol  the  chest  including  laminog- 
raphy  indicate  no  other  lesions  present,  surgical 
extirpation  ol  the  .segment  ol  the  lung  involved  by 
the  lesion  is  indicatetl.  .Since  it  is  iar  more  rare  lor 
metastatic  lesion  to  be  single  than  to  be  multiple, 
this  would  .seem  to  be  the  unusual  case  in  which 
surgical  therapy  is  warranted.  Whth  the  addition  ol 
Actinomycin,  radiation  therapy  to  a localized 
lesion  ol  the  chest  or  to  numerous  lesions  has  been 
possible  without  the  serious  alter  effects  ol  radia- 
tion fibrosis,  so  common  in  previous  attempts  to 
radiate  pidmonaiy  metastatic  lesions. 

An  additional  word  may  be  said  lor  the  surgery 
ol  bilateral  Wilms  tumor;  more  commonly  one  side 
is  considerably  larger  than  the  other,  and  this  has 
been  removed  surgically  with  dependence  on  the 
■Vctinomycin  and  minimal  X-ray  therapy  lor  con- 
trol ol  the  contralateral  lesion.  Radiation  therapy 
must  be  used  with  great  care  in  the  single  remain- 
ing kidney,  as  radiation  nephritis  is  as  latal  as  the 
malignancy.  Direct  prolusion  ol  the  renal  artery 
has  been  suggested  and  attemjjted,  but  no  well- 
lounded  program  can  be  advised  at  the  present 
time  because  ol  a paucity  ol  experience. 

I he  addition  ol  Actinomycin  to  radiation  in  no 
way  circumvents  the  need  lor  early  and  carelul  sur- 
gical excision  with  the  earliest  possible  interrup- 
tion ol  the  venous  drainage  ol  the  tumor  during 
excision.  Great  care  to  avoid  violation  ol  the  cap- 
sule is  paramount  in  importance  Irom  the  surgical 
standpoint. 

In  stimmary,  using  a combination  ol  surgery, 
postoperative  radiation  and  chemotherapy  includ- 
ing Actinomycin  1)  and  Vincristine,  the  outlook 
lor  children  with  Wilms  tumors  has  been  im- 
jrrovetl.  loo  much  attention  can  not  be  paid  to 
earlier  recognition  and  prompt  surgical  therapy  to 
intra-abdominal  masses  ol  this  sort. 

Neuroblastoma 

PATHOLOGY 

The  neuroblastoma  is  characteristically  made  tij) 
ol  small,  heavily-pigmented  cells  with  very  poor 
differentiation,  occasionally  forming  jrseudoroset- 
tes.  The  appearance  varies  Irom  the  most  untliffer- 
entiated  type  ol  tumor,  those  ol  the  sympathico- 
blastoma  or  sympathicogonioma  where  undifferen- 
tiation and  difficulty  in  diagnosis  is  the  hallmark 
to  the  far  more  differentiated  tumor  made  up  al- 
most completely  ol  cells  resembling  the  mature 
ganglion  cells  ol  the  sympathetic  nervous  system. 


d hree  types  ol  tumors  are  recognized,  the  pure 
sympathicoblastoma  ami  neuroblastomas,  on  the 
one  hand,  and  a mixture  ol  neuroblastoma  and 
ganglioneuroma,  relerred  to  in  the  literature  as 
ganglioneuroblastoma,  and  finally,  the  more  ma- 
ture and  generally  benign  form  ol  ganglioneuroma. 

■ V concept  ol  maturation  ol  the  tumor  Irom  the 
most  undifferentiated  lorm  to  the  more  benign 
lorm  has  been  entertained  and  accepted  in  the 
past.’  '*'  No  true  control  study  has  shown  that  this 
occurs  in  any  individual  case.  Ihe  possibility  of 
various  forms  of  this  tumor  arising  from  different 
|)rimitive  cells  from  the  neural  crest  probably  has 
more  validity. 

I hese  tumors  do  commonly  exhibit  hemorrhage 
and  necrosis  and,  indeed,  many  documented  cases 
in  the  literature  jiiove  that  they  may  destroy  them- 
selves totally  and  resolve  spontaneously,  although 
not  with  regularity  enough  to  allow  any  form  of 
watchful  waiting  in  their  therapy  at  the  present 
state  ol  knowledge. 

CLINICAL  RECOGNITION 

Whereas,  most  of  these  tumors  manifest  them- 
.selves  by  the  presence  ol  an  abdominal  mass,  they 
are  more  commonly  as,sociated  with  anemia,  low- 
grade  lever,  abdominal  pain  as  well  as  hyperten- 
sion. On  initial  discovery,  the  tumors  are  generally 
far  more  irregular  than  the  nephroblastoma,  some- 
what more  fixed,  and  tend  to  cross  the  mid  line  as 
opposed  to  jjreviously  described  masses.  Again,  in 
this  group  ol  tumors,  there  is  a predominance  of 
females  over  males,  and  most  of  the  children  are  in 
the  early  part  eff  the  first  decade  ol  life  when  the 
tumor  is  tliscovered.  Massive  infiltration  ol  the 
liver  is  occasionally  seen  in  newborns,  but  the 
tumors  ol  the  adrenal  mechdla  and  other  sites  in 
the  sympathetic  nervous  system  generally  do  not 
appear  until  alter  the  first  year  ol  age.  There  is  a 
prognostic  significance  to  the  position  of  the  occur- 
rence of  the  tumor.  I hose  in  the  chest,  neck,  and 
at  the  bifurcation  of  the  aorta  seem  to  have  a bet- 
ter prognostic  outlook  than  those  appearing  in  the 
adrenal  medulla.*’  Those  occurring  primarily  as 
replacing  the  liver  seem,  also,  to  have  a more  favor- 
able outlook.*'*  Metastasis  in  the  case  of  neuroblas- 
toma is  primarily  to  bone,  and  in  the  absence  of 
X-ray  evidence  ol  destruction,  bone  marrow  aspir- 
ation may  show  abnormal  cells.  Pidmonary  and 
other  organ  metasta.ses  are  late  in  the  history  of  the 
tumor.  Anemia,  weight  loss,  low-grade  fever,  and 
increased  abdominal  girth  may  be  the  presenting 
complaints  in  addition  to  anorexia  and  occasional- 
ly nausea,  vomiting,  and  abdominal  pain. 

DIFFERENTIAL  DIAGNOSIS 

.\s  mentional  above,  abdominal  masses  should  be 
tlifferentiated  from  hydronephrosis,  intra-abdomin- 
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Figure  IIIA 


Intravenous  pyelogram  showing  downward  displacement 
of  intact  calyceal  pattern  on  the  left,  characteristic  of  neuro- 
blastoma of  adrenal  origin. 

al  cysts,  and  genital  ridge  tumors.  Again,  the  intra- 
venous pyelogram  or  excretory  urogram  is  the  most 
valuable  examination,  giving  a more  uniform  dis- 
placement of  the  entire  renal  shadow  in  the  case 
of  the  adrenal  site  for  the  neuroblastoma.  Calcih- 
cation  within  the  mass  is  somewdiat  diagnostic.  Cer- 
vical or  posterior  mediastinal  masses  and  those  aris- 
ing in  the  hypogastrium,  palpable  by  rectum,  have 
no  peculiar  appearance  by  X-ray  but  must  be  con- 
sidered in  the  differential  diagnosis  of  neuroblas- 
toma by  their  position. 

A small  number  of  children  may  present  with 
intractible  diarrhea  as  the  only  symptom.  A search 
for  an  origin  of  the  tumor  should  be  undertaken. 
Recently,  in  addition  to  the  above  diagnostic  signs 
during  the  course  of  the  study  in  one  of  the  chil- 
dren with  an  intractible  diarrhea,  it  was  found  that 
the  tumors  of  neural  crest  origin  are  functional 
tumors  and  produce  an  excess  of  the  catechola- 
mines.^ Work  done  by  Gardner,  Voorhess,”  et  al. 
has  shown  that  all  of  these  tissue  types  of  tumors 
may  produce  excessive  catecholamines,  either  the 
precursors  including  dopamine  and  norepinephrine 
or  the  metabolites,  metanephrine,  normetane- 
phrine,  homovanillic  acid  (HVA),  and  vanilman- 
delic  acid  (VMA)  . Since  most  of  the  tumors  will 
produce  an  increase  in  the  metabolites  of  the  cate- 
cholamines, screening  in  the  presence  of  an  ab- 
dominal mass,  chest  mass,  or  diarrhea  by  the  study- 
ing of  the  VMA  might  be  undertaken.  No  tumor, 
however,  highly  suggestive  of  this  group  of  neural 
crest  tumors  should  be  ruled  out  without  the  total 
study  of  all  of  the  elements  of  catecholamine  me- 
tabolism because  of  the  small  group  that  produces 
only  the  precursors  and  a much  smaller  group  that 
does  not  produce  catecholamines  detectable  by  the 


Figure  IIIB 

Chest  film  showing  posterior  mediastinal  mass  proven  to  be 
ganglioneuroblastoma.  This  patient  had  diarrliea  as  a present- 
ing complaint.  Catecholamines  were  elevated  markedly  and 
returned  to  normal  following  resection.  The  patient  is  sur- 
viving six  years  later  and  presumed  cured. 

present  methods.  The  study  of  the  catecholamine 
pattern  in  the  tumor  is  important,  not  only  from 
the  diagnostic  standpoint  but  also  from  the  thera- 
peutic, since  this  is  a valuable  measurement  in  re- 
lation to  the  clinical  effectiveness  of  the  treatment. 
Preoperative  levels  as  compared  with  serial  post- 
operative determinations  are  essential  in  the  proper 
therapy  for  these  tumors. 

CLINICAL  TREATMENT 

Following  the  X-ray  evaluation,  and  here  again, 
retrograde  pyelography  is  seldom  necessary  for 
achieving  the  maximum  information,  marrow  as- 
piration is  done  to  be  sure  that  there  are  not  dis- 
tant metastases  not  evident  by  X-ray,  and  surgery 
is  undertaken.  Only  rarely  is  the  mass  excisable, 
since  this  is  an  insidious  tumor  which  seems  to 
invade  adjacent  structures,  cross  the  mid  line,  and 
involve  vital  vascular  structures  more  commonly 
than  does  Wilms.  Often,  a simple  biopsy  followed 
by  radiation,  since  these  tumors  are  uniformly 
radiosensitive,  is  the  preferred  treatment  rather 
than  life-threatening  surgery  which,  due  to  the  na- 
ture of  the  growth  of  the  tumor,  rarely  accom- 
plishes complete  removal.  Koop  et.  al.'^  have  sug- 
gested morcellation  and  removal  of  as  much  of  the 
tumor  as  possible  as  the  sole  form  of  treatment  not 
followed  by  radiation  and  chemotherapy.  This 
series  is  not  great  enough  or  documented  with  re- 
sults that  warrant  adopting  this  form  of  treatment. 
Radiation  should  include  the  entire  area  as  out- 
lined by  silver  clips  at  the  time  of  surgery  to  en- 
compass all  of  the  tumor.  In  addition  to  radiation, 
cytocyclophosphamide  (Cytoxan®)  has  been  found 
useful  in  suppressing  the  growth  of  the  tumor. 
Since  this  is  not  synergistic  with  X-ray,  but  is  a 
severe  marrow  depressant,  it  must  be  used  with 
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some  (aiition  l)ut  not  with  tlie  same  climinulion 
()l  X-ray  dosage  as  with  Actinomycin  I). 

Many  c hemotherapeutic  agents  have  Iteen  elle(- 
live  in  the  hands  ot  various  investigators;  nitrogen 
mustard,  X'elltan®  oi  vincolencoltlast inesullate,  and 
\diuiistine  have  all  had  sporatlie  lavorahle  re|)orts. 
Diilering  irom  the  nejdnohlastoma  and  the  in- 
crease in  survival  secondary  to  the  use  ol  Actino- 
mycin 1),  the  chemotherapeutic  agents  have  not 
piovecl  as  lavorahle  in  the  tumors  ol  neural  crest 
origin.  1 hey  have,  however,  been  uselul  in  pallia- 
tion and,  have  played  a major  role  in  ttimor  con- 
trol awaiting  a secondary  surgical  approach. 

.Viter  the  initial  biopsy  excision,  radiation  ther- 
apy and  cyclophosphamide,  serial  cletenninations 
ol  the  catecholamines  can  give  one  evidence  ol  the 
ellec tiveness  ol  treatment.  Should  these  not  revert 
to  a noimal  level  (and  normal  should  be  deter- 
mined by  the  age  ol  the  patient  and  not  related  to 
adult  levels)  , j^erhaps,  a secondary  surgical  ap- 
proach may  be  possible  with  the  lavorahle  ellect  ol 
X-ray  and  chemotherapy  as  well  as,  jjossibly,  the 
maturation  ol  the  tumor.ii  Several  cases  in  the 
literature  have  been  reported  with  “second  look 
surgery”  with  the  excision  ol  the  remaining  tumor, 
not  possil)le  at  the  Inst  e.xploration.  VVMten  bony 
metastases  have  become  evident  by  X-ray,  there  are 
practically  no  reported  stirvivors.  X-ray  therapy  can 
be  u.secl  to  the  metastatic  sites  as  a palliative  mea- 
stire. 

The  overall  stirvival  rates  ol  this  group  ol  pa- 
tients ranges  between  20  and  35  per  cent,  depend- 
ing upon  the  age  at  the  time  ol  disccjvery.  .Vgain, 
final  evaluation  ol  the  chemotherapeutic  agents 
has  not  yet  been  possible.  As  with  the  Wilms  tu- 
mor, it  has  been  suggested  that  alternation  ol  Vin- 
cristine and  Cytoxan  seems  to  potentiate  the  action 
ol  both  and,  perhaps,  is  uselul  in  the  palliation  ol 
the  tumor. 

In  summary,  tumors  ol  neural  crest  origin  may 
appear  as  abdominal  masses  or  asymptomatic 
mas.ses  along  the  chain  ol  the  sympathetic  nervous 
system. 

Most  ol  them  produce  catecholamines  and  can 
be  detected  bv  the  evaluation  ol  the  catecholamine 


levels  in  the  urines,  rherajiy  is  by  surgery,  radia- 
tion therapy,  and  chemotherapy  with  a guarded 
prognosis  in  the  light  ol  present  knowdedge.  Ex- 
tensive and  lile-endangering  surgery  is  not  indi- 
cated in  netiroblastoma.  Hopelully,  control  and 
palliation  may  allow  mattiration  of  the  tumors 
from  the  malignant  to  the  benign  form,  although 
this  remains  unproven. 
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Viruses  And  Human  Neoplasia 


B As  far  back  as  the  17th  Century  the  infectious 
theory  of  etiology  of  cancer  was  advanced.  It  is  in- 
teresting to  note  that  a Dr.  B.  Peyrilhe,  Professor 
at  the  Royal  College  of  Surgeons  in  Paris,  received 
a prize  from  the  Academy  of  Sciences  in  Lyons  for 
his  paper  on  the  infectious  origin  of  cancer.^  He 
attempted  to  transmit  human  cancer  to  a dog  by 
taking  a few  drops  of  fluid  from  a breast  cancer 
and  injecting  it  under  the  skin  of  the  animal. 
Swelling  and  discoloration  apj)eared  and  pro- 
gressed during  the  next  hve  days.  However,  the 
suffering  animal  was  drowned  by  the  physician’s 
servant,  and  while  the  animal  had  obviously  de- 
veloped only  an  abscess,  it  indicates  nevertheless 
the  early  interest  in  the  infectious  nature  of  this 
disease.  We  are  still  interested  in  this  approach.  The 
National  Cancer  Institute  currently  spends  over  28 
million  dollars  for  the  support  of  virus-cancer  re- 
search in  the  United  .States  and  in  the  past  year 
has  undertaken  a special  virus  leukemia  program, 
whose  overall  design  is  similar  to  that  of  the  in- 
dustrial systems  research  programs. 

The  underlying  assumption  in  all  of  this  work  is 
that  the  development  of  cancer,  leukemia,  or  other 
malignant  tumors  is  the  result  of  an  activation  of 
at  least  one  virus  which  then  acts  as  an  oncogenic 
agent  (either  directly  or  indirectly),  producing  at 
least  one  kind  of  malignancy,  and  that  the  virus 
will  persist  in  the  diseased  individual  in  one  form 
or  another.-  The  virus  may  have  been  activated 
merely  by  accident  and  may  well  have  been  carried 
by  the  host  since  birth,  indeed,  may  have  been 
transmitted  to  him  via  the  germ  cell  from  his 
parents. 

The  Evidence 

The  viral  etiology  of  many  types  of  malignancies 
is  fairly  well  established  in  many  different  kinds  of 
lower  species  of  animals  and  in  other  species  such 
as  fish,  possibly  in  frogs,  and  in  many  plants.  In 
some  of  these  animals,  especially  the  chicken, 
mouse  and  hamster,  Koch’s  postulates  have  been 
fulfilled:  1.  The  infecting  organism  must  be 

present  in  all  cases;  2.  Innoculation  in  pure  cul- 
ture must  produce  the  same  disease;  3.  One  must  be 
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able  to  obtain  and  propagate  the  original  organ- 
ism in  pure  cidture.  In  the  leukemias,  virus 
has  been  demonstrated  by  bio-assay,  electron  micro- 
scopy, and  imniuno-assay  prior  to  the  onset  of  the 
clinical  disease,  during  the  clinical  disease,  and  in 
tissue  culture  of  malignant  cells  of  the  leukemic 
line.  Production  of  the  disease  consistently  follows 
innoculation  with  cell  free  virus  preparations.  The 
morphology  of  the  various  carcinomas,  sarcomas, 
leukemias,  etc.,  are  very  similar  in  man  and  the 
lower  animals,  and  the  clinical  courses  are  also 
parallel.  In  many  medical  schools  the  pathologist 
of  a nearby  animal  hospital  wdll  several  times  a 
year  lecture  to  the  medical  school  class  and  repro- 
duce most  of  the  human  diseases,  both  malignant 
and  nonmalignant,  in  his  animal  population.  Epi- 
demiological ly,  the  similarity  of  malignant  disease 
in  man  and  animal  is  very  striking,  as  is  the  re- 
sponse to  effective  treatment,  i.e.,  most  cjf  the  effec- 
tive anti-leukemic  drugs  used  in  human  leukemia 
are  also  effective  in  murine  leukemia. 

Before  detailing  the  above  I shoidd  like  to  point 
out  some  of  the  problems  in  working  out  the  viral 
etiology  of  tumors  in  man.  Man  is  a very  hetero- 
geneous animal  with  a relatively  long  life  span, 
who  usually  reproduces  slowly  and  infrequently 
(though  this  may  be  disputed  by  some)  and  in 
whom  family  records  and  histories  are  not  well 
kept.  Looking  back  at  Koch’s  postulates  it  is  ob- 
vious that  the  oncogenic  activity  of  human  viruses 
will  have  to  be  determined  by  a suitable  laboratory 
bio-assay  or  immuno-assay  methods  rather  than 
species  innoculation.  We  know  from  animal  work 
that  one  can  increase  or  decrease  the  susceptibility 
of  the  host  by  varying  the  environment  or  by  the 
application  of  chemicals,  drugs,  radiation,  etc.  We 
know  also  Iroin  animal  work  that  the  virulence  of 
the  virus,  as  related  to  tumor  induction,  is  also  a 
variable  factor.  Infection  in  the  animal  with  the 
virus  can  occur  without  the  production  of  a tumor. 
Tumor  viruses  can  be  replicated  in  very  large 
amounts  by  many  cells  within  the  body  which  do 
not  themselves  undergo  malignant  transformation. 
These  cells  which  are  parasitized  by  these  viruses 
but  seem  to  show'  no  ill  effects,  are  frequently  those 
that  produce  large  quantities  of  proteins,  such  as 
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the  acinar  cells  ol  the  i)aiureas,'*  megakaryocytes^ 
ol  the  spleen  and  marrow  and  epitlielial  cells  ol 
the  mammary  glands. •'>  I he  recent  isolation  ol  the 
mycoplasmas  (PPLO)'*  " ;incl  virus  particles  in 
leukemic  cells,  or  cells  reproduced  in  cell  culture 
Irom  leukemic  patients,  raises  many  interesting 
cjuestions.  'I'he  virulence  ol  the  tumor  viruses  may 
also  he  eflected  by  its  replication  in  cell  cid- 
ture.  Work  ol  The  Charles  Pli/er  Company  has 
shown  that  using  cell  lines  Irom  a mixed  mouth, 
thymus  and  spleen  tissue  culture  which  supported 
several  muritte  leukemia  viruses,  but  only  produc- 
ing small  amounts  ol  virus,  suddenly  changed  and 
began  producing  large  cpiantities  ol  virus.'"  Also 
ol  interest  was  the  lact  that  a subline  ol  one  ol 
these  (fLSV5)  continued  to  produce  large  cpian- 
tities ol  virus  with  little  or  no  leukeniogenic  in- 
lectivity.  Mice  innoculated  with  this  virus  did  not 
develop  leukemia  and  appeared  to  be  completely 
resistant  to  challenge  with  another  active  virus 
(Rauscher).  While  this  is  prelitninary  data,  otdy 
recently  reported,  it  may  be  cjne  ol  the  first  exam- 
ples where  attenuation  ol  a tumor  virus  is  not  re- 
lated to  the  decrease  in  number  ol  virus  particles. 
On  the  other  hand,  it  is  well  known  that  increasing 
the  number  ol  virus  particles  in  the  innoculum  in- 
creases its  virulence  in  some  attempts  at  cross- 
species inlection.  In  addition,  some  viruses  are 
made  more  virulent  by  serial  blind  passage  Irom 
ctne  generation  to  another  within  the  same  species. 
Occasionally  cros,s-species  passage  ol  a virus  or 
tumor  cell  line  will  increase  the  yield  ol  virus  or 
increase  its  virulence,  or  both.  (It  might  be  noted 
here  that  this  possible  increase  in  virulence  ol  the 
virus  may  well  be  one  ol  the  major  hazards  in  the 
development  ol  a human  tumor-viral  vaccine.) 

Other  studies  which  may  both  explain  some  ol 
the  variations  seen  in  tumor  production  in  animals 
and  man,  and  yet  make  evaluation  ol  results,  par- 
ticularly in  man,  difficult,  are  as  iollow's: 

Gross  has  rejtorted  that  thymectomy  in  CJ5H  mice 
injected  with  his  leukemia  agent,  may  result  in 
granulocytic,  rather  than  lymphocytic  leukemia, 
and  some  ol  these  only  develop  alter  a long  latent 
period.  It  also  has  been  shown  that  avian  myelo- 
blastosis virus  is  jjleiotropic  in  young  chickens,  the 
same  agent  causing  such  varied  conditions  as  leu- 
kemia, a kidney  tumor  similar  to  Wilm’s  tumor 
and  osteopetrosis,  a contlition  resembling  Galley’s 
disease."  It  also  has  been  shown  that  the  Rous 
Sarcoma  Virus  is  a delective  virus.'-  It  does  not  be- 
come oncogenic  until  a protein  coat  is  produced 
with  the  aid  ol  associated  viruses,  each  ol  which 
may  proiluce  a dillerent  coat  and  thereby  a difter- 
ent  type  ol  tumor.  (Is  this  the  explanation  ol  the 
lact  noted  that  in  some  cancer  lamilies,  relatives 
will  develop  dillerent  types  ol  tumors  and  leukemi- 


as and  how  is  this  related  to  varied  host  lactors, 
both  environmental  and  genetics?) 

Viral  Particles  In  Human  Tumors 

Many  investigators  have  demonstrated  particles 
in  humans  that  are  similar  to  mouse  Leukemia 
viruses  in  electron  micro-photographs  ol  thin  sec- 
tions ol  lym})h  nodes,  marrow,  peripheral  blood 
and  pellets  irom  plasma  concentration  studies.'  '""'* 
The.se  have  mainly  been  Type  “C”  virus  particles 
which  measure  apjiroximately  100  mu.  I'hese  par- 
ticles have  been  jjresent  more  olten  in  human  leu- 
kemics than  in  non-diseased  humans  or  in  other 
patients  with  no  leukemic  blood  problems. 

Fink  and  Malngran  have  developed  an  immuno- 
lluorescent  technique  which  can  detect  viral  leu- 
kemia antigen  in  leukemia  cells  in  mice."'  ""  Anti- 
sera conjugated  with  Fluoroescin  Isothiocyanatc 
were  prepared  against  mouse  leukemia  viruses  and 
this  antisera  was  used  to  detect  and  quantitate  the 
amount  ol  fluorescent  antigent  in  the  cells  ol  mice 
inlected  with  murine  leukemia  viruses.  Using  simi- 
lar techniques,  antisera  have  been  prepared  against 
purified  concentrates  ol  human  leukemic  plasmas 
shown  In'  electron  microscojty  to  contain  type  C 
viral  particles.  ’Fhese  techniques  detected  fluores- 
cent antigen  within  the  cells  ol  the  peripheral 
blootl  and  tissues  ol  approximately  50  per  cent  ol 
human  leukemics  and  in  established  tissue  cultures 
Irom  tumor  biopsies  ol  Burkett  lymphoma  pa- 
tients."' "Fhey  were  not  found  within  cells  ol  nor- 
mal persons  or  ol  persons  with  other  nonmalignant 
diseases.  In  50  cases  ol  human  leukemia  studied  by 
Rauscher,  Ffink  and  Malngren,  immunofluoroes- 
cence  was  seen  in  blood  smears  ol  all  but  one  ol 
those  where  type  “G”  virus  particles  had  been  seen 
in  the  plasma  on  electron  microscopy.  Fluorescent 
antigen-antibody  cross  reactions  and  neutralizing 
activity  has  been  noted  in  some  human  leukemic 
sera  against  avian  and/or  murine  leukemia  viruses 
(Rauscher)  . 

Tissue  Culture  And  Bio-Assay  Studies 

Many  attempts  have  been  made  to  take  cell  free 
filtrates  Irom  leukemia  and  other  malignant  disease 
]jatients  and  concentrate  and  inject  these  into  ani- 
mals. In  several  dillerent  studies  some  ol  the  res- 
piratory viruses  (SV)  have  produced  tumors  in 
hamsters  and  .some  other  animals.  There  has  been 
no  direct  evidence  of  the  production  ol  a human 
tumor  by  this  material.  In  some  early  studies, 
tumors  were  lound  in  some  animals,  and  eventually 
viruses  were  found  which  caused  these  tumors. 
These  proved  to  be  an  original  animal  virus  that 
had  been  carried  by  serial  passage  from  animal  to 
animal  and  eventually  became  more  virulent. 
(Grace) 
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Human  Tissue  Culture 

A more  recent  significant  step  has  been  made  in 
the  direction  of  human  tumor  tissue  culture:  In 
several  different  laboratories  human  neoplastic  cells 
have  been  established  in  tissue  culture. -•'5  -*^  Most  of 
these  have  been  leukemia  or  lymphoma  cells, 
but  sarcoma  and  carcinoma  have  also  grown.  There 
are  many  similarities  between  these  cells  and  Mur- 
ine leukemic  cells  morphologically  and  immuno- 
logically.  In  more  than  half  of  these  human  cell 
lines,  virus  particles  have  been  found  on  electron 
microscopy,  and  serologic  testing  has  established 
that  they  are  unrelated  to  any  of  the  known  groups 
of  human  or  animal  viruses.  It  is  interesting  to 
note  that  attempts  have  been  made  for  many  years 
to  grow  human  tumor  cells  in  tissue  cidture.  It  is 
perhaps  only  by  chance  that  researchers  have  been 
successful.  Initial  tissue  culture  studies  usually 
grew  cells  on  the  glass  walls  of  the  containers,  and 
if  none  appeared  it  was  felt  that  none  were  grow- 
ing. Recently,  by  trial  and  error  attempts  at  chang- 
ing the  culture  fluid,  the  discovery  was  made  that 
some  of  these  cells  were  in  the  fluid  rather  than  on 
the  glass.  This  ability  to  culture  cells  is  a great 
ste{5  forward  in  delineating  the  etiology  and  micro- 
biology of  human  tumors.  One  must  certainly  be- 
gin to  consider  that  these  particles  which  are  al- 
most certainly  viruses  are  related  to  human  malig- 
nancy. An  additional  supporting  factor  is  that 
several  of  these  particles  seem  to  share  a common 
immunofluorescent  antigen  (Fink).  They  appear 
somewhat  similar  in  morphology  and  size,  and  all 
appear  to  mature  within  the  cystoplasm  of  the 
cells.  To  dampen  one’s  enthusiasm  along  this  line 
is  the  fact  that  the  virus  particles  detected  in  the 
human  leukemia  tissue  cultures  are  perhaps  mor- 
phologically more  similar  to  the  herpes  viruses 
whereas  those  particles  found  in  the  Murine  and 
Avian  leukemia  tissue  culture  and  in  the  centrifu- 
gal residual  pellets  of  human  leukemic  plasmas 
show  type  “C”  morphology.  However,  while  vary- 
ing virus  particles  may  differ  in  appearance  and 
chemical  composition,  etc.,  they  still  may  produce 
the  same  type  of  diseases  depending  again  upon 
external  environmental  factors  and  host  factors 
such  as  genetic  makeup,  age,  species,  etc.  Both 
polyoma  and  Rous  sarcoma  viruses,  given  in  large 
enough  quantities  can  induce  fibrosarcoma  type 
tumors  of  similar  morphology  in  hamsters.  It  is  of 
course  possible  that  the  particles  seen  in  the  tissue 
culture  and  indeed  in  the  plasma  and  marrow 
studies  of  human  leukemia  patients  are  merely  pas- 
senger viruses  with  no  causal  relationship  to  human 
tumor.  In  some  of  the  cell  lines  there  is  a common 
fluorescent  antigen,  not  found  in  tissue  cultures 
infected  with  PPLO,  Herpes  or  Myxovirus  and  the 
etiology  of  this  antigen  and  the  virus  particles  seen 
in  human  tissue  culture  tumor  cells,  is  still  to  be 


determined.-!  In  the  recent  literature  mycoplasma 
(PPLO  particles)!  ’!  have  been  described  in  human 
tumor  patients  and  in  human  leukemia  cell  cul- 
tures. I'he  relationship  of  these  particles  to  human 
tumors  is  still  unknown. 

One  final  thought  before  leaving  the  bio-assay 
studies  of  viruses  in  human  tumors:  One  must  al- 
ways return  to  basic  principles  such  as  Koch’s  pos- 
tulates and  again  the  difficulties  in  working  with 
a particle  as  small  as  the  virus  is  evident.  Differ- 
entiating an  injected  human  tumor  virus  from  an 
endemic  animal  neoplastic  virus  is  very  difficult. 
Certainly,  morphology  may  not  be  the  answer,  and 
we  will  have  to  resort  to  immtino-assay  techniques. 

Epidemiological  Evidence 

Clinical  observation  over  many  years  has  made 
it  difficult  for  workers  in  the  human  tumor,  animal 
tumor  and  oncogenic  virus  fields  to  accept  a “con- 
tagious” origin  and  spread  of  malignant  disease. 
However,  it  is  well  known  that  there  is  spread  of 
animal  tumor  viruses  from  one  host  to  another  even 
though  spread  and  infection  with  the  oncogenic 
virus  need  not  be  followed  by  the  development  of 
a malignancy.  For  example,  the  polyoma  virus  is 
usually  harmless  for  most  of  its  natural  hosts.  The 
spontaneous  development  of  a tumor  is  quite  rare, 
but  a change  or  variation  in  environment  of  the 
animal  can  induce  many  varied  tumors.  This  vari- 
ation of  environment  may  be  steroid  treatment,  ir- 
radiation, host-to-host  serial  transfer,  tissue  culture 
transfer,  etc.!  It  is  well  known  that  there  are  “high 
tumor  strains  and  low  tumor  strains”  in  many  ani- 
mal species.  Contagion  by  contact  with  food,  or 
animal  or  insect  vectors  is  the  usual  method  of 
spread  of  disease.  Gross  has  termed  this  “horizon- 
tal” transmission  of  disease.  In  many  diseases,  there 
is  another  method  of  transmission  from  host  to 
host  usually  from  one  generation  to  another,  and 
this  Gross  termed  vertical  transmission.!  For  exam- 
ple: As  far  back  as  1865,  Pasteur  observed  that 
pebrine,  a virus  of  the  silkworm,  was  transmitted  in 
insects  through  the  eggs.  Some  virus  mosaic  diseases 
of  plants,  such  as  lettuce,  tomato,  etc.,  are  not 
transmissable  from  hosts  growing  adjacently  unless 
there  is  an  intermediate  carrier  such  as  an  insect. 
However,  there  seems  to  be  a natural  transmission 
of  this  mosaic  virus  through  the  seeds  or  tubers, 
and  these  viruses  may  at  times  remain  dormant, 
not  causing  the  disease  unless  activated  in  some 
way.!  yphe  Rocky  Mountain  rickettsiae  are  trans- 
mitted in  the  tic  via  the  egg,  from  one  generation 
to  another,  and  are  parasitic  in  these  organisms, 
completely  non-pathogenic  to  the  tic.  However, 
when  transmitted  to  other  species  such  as  man, 
they  are  highly  pathogenic.  With  these  examples, 
it  is  obvious  that  this  vertical  spread  of  disease, 
when  applied  to  human  oncogenic  virus,  makes 
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study  ol  this  |)iol)lcm  dilfuult.  It  is  ( oiu civable 
tliat  tlie  oiuogeiiit  virus  or  agent  could  l)c  trans- 
mitted Irom  parent  to  olfspring  via  the  germ  cell 
and  remain  latent  in  the  host  until  activated  by 
other  [actors  ])erhaps  later  in  lite.  By  the  time 
of  activation  of  this  tumor  agent,  the  host  may  have 
already  transmitted  the  oncogenic  potential  to  his 
olfspring;  and  shoidcl  this  host  die  from  other 
caitses,  then  the  “tumor”  may  have  appeared  to  have 
skipped  a generation.  It  is  conceivable  that  this 
could  go  on  for  several  generations,  since  the  host 
would  appear  to  be  cpiite  normal,  and  detection  of 
this  oncogenic  virus  be  extremely  dilhcult  in  the 
carrier  host.  The  time  factor  in  any  epidemiologi- 
cal vertical  transmission  study  in  the  human  may 
be  a tremendous  obstacle.  Certainly,  among  hu- 
mans, records  and  descriptions  of  disease  have  not 
been  carefully  kept,  nor  was  diagnosis  made  as  ab- 
solutely, 100  years  ago  as  it  is  today.  Leukemia,  of 
course,  was  only  first  recognized  as  a distinct  hu- 
man disease  in  the  last  century  (184.5).  As  stated 
before,  the  external  factors  (radiation,  chemicals, 
irritants)  that  might  trigger  a latent  oncogenic 
virus  are  many.  Added  to  this  variable  are  the 
known  and  unknown  host  factors  (such  as  genetic 
makeup,  metabolism,  hormonal  milieu,  perhaps 
even  the  emotions)  which  make  human  re,search 
studies  extremely  dilficult.  Whth  the  above  cjualifi- 
cations,  epidemiological  studies  have  been  clone, 
riiere  have  been  many  well  known  “cancer  fami- 
lies” where  members  of  the  immediate  and  distant 
family  in  the  same  or  succeeding  generations  have 
all  had  one  or  another  form  of  malignancy.  I'he 
similarity  of  malignant  clisea.se  in  animal  and  man 
from  the  epidemiological  point  of  view  has  already 
been  pointed  out.  Certainly  leukemia  in  mice  and 
humans  is  very  similar  both  as  to  type,  morphology, 
age  of  onset,  etc.  d'he  leukemogenic  virus  of  ani- 
mals is  an  RNA  virus,  and  therefore  most  of  the 
human  leukemia  virus  research  has  been  focused 
on  these  viruses.  'Lite  DN.\  type  virus,  many  of 
which  do  not  persist  in  the  lesions  they  produce 
(e.g.,  polyoma,  aclenopapilloma  and  SV40),  has  not 
been  extensively  studied. 

Epidemiological  studies  of  “clustering”  or  micro- 
epidemics of  leukemia  cases,  suggest  that  some  type 
of  infectivity  or  perhaps  increased  susceptibility 
geographically  occurs.-^  As  has  been  stated  before, 
virus  type  j^articles  have  been  found  in  the  plasmas 
of  many  of  these  patients  included  in  the,se  micro- 
epidemics (especially  after  concentration  tech- 
nicpies  in  the  plasmas),  and  some  investigators  are 
carefidly  studying  family  contacts  and  pets  in  these 
“epidemic”  areas.  \Vhile  no  significant  conclusions 
can  be  drawn  as  yet,  they  potentially  provide  an 
additional  lead  in  the  study  of  the  viral  etiology 
of  human  tumors. 


During  the  period  1 9(i2,  Dr.  Denis  Burkitt 

of  Uganda,  .\frica,  desciibed  a syndrome  of  a ma- 
lignant lymphona  in  .African  children  now  called 
the  Burkitt  or  .African  lymphoma. His  fascin- 
ating epidemiological  study  seemed  to  determine 
a climatic  limitation  to  the  distribution  of  this 
disease.  Most  of  these  patients  live  within  a geo- 
graphic “belt,”  limited  by  altitude,  temperature, 
rainfall,  etc.,  and  the  suggestion  has  been  made, 
though  not  substantiated,  that  this  .African  lym- 
j)hona  may  well  be  transmitted  by  an  insect  vector, 
whose  habitat  is  limited  by  similar  geographic  fac- 
tors. The  clinical  syndrome,  morphology  both 
grossly  and  microscopically,  etc.,  is  a fairly  consis- 
tent one.  Recently  however,  similar  type  cases  have 
been  re]>orted  in  the  literature  from  other  parts  of 
the  world,  including  the  United  States.  O’Connor, 
et  al,  recently  reported  20  cases  selected  from  148 
ca.ses  of  lymphoma  in  children,  that  were  similar 
biologically  and  histologically  to  the  Burkitt 
tumor.'^-  He  concludes  that  the  “undue  frequency 
of  this  lymphoma,  which  is  comparatively  uncom- 
mon in  the  LbS.  ...  its  predilection  for  growth  in 
the  jaw  and  facial  bones,  which  is  even  rarer  in 
the  Lbiited  States,  remain  the  only  two  important 
ways  where  this  disease  diflers  in  the  two  geograph- 
ic areas.”  However,  these  clilierences  do  exist,  and 
certainly  are  factors  which  must  be  considered  and 
studied  further.  Other  laboratory  studies  may  sup- 
port a vector  hypothesis.  Banheld,  et  al,  reported 
the  transmission  of  a transplantable  hamster  lym- 
phoma by  mersquito,  under  experimental  condi- 
tions.®**  This  transfer  seems  to  have  occurred  as  a 
tumor  cell  transplant  rather  than  of  the  original 
oncogenic  agent  or  virus.  There  has  also  been  re- 
ported (Balls)  a spontaneous  lymphoma  in  the 
.African  clawed  frog  which  is  probably  viral-in- 
duced and  possibly  related  to  the  I^ucke  frog  carci- 
noma virus.'^'^  Electron  microscopy  morphology 
studies  have  suggested  that  the  latter  virus  (Luckc;) 
resembles  the  virus  found  in  tissue  cultures  of  Bur- 
kitt lymphoma  cells. .As  a result  of  this,  several 
Investigators  are  searching  for  po.ssible  amphibian 
reservoirs  for  the  Burkitt  lymphoma  virus.  It  has 
been  reported  that  Hadclow,  et  al,  have  shown  that 
mosejuitos  that  feed  on  frogs  also  find  man  similar- 
ly appetizing. 

'Ehe  ability  of  .several  investigators  to  grow  the 
Burkitt  lymphoma  in  ti.ssue  culture,  and  the  ap- 
|iearance  of  virus  particles  in  some  of  these  that 
are  antigenically  related  to  other  human  leukemia 
tissue  culture  lines,  the  ability  of  one  investigator 
(Epstein)  to  produce  a tumor  resembling  the  Bur- 
kitt lymphoma  in  the  .African  green  monkey  (after 
inoculating  this  monkey  with  material  from  the 
Burkitt  lymphoma  over  a 2-year  period)  all  point 
to  this  particular  lymphoma  and  this  area  of  study 
as  promising  leads. 


472 


CoN.XECTiciiT  Medicine,  July,  1966 


Application  To  Therapy  Of  Human 
Tumors,  Especially  Leukemias 

In  spite  of  the  above  reported  work,  and  much 
other  work  not  reported  in  this  paper,  one  is  struck 
by  the  fact  that  we  are  just  beginning  in  the  hu- 
man virus  field.  Gross  isolated  the  first  animal 
leukemia  virus  in  1951.  In  1961,  he  made  the  fol- 
lowing statement,  which  was  essentially  repeated 
by  Rauscher  in  1965,  that  “in  spite  of  our  consider- 
able understanding  of  virus-induced  tumors  iu  ani- 
mals we  have  yet  to  prevent  or  significantly  modify 
the  course  of  leukemia  or  lymphoma  in  any  human 
patient  with  this  type  of  information.”  Thus,  the 
concerted  and  coordinated  effort  by  leading  centers 
throughout  the  country  in  this  field,  the  develop- 
ment of  techniques  of  growing  human  tumors, 
human  tumor  viruses,  application  of  this  to  the 
development  of  a preventive  or  treatment  vaccine 
or  antiserum,  the  bio-assay  of  these,  the  bio-hazards 
of  all  of  the  above  is  the  target  of  the  recent  gov- 
ernment special  Virus  Leukemia  Program. 

All  of  us  are  aware  of  the  variation  in  the  course 
and  the  response  of  the  human  patient  with  malig- 
nant disease.  The  recent  literature  has  been  con- 
cerned with  the  factors  of  host  resistance  and  the 
possible  relationship  between  this  and  the  im- 
munologic response.  The  difficulties  of  working 
with  human  material  are  apparent  and  in  spite  of 
this  even  the  newspapers  have  reported  recent  at- 
tempts at  cross-tumor  implantation  in  an  attempt 
to  induce  increased  host  resistance  or  immunity. 
With  our  present  ability  to  grow  human  tumor 
cells  in  tissue  culture,  work  is  now  going  on  in 
many  centers  where  these  cells,  free  from  the  nor- 
mal tissue  and  connective  tissue,  etc.,  that  previ- 
ously contaminated  tumor  antigens  made  from 
ground  up  surgical  specimens  are  now  being  stud- 
ied as  to  their  possible  use  as  immunizing  agents 
or  antiserum  producing  agents.  These  are  the  areas 
that  are  most  jrromising  in  terms  of  the  immediate 
application  of  presently  known  data  to  the  therapy 
of  human  tumors. 

There  are  still  many  fascinating  unanswered 
questions.  How  does  the  virus  actually  change  the 
cell  to  a tumor  cell?  Is  the  entire  virus  necessary 
or  can  a segment  or  RNA  molecule  from  the  virus 
produce  the  malignant  change?  Are  there  genetic 
differences  that  might  be  shown  by  chromosonal 
mapping  in  humans  who  develop  malignant  disease 
and  those  who  do  not?  (There  are  certainly  tumor 
resistant  animal  species.)  If  there  are  genetic  dif- 
ferences that  play  a role  in  tumor  resistance,  would 
it  be  possible  to  manipulate  or  change  the  genetic 
makeup  of  the  fetus  or  germ  cell  in  this  regard  by 
as  yet  unknown  physical  or  chemical  techniques? 
I'he  answer  to  any  one  of  these  might  make  a radi- 
cal change  in  our  therapeutic  ability. 


Conclusion 

If  one  can  acceju  the  overwhelming  accumulated 
evidence  that  disease  in  man  and  other  animal 
species  is  biologically  similar,  then  we  must  accept 
the  fact  that  as  in  animals,  malignancy  is  viral  in- 
duced. The  exact  nature  and  mechanism  of  induc- 
tion is  not  yet  known  in  either  animal  or  man.  The 
presence  of  an  “activator”  either  of  environmental 
or  host  origin  is  known  to  be  present  in  both  ani- 
mals anti  man.  The  epidemiology  of  animal  and 
human  tumors,  the  clinical  course  and  response  to 
treatment  and  the  recent  demonstration  in  human 
tumors  and  human  tumor  tissue  cultures  of  virus 
particles  all  support  the  theory  of  a viral  etiology 
of  human  malignancy.  We  must  await,  however, 
the  final  definitive  experimental  data  that  will  al- 
low us  to  prevent  or  cure  human  malignancy.  Until 
that  time,  we  must  utilize  the  information  as  a 
working  theory  and  preliminary  data,  in  our  at- 
tempts to  treat  and  further  examine  a very  serious 
problem  in  the  human  as  well  as  many  other 
species. 
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COLON  AND  RECTAL  QUESTIONNAIRE 

Dr.  X.  W'illiain  W'^awro  oI  Hartlorcl  vvislics  to  express  his  thanks  for  tlie 
vvonclerlul  response  of  physicians  in  retitrning  tlie  .American  Cancer  Society 
Colon  and  Rectal  Questionnaire  which  was  sent  recently  to  all  physicians.  He 
recpiests  that  those  who  have  not  as  yet  participated  in  this  study  do  so  by 
sending  in  the  desired  information  as  soon  as  possible. 
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ABO  Blood  Groups  And  Multiple  Cancers 

Zelda  Janus,  B.S.,  John  C.  Bailor,  III,  M.D.,  and  Henry  Eisenberg,  M.D.,  M.P.H. 


■ Many  investigators  have  tried  to  find  relation- 
ships between  ABO  blood  groups  and  various  dis- 
eases, including  some  forms  of  cancer.  A report  by 
Fadbli  and  Dominguez^  showed  an  excess  of  blood 
group  A among  patients  with  multiple  primary 
cancers  of  various  sites  when  compared  with  a con- 
trol population.  The  excess  was  statistically  signifi- 
cant. Recently  a study  by  Tsukada,  et  al-  at  Ros- 
well Park  Memorial  Institute  found  no  statistically 
significant  differences  in  blood  type  between  a mul- 
tiple-cancer group  and  single-cancer  group  and  be- 
tween the  multiple-cancer  group  and  the  normal 
population  obtained  from  the  literature.  Our 
analysis  is  another  attempt  to  confirm  the  findings 
of  these  studies. 

The  cancer  patients  in  Table  1 are  from  a survey 
of  hospitals  and  follow-up  records  of  5,366  patients 
with  malignant  tumors  of  the  uterine  cervix  and 
corpus.  The  series  includes  all  Connecticut  resi- 
dents known  to  have  a first  diagnosis  of  uterine 
cancer  from  1935  to  1951  and  who  were  admitted 
to  hospitals.  Three  hundred  sixty-two  of  these  pa- 
tients also  had  malignant  tumors  of  other  sites  be- 
fore, simultaneously  with,  or  after  the  uterine  can- 
cer.3  I’able  1 also  shows  the  distribution  of  blood 
group  in  three  control  series.  The  control  series 
contain  persons  of  both  sexes  and  probably  young- 
er people  than  in  the  study,  but  there  is  no  evi- 
dence to  indicate  that  age  or  sex  has  an  effect  on 
blood  type  distribution. 

Chi-square  tests  were  applied  to  the  data  in 
Table  I to  see  if  patients  with  single  or  multiple 
tumors  had  distributions  of  blood  groups  which 
differed  significantly  from  the  control  series.  In 
computing  chi-square,  blood  groups  B and  AB 
were  considered  as  a single  group.  The  results  of 
these  chi-square  tests  are  given  in  Table  II.  Signifi- 
cant differences  were  found  between  blood  groups 
of  the  various  control  populations  and  patients 
with  single  cancers  of  the  corpus  uteri  but  not  for 
multiple  cancers.  These  data  therefore  do  not  sup- 
port the  observation  of  Faclhli  and  Dominguez  with 
respect  to  the  blood  group  distribution  of  patients 
with  multiple  tumors.  These  results  tend  to  agree 
with  Tsukada,  et  al  who  do  not  feel  that  they  have 


established  a clear  relationship  between  blood  type 
and  the  occurrence  of  multiple  cancers. 

Two  limitations  on  the  present  series  must  be 
noted.  First,  blood  group  was  determined  for  less 
than  half  of  the  patients  in  the  original  cancer 
series  (170  of  362  patients  with  multiple  cancer 
and  1804  of  5004  with  single  cancers).  The  incom- 
plete data  reduces  the  effective  sample  size  but  it 
is  difficult  to  see  how  it  could  introduce  any  ap- 
preciable bias  in  the  results.  Second,  every  patient 
in  the  series  had  one  cancer  in  the  uterine  cervix 
or  corpus.  The  other  studies  do  not  give  blood 
group  distribution  for  specific  sites  of  cancer  in 
their  series;  it  is  possible  that  there  is  a relation- 
ship existing  between  blood  group  and  multiple 
cancers  in  pairs  of  sites  which  do  not  include 
uterus,  such  as  skin-breast  or  lung-rectum. 

Summary 

The  distribution  of  ABO  blood  groiqjs  of  170 
cases  of  multiple  primary  cancers,  all  of  which  in- 
cluded uterine  cervix  or  corpus  as  one  site,  was 
compared  with  the  distribution  in  three  different 
control  groups  and  with  that  for  1804  cases  of 
single  cancer  in  the  cervix  or  corpus.  The  blood 
group  distribution  of  patients  with  multiple  can- 
cers was  not  found  to  differ  significantly  from 
either  the  distribution  in  patients  with  single  can- 
cer or  the  control  distributions. 
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94 

100.0 

39.1 

44.9 

14.5 

1.5 

Cor])iis 

199 

42 

40 

14 
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98 
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24 
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100.0 

40.0 
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Carcinoma  Of  The  Cervix 


John  McLean  Morris,  M.D. 


■ Just  over  a hundred  years  ago  Charles  D.  Meigs 
of  Philadelphia,  Professor  of  Midwifery  and  the 
Diseases  of  Women  and  Children,  wrote,  “It  is 
enough  to  make  a physician’s  heart  sink  within 
him  to  make  the  diagnostic  of  cancer  uteri,  for  such 
a diagnosic  is  ipso  facto  a prognostic  of  death;  and 
when  the  physician  has  made  it,  and  is  brought  to 
the  point  of  giving  true  expression  to  his  opinion, 
he  might  be  supposed  to  be  as  painfully  situated  as 
the  judge  on  the  bench,  when  he  puts  on  his  black 
cap  before  the  hnal  announcement  of  the  judgment 
unto  death.”  While  the  late  Ferderick  D.  Irving, 
Professor  of  Obstetrics  at  Harvard,  once  referred 
to  this  learned  Philadelphia  professor  as  “a  barn- 
acle of  the  ship  of  progress,”  the  observations  ex- 
pressed in  the  quotation  above  lepresented  the 
contemporary  view  in  1850. 

Cure  rates  in  cancer  of  the  cervix  since  1900  have 
roughly  approximated  the  year  of  the  century. 
Originally  most  of  the  progress  was  the  addition  of 
surgery  and  radiotherapy  as  treatment  modalities. 
More  recently,  at  least  75  per  cent  of  the  improve- 
ment in  cure  rates  is  due  to  earlier  diagnosis.  To- 
day approximately  8 out  of  10  women  with  early 
cervical  cancer  can  anticipate  cure. 

Epidemiology 

It  has  long  been  known  that  cancer  of  the  cervix 
has  an  association  with  early  marriage,  multiparity, 
and  poor  hygiene  (Table  I)  . Epidermoid  carcino- 
ma of  the  cervix  is  more  common  in  lower  econom- 
ic groups,  less  common  in  groups  in  which  ritual 
circumcision  is  performed,  and  almost  non-existent 
in  virgins.  As  smegma  has  been  shown  to  be  car- 

Table  I 

Carcinoma  of  Cervix 
Factors  Related  to  Incidence 
(Expressed  in  per  cent) 


CARCINOMA 
OF  CERVIX 

CARCINOMA 
OF  BREAST 

GENERAL 

POPULATION 

Marriage  before 
age  of  20 

the 

45.5 

16.2 

18.6 

Marriage  at  any 

age 

96.9 

83.5 

83.2 

Parity 

87.2 

68.0 

68.9 

Syphilis 

8.4 

2.2 

(Figures  from  Massachusetts  Department  of  Public  Health) 


From  the  Department  of  Obstetrics  and  Gynecology,  Yale 
University  School  of  Medicine,  New  Haven,  Connecticut. 


cinogenic,  this  evidence  suggests  that  prolonged 
periods  of  intercourse  with  uncircumsized  males  of 
poor  penile  hygiene  may  be  an  etiologic  factor  in 
the  disease. 

Figures  from  the  Connecticut  State  Tumor  Reg- 
istry (Table  II)  show  that  this  disease  has  an  ex- 
tremely long  life  history  with  a median  of  7.9 
years  between  development  of  carcinoma  in-situ 
and  development  of  invasive  carcinoma,  and  a 
median  of  8.5  years  between  local  invasive  carci- 
noma and  distant  metastases.-  As  it  is  generally 
recognized  that  cervical  dysplasia  may  precede  car- 
cinoma in-situ,  the  total  period  of  development  of 
the  disease  may  be  even  longer. 


Table  II 

Cervical  Cancer  in  Connecticut 
1935-1951 


NO.  OF  CASES 

MEDIAN  AGE 

In-situ 

165 

42.8 

Localized 

1,488 

50.7 

Regional 

1,232 

54.2 

Distant 

218 

59.2 

(Stage  unknown 

70) 

-Yll  cases 

3,173 

52.2 

Carcinoma  of  the  cervix  should  be  to  some  ex- 
tent a preventable  disease.  The  decreasing  inci- 
dence noted  in  some  areas  may  be  related  to  better 
hygiene,  routine  circumcision  of  the  male,  the  use 
of  birth  control  techniques  in  reducing  grand  mul- 
tiparity, detection  and  recognition  of  the  disease 
in  the  preinvasive  stages,  and  the  performance  of 
total  rather  than  subtotal  hysterectomy.  In  past 
years  approximately  10  per  cent  of  the  patients 
with  cervical  cancer  seen  at  Yale-New  Haven  Medi- 
cal Center  have  been  cervical  stump  cases. 

The  age  specihc  incidence  of  this  disease  (Table 
HI)  should  be  considered  in  planning  cytologic 
screening  programs.  In  terms  of  maximum  utiliza- 
tion of  medical  and  scientihc  manpower,  routine 
smears  in  patients  under  twenty  yield  only  one  case 


DR.  JOHN  McLEAN  MORRIS,  Chief,  University  Divi- 
sion Obstetrics  and  Gynecology,  Yale-New  Haven  Hospital, 
New  Haven,  Conn.,  Consulting  Gynecologist,  Meriden  Hos- 
pital; U.  S.  Veterans  Hospital,  West  Haven;  Middlesex 
Memorial  Hospital;  New  Britain  General  Hospital;  Uncas- 
on-Thames  Hospital. 
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CiARCINOMA  OF  llll,  CaKMX 
Incidi  s(,K  AM)  A(.f,  Si'Kc:ific  Inc:ii)F,ncf  jt.r  100, 000 
CoNNFci  iru  I 103,5-10,51 


A(.i: 

\0  OI  CASKS 

A(.i:  sri-.cinc 

15-19 

D 

.15 

20-21 

12 

.9 

25-29 

04 

4.8 

30-34 

155 

12.0 

35-39 

303 

24.9 

40-44 

482 

44.1 

45-49 

479 

40.2 

r>0-54 

439 

47.3 

55-59 

439 

50.5 

00-(i4 

379 

50.0 

05-69 

270 

50.1 

70-74 

107 

44.5 

74-79 

97 

39.9 

80-84 

.50 

40.3 

85  it  over 

24 

38.5 

I otal 

3,378 

21.0  per  100,000 

per  1 ,()()(),()()()  women;  in  patients  under  25  only 
one  per  100, 000  (I’ahle  III).  In  this  group  smears 
should  he  limited  to  those  wlio  have  suspicious 
areas  on  the  cervix.  Most  screening  programs  yield 
roughly  5 abnormal  smears  per  1,000  on  the  initial 
visit,  which  rapidly  lalls  oft  to  a tenth  of  this  figure 
in  succeeding  years.  These  figures  are  roughly  what 
might  be  expected.  If  50  women  jjer  100,000  are  to 
develop  cancer  of  the  cervix  per  year,  and  the  dis- 
ease has  a 10-year  life  span,  one  woukl  expect  to 
find  500  altnormalities  per  100,000  in  initial  sam- 
pling. If  10  per  cent  false  negatives  are  encoun- 
tered, 5 of  these  women  would  receive  false  reas- 
surance. 

Diagnosis 

The  diagnosis  of  cervical  cancer  belongs  in  the 
hands  of  any  physician,  surgeon,  or  gynecologist 
who  sees  a woman  in  the  cancer  age.  Routine  use 
of  the  Papanicolaou  smear  in  patients  over  the  age 
of  25,  the  annual  check-up,  the  performance  of 
pelvic  examinations  at  the  time  of  hospital  admis- 
sions and  office  visits  have  played  important  roles 
in  earlier  diagnosis.  While  there  have  been  a cer- 
tain number  of  experimental  screening  studies  car- 
ried out  in  which  “ilo  it  yourself  kits”  have  been 
provided  for  women  to  take  their  own  smears, 
there  are  a good  many  reasons  for  regarding  such 
a program  with  disfavor.  The  cytologic  smear  is 
only  one  of  the  many  tests  for  diagnosing  pelvic 
cancer,  and  not  only  false  negatives,  but  also  the 
inability  of  the  smear  to  detect  other  pelvic  path- 
ology, may  provide  false  reassurances  for  the  pa- 
tient. 


The  decision  as  to  what  course  to  take  in  the 
event  of  a suspicious  or  positive  smear  does  not 
lend  itself  to  a single  answer.  Some  authorities,  in 
an  effort  to  ]jrovide  such  an  easy  answer,  advise  im- 
mediate conization.  routine  cervical  conization  as 
an  initial  procedure  has  the  disadvantages  of  the 
expense  of  hospitalization,  the  risk  of  anesthesia, 
and  the  traumatic  psychologic  effect  on  the  patient. 
The  operation  is  not  simple  ami  without  compli- 
cations. Hemorrhage  or  infection  (especially  if 
cautery  is  used)  not  only  relate  to  the  {procedure 
itself,  but  also  to  any  subsequent  therapy  which 
may  be  undertaken.  Doran  and  Shier’^  report  22 
per  cent  significant  complications  from  conization, 
as  well  as  a 45  per  cent  morbidity  following  sidjse- 
quent  hysterectomy.  Laubach  and  McGinty'-^  note 
the  morbitlity  in  hysterectomy  post-cone  increased 
to  54.fi  per  cent.  Kottmeier’-  reports  50  per  cent  of 
patients  coned  aborted  when  they  became  preg- 
nant. Other  reports  indicate  similar  results,  espec- 
ially during  pregnancy  (I’able  IV).  Furthermore, 
unless  a cone  is  carelully  cut,  fragments  of  un- 
oriented tissue,  particularly  if  cauterized  or  inade- 
quately sectioned,  may  prove  of  less  value  than 
carefully  chosen  punch  biopsies. 

When  an  unsuspected  suspicious  or  positive 
smear  is  reported,  a repeat  smear  should  be  rou- 
tine. Because  of  the  unnecessary  anguish  caused  by 
a false  positive,  it  is  ]jrobably  wiser  not  to  tell  the 
patient  she  has  a positive  smear  for  cancer,  but 
merely  that  the  smear  must  be  repeated.  The  sur- 
face of  the  cervix  can  be  stained  with  Lugol’s  solu- 
tion and  non-staining  areas  biopsied.  I'oluidine 
blue,  .Schiller’s  solution,  colopscopy  or  other  tech- 
niques may  be  employed.  Significant  exocervcial 
growth  is  usually  recognizable.  The  major  danger 
is  unrecognized  endocervical  tumor.  For  this  pur- 

Tabi.e  i\' 

CONIZAI  ION  FOR  I’O.SH  I\  E Ca  TOEOC.V  I)I  REN(;  PrE(..\ANCV 
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NO.  \ FRE  I’RE- 


AUIIIOR 
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RU\C¥* 

MATU' 
Ri  rv 

FFTAL 

FOSS** 

I\\ ASI\  E CANCER 
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20 

2 

1 

0 

2 

Eerguson  and 
Brown’* 

50 

0 

10 

0 

i) 
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39 

1 

0 

2 

2 (micro) 

Moore  el  al.” 

14 

0 

1 

0 

5 (4  micro) 

— 

— 
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— 

— 

129 

9 

24 

8 

14  (?  no.  micro) 

* Recpiiiing 

readmission  and  transfusion 

( 1 infarct,  1 
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**  Excluding  loss  from  therapy  of  tervical  lesion. 
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Fig.  I.  Endocervical  Curette. 


pose  a small  endocervical  curette  is  of  great  value 
(Fig.  I)  . This  technique  is  used  routinely  in  our 
clinic.  Many  of  our  endometrial  cancers  are  simi- 
larly diagnosed  with  a Meigs  endometrial  biopsy 
curette  prior  to  hospital  admission.  Approximately 
90  to  95  per  cent  of  cervical  cancer  can  be  diag- 
nosed by  olhce  procedure. 

Should  punch  biopsies  be  equivocal,  the  proce- 
dure of  choice  is  a cone  with  immediate  cryostat 
sections  taken  in  the  operating  room  and  appropri- 
ate treatment  instituted  under  the  same  anesthe- 
sia.“ It  is  preferable  to  suture  such  a coned  area 
than  to  cauterize  it,  and  the  report  from  the  sec- 
tions should  be  available  at  about  the  time  the 
suturing  is  completed. 

Pathology 

The  first  step  in  proper  handling  of  cervical 
malignant  disease  is  the  review  of  the  pathologic 
material  available.  It  must  be  determined  whether 
it  is  representative  and  adequate.  Many  times  le- 
sions are  borderline.  It  is  not  correct  to  assume  in 
all  cases  that  it  is  black  or  white,  cancer  or  benign. 
Severe  dysplasias  should  at  times  be  treated  as  pre- 
malignant  lesions.  Micro-invasive  tumors  do  not 
necessarily  require  as  rigorous  treatment  as  Stage 
I cancer. 

It  shordcl  be  stressed  in  regard  to  cervical  coni- 
zation that  many  of  the  so-called  invasive  carcino- 
mas picked  up  by  this  technic^ue  are  in  fact  micro- 
invasive  carcinomas.  We  have  used  this  term  to 
refer  to  tumors  that  are  not  grossly  visible  to  the 
naked  eye  in  which  the  depth  of  penetration  of 
invasion  is  not  more  than  3 mm.  In  our  experience 
such  tumors  have  essentially  the  same  prognosis 
and  significance  as  carcinonra  in-si tu,  unless  the 
histology  is  most  unusual  with  lymphatic  involve- 
ment and  seveie  anaplasia. 

On  the  other  hand,  a severe  dysplasia  should  be 
recognized  as  a premalignant  lesion.  While  such 
lesions  undoubtedly  have  less  significance  than  car- 
cinoma in-situ,  over  a long  term  many  of  these  will 
actually  progress  into  carcinoma  in-situ  or  invasive 
tumors. 

There  is  also  little  question  that  tumors  with 
extensive  lymphatic  involvement,  diffuse  cellular 
infiltration  of  tissues,  or  very  marked  anaplasia 
have  a worse  prognosis  than  well  differentiated 
tumors  with  more  sharply  demarcated  borders. 


Table  V 

Pain  in  Cervical  Cancer 
(262  cases  1952-1958) 


LOCATION  OF  PAIN 

NO.  OF 
CASES 

3-8  VR. 
“cures” 

3-8  YR. 
“cure”  rate 

No  pain 

120 

97 

81  % 

.\bdomen,  pelvis,  hack 

65 

36 

55.4% 

Hip 

12 

3 

25  % 

Thigh 

65 

8 

12.3% 

Individuals  who  assume  the  responsibility  of  car- 
ing for  patients  with  such  lesions  or  with  invasive 
cancer  should  become  sufficiently  familiar  with  the 
pathologic  processes  involved  that  they  can  intel- 
ligently review  the  slides  themselves,  and  apply  this 
knowledge  to  the  patient  in  relation  to  childbear- 
ing and  the  many  other  situations  that  may  be  a 
part  of  the  problem. 

Extent  Of  Disease 

The  control  of  the  primary  disease  in  the  cervix 
does  not  present  the  major  problem  in  therapy— 
it  is  the  extension  to  other  pelvic  structures  that 
presents  difficulties.  Pain,  especially  if  involving 
the  leg,  or  ureteral  obstruction  may  indicate  pelvic 
wall  extension.  I'he  impact  of  these  on  prognosis 
can  be  seen  in  Tables  V and  VI.  It  is  unfortunate 
mat  ureteral  obstruction  is  not  considered  in  clini- 
cal staging,  as  involvement  of  the  ureter,  even  if 
not  palpable,  makes  a case  the  ec|uivalent  of  a 
Stage  III  or  IV  from  the  prognostic  point  of  view. 

In  addition  to  the  intravenous  pyelogram,  diag- 
nostic procedures  should  include  cystoscopy  and 
metastatic  series.  Sigmoidoscopy  is  usually  unneces- 
sary. Venography  and  lymphangiography  are  tedi- 
ous to  perform,  uncomfortable  to  the  patient,  and 

Table  VI 

Ureteral  Obstruction  in  Carcinoma  of  the  Cervix 
1952-1958 

PRI-  SECON- 
MARY  DARV 
URE-  URE- 
TERAL TERAL • 

OB-  OB- 

no.  of  struc-  struc-  total  no. 


STAGE 

CASES 

TION 

TION 

NO. 

DIED 

% 

I 

103 

1 

9 

10 

10 

II A 

53 

0 

8 

8 

8 

IIB 

30 

2 

9 

11 

11 

III 

19 

7 

5 

12 

10 

IV 

23 

12 

3 

15 

13 

Total 

228 

22 

34 

56 

52 

92.9 

Recurrent 

Cases 

34 

15 

2 

17 

12 

Total 

262 

37 

36 

73 

64 

87.7 
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may  have  undesirable  side  effects.  The  results  may 
be  ecjuivocal,  and  in  most  circumstances  would  not 
significantly  alter  the  treatment.  While  sometimes 
ol  value  in  the  unusual  situation  or  as  an  experi- 
mental procedure,  they  are  undesirable  lor  routine 
use. 

Treatment 

']  he  position  ol  treatment  in  cancer  ol  the  cervix 
has  been  the  subject  ol  much  leeling  debate  and 
conllicting  statistical  reports  to  justily  the  particu- 
lar stand  taken.  Participants  and  discussors  alike 
may  be  conlused  by  use  ol  5-year  survival  statistics 
collected  by  a variety  ol  methods— many  ol  which 
are  statistically  unsound  and  do  not  take  into  con- 
sideration the  selection  ol  cases  involved.  As  differ- 
ent specialties  are  involved  olten  the  decision  is 
made  by  an  individual  who  is  actually  not  lamiliar 
with  the  details  ol  other  modalities  ol  treatment, 
rhe  ideal  therapist  is  one  who  is  acquainted  with 
all  ol  these. 

Carcinoma  in-situ  is  best  treated  by  total  hyste- 
rectomy. It  should  be  remembered  that  this  is  a 
preinvasive  process  with  a considerable  length  ol 
time  elapsing  belore  significant  invasion  occurs. 
There  is  no  urgency  about  the  operative  treatment. 
A pregnant  patient  shoidd  be  permitted  to  go  to 
term  with  operation  perlormed  some  weeks  alter 
vaginal  delivery.  While  a cone  may  aid  in  the  diag- 
nosis, except  in  the  earliest  type  ol  premalignant 
change,  a cone  is  not  sufficient  treatment  in  itsell. 
Kottmeier^-  rejiorts  8 coned  patients  with  carci- 
noma in-situ  who  later  developed  cervical  carci- 
noma. 

In  our  experience  the  micro-invasive  tumor  can 
be  treated  similarly  by  wide  hysterectomy.  Although 
node  dissection  was  carried  out,  in  a limited  series 
ol  these  cases  no  positive  nodes  were  encountered, 
riiere  has  been  no  tumor  recurrences  in  this  series. 

Other  than  carcinoma  in-situ  or  the  micro-in- 
vasive tumor  the  treatment  ol  cervical  cancer  more 
properly  belongs  to  a therapy  center.  The  care  ol 
the  patient  with  carcinoma  ol  the  cervix  retpiires 
considerable  experience  and  individualization  ol 
treatment.  No  matter  how  well  trained  a physician 
may  be,  unless  he  is  in  constant  contact  with  such 
problems  he  cannot  maintain  the  skills  required  in 
a specialized  area  which  is  constantly  changing. 
Figures  Irom  New  York  State*'  show  that  results 
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Irom  cancer  and  teaching  hosjiitals  were  signifi- 
cantly better  than  Irom  nonteaching  hospitals 
( Fable  VII)  . Figures  Irom  the  Connecticut  State 
Tumor  Registry^  related  to  hospital  size  show  simi- 
lar results,  especially  in  tumors  with  regional  ex- 
tension (Table  VIII).  The  doctor  in  private  prac- 
tice who  ignores  these  results  and  undertakes  treat- 
ment himsell  is  simply  not  giving  his  patient  the 
best  that  is  available  to  her. 

d'he  radiotherapy  technique  employed  at  Yale 
Medical  Center  is  described  elsewhere. Radium 
ajjplications  are  done  with  Ilexible  rubber  applica- 
tors fitted  to  the  surlace  ol  the  tumor  using  a scin- 
tillation counter  to  obtain  rectal  and  bladder  dose 
readings.  .Satislactory  treatment  ol  the  pelvic  wall 
is  best  done  with  supervoltage  therapy.  The  major 
principles  involve  the  administration  ol  a tumor- 
cidal  dose  to  the  involved  areas,  recognizing  that 
the  mucosa  ol  rectum,  bladder,  sigmoid,  and  small 
bowel  must  be  spared  this  same  dose  in  order  to 
avoid  injury.  There  is  evidence  in  some  ca.ses  that 
the  primary  tumor  must  receive  a higher  dose  than 
is  perhaps  necessary  lor  nodal  or  other  spread. 

Primary  surgery  in  selected  cases  offers  cure  rates 
roughly  equal  to  those  achieved  by  radiotherapy, 
but,  (1)  radical  surgery  is  difficult  and  beyoiul  the 
competence  ol  the  average  obstetrician-gynecolo- 
gist, (2)  the  morbidity,  especially  urinary  fistula,  is 
higher  than  that  ol  good  radiotherapy,  (3)  il  sur- 
gery lails,  it  is  hard  to  carry  out  satislactory  radio- 
therapy (in  the  absence  ol  the  uterus  to  hold  radi- 
um) , whereas  il  radiotherapy  lails,  surgery  may  be 
perlormed  as  a secondary  procedure  (assuming  tis- 
sue tolerances  have  not  been  exceeded)  . Surgical 
cures  in  radiation  lailures  may  be  as  high  as  20  per 
cent. 

Cases  selected  lor  primary  surgery  usually  are 
early  cases  in  young  women  who  are  good  surgical 
risks.  File  lact  that  elderly  patients,  poor  surgical 
risks,  and  advanced  tumors  are  usually  turned  over 
to  radiotherapy  weights  results  in  lavor  ol  most  sur- 
gical series.  An  exception  to  this  are  the  advanced 
.Stage  IV  cases,  particularly  when  the  tumor  has  ex- 
tended anteriorly  and  posteriorly  to  the  bladder  and 
rectum  without  extension  to  the  pelvic  wall.  In 
these  patients  pelvic  exenteration  procedures  may 
offer  surprisingly  good  results  in  terms  ol  cure. 
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However,  because  of  the  mutilating  nature  of  such 
stirgery  and  the  late  renal  difficulties  and  other 
problems  that  can  be  anticipated  in  a high  propor- 
tion of  such  cases,  exenterative  procedures  have 
been  limited  in  our  hands  to  (1)  jiost-radiaiton 
cases  in  which  there  is  no  other  alternative  of 
therapy  and  (2)  those  in  tvhich  there  is  reasonable 
hope  of  cure.  In  only  rare  instances  can  the  opera- 
tion be  considered  palliative. 

Routine  combinations  of  the  two  modalities  of 
therapy  are  ill-advised  and  in  general  only  serve  to 
increase  morbidity  without  significantly  improving 
results.  However,  surgery  in  the  case  of  suspected 
recurrence  may  have  a place. 

In  such  circumstances  one  of  five  situations  may 
arise: 

1)  The  patient  succumbs  to  surgery. 

2)  No  tumor  is  found. 

3)  Inoperable  tumor  is  found. 

4)  The  tumor  is  removed,  but  recurs. 

5)  The  tumor  is  removed  and  the  patient  re- 
mains cured. 

In  most  circumstances  only  No.  5 can  be  considered 
to  be  of  benefit  to  the  patient.  This  occurs  more 
commonly  in  low-grade  tumors,  and  it  must  be 
recognized  that  some  patients  may  survive  for  5 
years  without  surgery,  (e.g.  F.T.  JBO-91-20.  Cervi- 
cal carcinoma  treated  1942,  one  positive  inguinal 
node  removed  at  5 years,  two  positive  iliac  nodes 
removed  at  10  years,  has  now  survived  12  more 
years  without  evidence  of  disease.) 

To  put  such  a question  as  post-radiation  lymph 
node  dissection  into  a simple  formula  let: 

a = per  cent  cases  with  residual  operable 
tumor 

b = per  cent  5 yr.  survival  if  tumor  present 
and  removed 

c = per  cent  5 yr.  survival  if  tumor  present 
and  not  removed 

d = operative  mortality 

then  if  (ax  b)  — (c  -f  d)  = 0 or  less,  no  benefit  is 
to  be  anticipated  from  this  surgery.  For  example, 
I if  a = 20%,  b = 20%,  c = 1%,  d = 3%  (.20  x 
j .20)  - (.01  + .03)  = .04  - .04  = 0.  Under  such 
I circumstances  not  only  is  there  no  statistical  bene- 
! fit  from  the  surgery,  but  unfortunately  most  of  the 
! operative  mortality  occurs  in  patients  who  had  no 
disease.  Furthermore,  this  does  not  take  into  con- 
sideration such  matters  as  operative  morbidity,  in- 
cluding lymphocysts,  ureteral  injury,  or  other  dif- 
I ficulties  which  may  in  themselves  prove  incapaci- 
I tating  or  even  eventually  fatal. 

I While  local  recurrence  proven  by  biopsy  should 
I be  an  indication  for  snrgical  intervention,  the  most 
j common  sign— one  with  an  ominous  prognosis— is 
I pain.  In  such  instances,  intravenous  pyelogram 
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showing  the  appearance  of  ureteral  obstruction 
may  generally  be  considered  a pathognomonic  sign. 
If  the  pain  involves  the  thigh,  particularly  if  leg 
swelling  is  present,  the  prognosis  is  es.sentially 
hopeless.  Metastatic  series,  liver  scan  and  function 
tests,  and  neurologic  evahiation  may  be  of  some 
value  in  determining  the  extent  and  location  of 
the  disease. 

Some  palliation  may  be  achieved  by  a variety  of 
methods: 

1)  systematic  chemotherapy 

2)  local  chemotherapy  infusion  or  perfusion 

3)  laparotomy  and  radiocolloidal  gold  injec- 
tion^'^ 

4)  cordotomy,  nerve  root  section,  or  lobotomy 
Rarely  is  re-irradiation  indicated  if  the  original 
radiotherapy  was  adequate,  as  this  only  increases 
injury  without  improving  the  patient’s  lot.  Occas- 
ionally radiation  of  an  affected  area  outside  the 
original  treatment  site  may  be  of  benefit  in  pallia- 
tion of  local  symptoms. 

Results 

The  Annual  Reports  on  Results  of  Treatment 
published  in  Stockholm^  have  done  much  to  stand- 
ardize techniques  of  reporting  so  as  to  make  com- 
parable statistics  available.  There  are  still  many 
local  undetermined  variables,  such  as  jtathologic 
interpretation  as  to  what  constitutes  invasive 
ttnnor,  conscious  or  unconscious  factors  in  selection 
of  cases,  and  particularly  variations  in  interpreta- 
tion of  staging,  all  of  which  should  be  taken  into 
account  when  comparing  results. 

Staging  represents  a clinical  impression.  The  de- 
termination of  early  extension  in  the  fornices  or 
parametrial  areas,  and  the  evaluation  of  such  mat- 
ters as  “paracervical  thickening”  or  “bands,”  is  a 
matter  of  interpretation  which  may  lead  to  con- 
siderable variation  in  the  assignment  of  cases  to 
clinical  stages,  especially  I and  HI  (Stage  II  only 
reflecting  the  cases  not  assigned  to  I and  HI)  . If 
the  type  of  clinical  material  seen  in  two  institu- 
tions is  similar,  the  institution  placing  only  a small 
proportion  of  cases  in  Stage  I and  a high  propor- 
tion in  Stage  HI  will  show  a higher  cure  rate  in 
each  stage  than  an  institution  placing  a high  pro- 
portion of  cases  in  Stage  I and  low  proportion  in 
Stage  HI. 

If  the  clinical  material  seen  in  most  centers  in 
the  United  States  and  Canada  may  be  asstnned  to 
be  roughly  equivalent,  it  is  interesting  to  make  a 
comparison  between  the  two  institutions  in  the 
Annual  Reports  that  report  less  than  15  per  cent 
of  their  cases  in  Stage  I and  more  than  40  per  cent 
in  Stage  HI  with  the  seven  institutions  reporting 
more  than  40  per  cent  in  Stage  I and  less  than  15 
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per  cent  in  Stage  III  (Table  IX).  Although  the 
overall  cure  rate  is  similar  in  the  two  groups,  the 
cure  rate  hy  stages  is  considerably  better  in  the 
first.  While  some  of  this  may  be  due  to  a dillerent 
type  of  case  that  is  being  seen,  the  interpretation 
of  staging  may  also  play  a role. 

In  Table  X Yale-New  Haven  Medical  Center  is 
compared  with  the  115  reporting  institutions  in 
the  International  Reports.  Of  these  115  institu- 
tions, only  one  institution  has  a lower  proportion 
of  patients  in  Stage  III.  This  would  suggest  that 
either  an  earlier  type  of  ca.se  is  being  seen  here 
than  in  other  institutions,  or,  more  likely,  the  mat- 
ter of  fixation  to  the  pelvic  wall  in  Stage  III  has 
been  interpreted  in  too  rigid  a fashion,  and  that 
some  of  the  cases  with  bands  extending  to  the  pel- 
vic wall  which  have  been  classed  as  I or  II  should 
have  been  classified  as  Stage  III.  Some  of  the  poor 
results  in  Stage  III  may  also  be  laid  to  the  fact 
that  there  was  a lag  in  obtaining  supervoltage 
therapy  which  is  an  integral  part  of  Stage  III 
therapy. 

Complications 

Cure  rates  are  not  the  only  measure  of  success 
or  failure  of  a modality  of  therapy.  Complications 
may  be  more  of  a burden  to  the  patient  than  the 
disease  itself.  An  exenteration  may  prove  curative 
in  carcinoma  in  situ  of  the  cervix  but  it  may  not  in 
the  long  run  be  in  the  best  interest  of  the  patient. 
Enthusiasm  for  new  supervoltage  technicjues,  radi- 
cal surgical  procedures,  or  combinations  thereof, 
may  prevent  the  gynecologist  from  recognizing  that 
the  same  or  better  results  could  have  been  achieved 
by  simpler  means.  Programs  advocating  massive 
])elvic  radiation  or  routine  combinations  of  exten- 
sive radiation  and  radical  surgery  sometimes  ignore 
complications. 


Radiologic  injuries  are  largely  related  to  the  fact 
that  the  mucosa  of  bowel  and  bladder  may  be  seri- 
ously damaged  by  a tuniorcidal  dose  of  radiation. 
Extreme  care  must  be  taken  to  avoid  injury  to 
these  structures,  including  direct  measurements 
from  rectum  and  bladder  at  the  time  of  radium 
implantation. 

Primary  surgery  is  associated  with  a higher  per- 
centage of  injury  than  is  usually  encountered  with 
good  radiation  therapy.  Brunschwig  and  Barber-'* 
recently  reported  a surgical  series  in  which  22  per 
cent  of  the  patients  developed  urinary  tract  fistulas 
(excluding  exenteration  cases).  In  our  series  the 
combination  of  surgery  and  radiation  resulted  in  a 
complication  rate  which  was  over  three  times  great- 
er than  that  of  patients  receiving  radiation  alone. 
While  two-thirds  of  the  radiation  injuries  were 
transient,  when  surgery  was  added  two-thirds  of  the 
injuries  were  permanent  or  required  surgical  inter- 
vention. .-\ny  combination  of  these  two  modalities 
shoidd  be  undertaken  with  great  care  and  with 
recognition  of  the  risks  involved  to  the  patient. 

Conclusion 

I'he  proper  handling  of  cervical  cancer  involves 
the  knowledge  of  a variety  of  specialties  including 
pathology,  gynecology,  urology,  radiotherapy,  gen- 
eral surgery,  and  chemotherapy.  This  may  be  han- 
dled by  a nudtidisciplinary  approach  using  sepa- 
rate .services.  It  is  more  satisfactory  usually  from  a 
patient’s  jioint  of  view  if  the  gynecologic  oncolo- 
gist familiarizes  himself  with  all  of  these  areas, 
using  consultants  if  and  when  necessary.  Without 
good  cooperation  the  patient  invariably  suffers  or 
“falls  between  the  cracks”  with  no  one  doctor  as- 
suming the  real  responsibility. 

.Surgery  in  the  ratliated  pelvis  presents  very  dif- 
ferent healing  problems  from  the  non-radiated  pel- 
vis. Similarly,  primary  surgery  may  make  later  radio- 
therapy difhcidt  or  impossible,  particularly  radium 
insertion.  Chemotherapy  may  be  allected  by  prior 
radiation  treatment.  The  frequent  involvement  of 
bladder,  ureters,  bowel,  pelvic  nodes,  nerves,  and 
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vessels  makes  more  knowledge  of  general  and  uro- 
logic  survey  necessary  than  is  included  in  the  ordi- 
nary obstetrical  and  gynecologic  training.  Regional 
surgical  knowledge  in  the  pelvis  has  an  advantage 
over  organ  specialization;  knowlecle  of  the  disease 
and  its  treatment  is  preferable  to  separating  modal- 
ities of  therapy. 
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Experience  With  Salivary  Gland  Tumors  At  Hartford 
Hospital  1936-1963 

N.  William  Wawro,  M.D.  and  Philip  Becker,  M.D. 


■ riic  most  common  cause  lor  unilateral,  painless, 
progressive  swelling  or  mass  in  the  preaurictilar  or 
stibmaxillary  triangle  is  a primary  tumor  of  sali- 
vary gland  origin.  If  facial  nerve  weakness,  local 
pain,  or  ii«ilateral  cervical  lymph  node  enlarge- 
ment are  associated  with  stich  a preauricular  or 
submaxillary  mass,  the  probability  of  a malignant 
tumor  of  major  salivary  gland  is  great  and  retpiires 
immediate  attention.  Most  tumors  of  major  sali- 
vary gland  origin  are  benign  with  the  highest  inci- 
dence in  adults,  though  large  cavernous  hemangio- 
mata may  be  fotind  in  the  parotid  salivary  gland 
of  the  newborn  infant. 

It  is  not  commonly  realized  that  salivary  gland 
tissue  is  present  within  the  mucosa  of  the  buccal, 
palatine  and  base  of  tongue  areas.  This  heterotopic 
salivary  gland  tisstie  can  give  rise  to  primary  sali- 
v;iry  gland  ttimors,  generally  malignant  and  com- 
monly of  the  cylindroma  (low  grade  adenocarci- 
noma) variety.  It  should  be  notecl  that  these  minor 
salivtiry  gland  tumors  dilfer  from  the  more  com- 
mon intra-oral  squamous  carcinomas  in  that  they 
appear  initially  as  submucosal  nodules  which  slow- 
ly increase  in  size  and  ulcerate  only  in  the  late  and 
advanced  stages.  The  general  rtde  that  there  is  an 
increasing  likelihood  of  malignancy  as  one  pro- 
gresses from  parotid  to  std)inaxillary  to  sid)lingtial 
in  the  oral  naso-])haryngeal  areas  is  a diagnostic 
clue  well  worth  remembering. 

Because  the  facial  nerve  traverses  the  (juite  vas- 
cidar  and  saliva  secreting  parotid  gland,  many  pa- 
tients with  parotid  tumors  have  been  advised  to 
defer  treatment  until  the  parotid  mass  causes 
“trotible”  or  “ripens.”  d he  spectre  of  severing  or 
damaging  the  seventh  cranial  nerve  in  its  cotirse 
through  the  parotid  gland  with  resultant  facial 
paralysis,  or  creating  a permanent  salivary  cervical 
fistida  by  incising  the  parotid,  have  been  fears 
which  often  delay  prompt  and  appropriate  action 
lor  jjrimary  parotid  salivary  gland  tumors. 

I'hese  fears  are  groumlless.  Subtotal  resection  of 
the  jzarotid  gland  can  be  carried  out  without  facial 
nerve  injtiry  or  salivary  listttla  by  removing  the  en- 
tire siqjerhcial  lobe  with  controlled  exposure  of  the 
facial  nerve  and  ligation  of  Sten.son’s  ditct.  In  this 
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series  of  62  consecutive  stdttotal  resections  for  be- 
nign parotid  tumors,  there  was  no  single  salivary 
oro-cervical  listtda  or  facial  nerve  section. 

There  is  little  doubt  that  the  best  control  and 
survival  of  both  benign  and  malignant  salivary 
gland  tumors  is  achieved  with  adequate  and 
prompt  surgical  therapy.  In  the  era  before  World 
War  II,  extision  of  these  neoplasms  with  limited 
margins  or  excision  biopsy  of  a portion  of  the 
salivary  gland  tumor  was  commonly  practiced. 
With  benign  tumors,  local  recurrence  was  expected 
and  generally  treated  with  another  limited  excision 
or  supplementary  X-ray  therajiy. 

11  the  salivary  gland  ttimor  was  malignant.  X-ray 
therapy  or  interstitial  radiation  was  employed  with 
limited  success  and  low  survival  rate,  since  these 
patients  succumbed  to  a combination  of  locally  in- 
vasive recurrence  and  disseminated  metastases. 

Material 

litis  study  covers  the  experience  at  the  Hartford 
Hospital  for  26  years,  1936-1963,  dttring  which  time 
a total  of  290  primary  neoplasms  of  major  and 
minor  salivary  gland  origin  were  recorded  and 
treated.  Long  term  followup  is  available  on  242  of 
the  290  patients,  followed  well  over  ten  years.  (83 
per  cent).  In  214  patients  the  tumors  were  benign 
(74  per  cent)  and  in  76  patients  (26  per  cent),  the 
tumors  were  malignant  histologically.  (Table  I)  . 
The  latter  grotq)  contains  the  less  aggressive  cylin- 
diomata  (adenocystic-adenocircinoma  and  mucoe- 
pidermoid carcinoma)  which  have  a slow  growth 
rate,  and  infrequently  metastasize  to  the  regional 
cervical  hmph  nodes  as  well  ;is  the  more  aggressive, 
highly  malignant  sqtiamous  and  undifferentiated 
carcinoma  which  have  a rapid  growth  rate,  with  a 
higher  incidence  of  cervical  lymph  node  and  hema- 
togenotis  metastases.  The  average  age  in  this  series 
for  benign  and  malignant  tumors  is  56  years  of  age, 
and  except  for  a male  dominant  in  the  Warthin’s 
tumor,  and  female  dominant  in  the  malignant  cyl- 
indromas, the  remaining  groups  were  evenly  di,s- 
tributed.  (4’able  II)  . 
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Table  I 

Hartford  Hospital 
1936-1963 


CLASSIFICATION 

PAROTID 

SUBMAXIL- 

LARV 

OTHER 

TOTAL 

Benign 

Mixed  tumor 

152 

21 

8 

181 

Adenolymphoma  , 

17 

0 

1 

18 

(IVarthin’s) 

Cavernous  hemangioma 

15 

0 

0 

15 

— 

— 

— 

— 

184 

21 

9 

214 

Malignant 

Cylindroma 

15 

3 

4 

22 

Muco-epidermoid 

15 

0 

0 

15 

.\denocarcinoma 

12 

9 

1 

15 

Squamous  carcinoma 

16 

9 

0 

18 

Undiff.  carcinoma 

5 

1 

0 

6 

— 

— 

— 

— 

63 

8 

5 

76 

Total 

247 

29 

14 

290 

Diagnosis 

As  a general  rule,  parotid  enlargement  is  either 
localized  or  diffuse.  Localized  parotid  swelling  most 
likely  represents  a primary  benign  or  malignant 
parotid  neoplasm,  if  the  patient  has  not  had  a pre- 
vious excision  of  a primary  facial  skin  epithelioma 
or  melanoma.  Intra-parotid  lymph  nodes  may  be- 
come enlarged  with  metastatic  cancer  from  primary 
head  or  facial  skin  cancer  several  years  later,  de- 
spite control  of  the  former  skin  neoplasm. 

Occosionally,  a primary  parotid  mixed  tumor 
may  arise  in  the  smaller  deep  retromandibular  lobe 
and  present  as  a lateral  pharyngeal,  retrotonsillar 
submucosal  firm  mass  without  swelling  of  the  pre- 
auricular  skin.  Since  this  unusual  mass  lies  beneath 
and  in  close  proximity  to  the  facial  nerve,  the  con- 
ventional external  approach  to  isolate  the  seventh 
cranial  nerve  is  desirable  and  followed  by  intraoral 
excision  of  the  mass.  (Case  I.) 

Case  I.  E.C. 

45  year  old  male  admitted  to  Hartford  Hospital  1-18-61 
with  a 6 X 4 cm.  mass  beneath  the  right  upper  lateral 
pharyngeal  mucosa  of  6 months  duration.  No  external 
parotid  mass  or  cervical  lymph  node  enlargement  was  noted. 
Remainder  of  workup  including  X-rays  of  base  of  skull  and 
mandible  were  negative.  A combined  right  external  pre- 
auricular  approach  to  expose  and  preserve  the  right  facial 
nerve  and  intra-oral  excision  of  the  large  tumor  arising  in 
the  deep  retromandibular  lobe  of  the  parotid  was  success- 
ful in  removing  this  benign  cellular  mixed  tumor.  On  his 
last  followup  visit  31-66  hve  years  later,  there  was  no  evi- 
dence of  recurrence. 

If  facial  nerve  weakness  or  paralysis,  overlying 
skin  ulceration,  parotid  pain  or  associated  cervical 
lymph  node  enlargement  are  present  with  a history 
of  rapid  growth  in  the  parotid  mass,  the  diagnosis 


of  a primary  malignant  parotid  tumor  is  justified. 
(Case  II) 

Case  II.  S.C. 

60  year  old  male  admitted  to  Hartford  Hospital  8-17-58 
with  a history  of  a mass  in  left  parotid  for  30  years  which 
had  recently  increased  in  size  and  for  the  past  six  months 
had  produced  a left  facial  nerve  paralysis.  He  was  treated 
elsewhere  as  a left  ‘'Bell’s  palsy,”  without  success  for  several 
months  despite  the  presence  of  the  hard  parotid  mass, 
progressive  facial  nerve  paralysis  and  multiple  enlarged  firm 
cervical  lymph  nodes.  He  was  admitted  with  the  clinical 
diagnosis  of  carcinoma  of  left  parotid.  No  evidence  of  sys- 
temic metastatic  disease  was  noted  on  workup.  Monoblock 
in  continuity  total  resection  of  left  parotid  with  facial  nerve 
resection  and  radical  neck  dissection  was  carried  out  for  an 
adenocarcinoma  arising  in  a mixed  tumor  with  lymphatic 
metastases.  Two  months  after  surgery,  a course  of  post- 
operative radiation  was  given  to  the  parotid  bed.  One  year 
later,  fascia  lata  slings  to  left  face  and  left  lateral  cantho- 
plasty  restored  facial  symmetry.  On  his  most  recent  followtip 
visit,  seven  and  one  half  years  later,  he  is  free  of  disease. 

A slowly  growing  localized  parotid  mass  without 
these  accompanying  signs  may  be  considered  a be- 
nign tumor  especially  since  three  of  four  salivary 
gland  tumors  are  benign. 

Diffuse  swelling  of  the  parotid  is  generally  due 
to  acute  or  chronic  inflammation.  While  acute 
parotitis  is  rare  in  the  adult,  chronic,  non-specific 
unilateral  parotitis  is  more  common  and  generally 
due  to  the  recurrent  sialolithiasis.  When  bilateral 
diffuse,  symmetrical  enlargement  of  the  parotid  is 
present,  the  diagnosis  of  chronic  lymphocytic  paro- 
titis (Mikulicz’  disease)  suggests  itself.  Occasionally, 
either  unilateral  or  bilateral  hypertrophy  of  the 
masseter  muscles  may  mimic  a diffuse  tumor  of  the 
parotid. 

Table  II 

Hartford  Hospital 
1936-1963 
Parotid  Tumors 

per- 

classiitcaiton  number  centage  av.  age  sex  ratio 

f:m 

Benign 


Mixed  tumor 

152 

83% 

51 

2:1 

Adenolymphoma 

17 

9% 

59 

1:4 

( Warthin's) 

Hemangioma 

15 

8% 

5 

1:1 

184 

71% 

Malignant 

Cylindroma 

15 

23% 

47 

3:1 

Muco-epidermoid 

15 

23% 

40 

1:3 

Adenocarcinoma 

12 

19% 

55 

1:1 

Stiuamous  carcinoma 

10 

25% 

57 

1:3 

Undiff.  carcinoma 

5 

10% 

62 

1:1 

63 

29% 
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When  unilateral  progressive  enlargement  oi  the 
submaxillary  or  sublingual  salivary  gland  is  noted 
without  local  heat  or  tenderness,  a primary  tumor 
ol  these  glands  is  to  he  considered  with  the  expecta- 
tion of  a higher  risk  of  malignancy  than  with  paro- 
tid. Intermittent  swelling,  local  pain  and  tender- 
ness in  the  submaxillary  and  sublingual  areas  sug- 
gests inllammation  with  or  without  sialitis.  Occas- 
ionally, a lymphoma  containing  node  or  nodes  may 
be  intimately  adherent  to  the  parotid  or  submaxil- 
lary glands  simidating  a primary  tumor. 

Fortunately,  intra-oral  mucosa  minor  salivary 
gland  tumors  are  rare,  but  do  have  the  characteris- 
tic appearance  of  a smooth,  firm  submucosal  mass 
with  intact  overlying  mucosa  which  slowly  and  in- 
exorably increases  until  it  outgrows  its  blood  sup- 
ply and  undergoes  central  necrosis  and  ulceration. 
/\t  this  point,  local  pain  and  oral  sepsis  promjtt  a 
\isit  to  the  physician.  Unfortunately,  the  majority 
of  these  tumors  are  malignant  cylindromata  which 
have  a high  potential  for  local  recurrence.-  Desj)ite 
repeated  excisions,  ultimate  death  results  due  to 
extensive  local  recurrence,  or  occasionally,  after 
long  control  of  tlie  primary,  from  bilateral  diffuse 
hematogeneous  pulmonary  metastases.  Case  III. 

Case  III.  H.R. 

.')6  year  old  woman  admitted  to  Hartford  Hospital  2-21-50 
with  a smooth  large  non-iilcerated  mass  involving  the  entire 
hase  of  tongtie  responsihle  for  dysphagia  and  thickened 
speech.  Biopsy  revealed  cylindroma.  C.hest  X-ray  was  nega- 
tive. .\n  extensive  resection  of  entire  hase  of  tongue  was 
followed  by  a course  of  postoperative  radiation.  Despite 
this  extensive  surgery,  jtatient  was  able  to  take  a .soft  diet 
and  speech  was  .satisfat tory,  though  thickened.  Ihitient  re- 
tttrned  to  her  home  in  Oklahoma  and  had  an  uneventftil 
seven  years,  following  which  dyspnea  and  unprodtictive 
cough  prompted  a rettirn  visit.  Bilateral  ptihnonary  metasta- 
,ses  were  demonstrated  on  chest  X-ray  and  metastatic  cylin- 
droma noted  on  pleural  biopsy  at  this  time.  No  recurrence 
of  the  ha.se  of  tongue  primary  was  present.  Despite  X-ray 
and  chemotherapy,  the  pulmonary  disease  was  progressive 
and  the  patient  expired  in  1958. 

One  may  encounter  an  unusual  .smooth  mass  in 
the  hypopharynx,  partly  obstructing  the  critical  air 
and  food  jiassages.  Wdiile  rare,  these  ectopic  sali- 
vary gland  tumors  deserve  adequate  and  prompt 
treatment.  If  benign,  the  jirognosis  is  excellent. 
I’he  case  described  is  a benign  mixed  tumor  aris- 
ing on  epiglotti.s,  partly  obstructing  the  airway. 
Case  IV. 

Case  IV.  C.G. 

*14  year  old  male  laltorer  admitted  to  Hartford  Hospital 
7-29-63  with  history  of  “lump  in  throat”  and  “huskiness”  of 
voice.  Indirect  mirror  examination  revealed  a smooth  multi- 
lohular  4.0  nn.  mass  on  ventrictilar  surface  of  ej)iglottis. 
A median  transhyoid  approach  permitted  resection  of  this 
benign  mixed  tumor,  ectopic  salivary  gland  origin.  Post- 
operative course  uneventful.  No  recurrence  noted  on  follow- 
up in  January,  1966. 


Large  bulky  cavernous  hemangiomata  involving 
the  parotid  and  overlying  skin  may  occur  in  the 
newborn  infant.  Rapid  growth  with  extension  to- 
ward orbit,  mouth  and  neck  make  resection  man- 
datory. Case  V. 

Case  V.  J.B. 

Female  infant  seen  in  1952  at  eight  weeks  of  age  with 
a large  cutaueotis  capillary  and  subcutaneous  cavernous 
hemangioma  of  right  parotid  skin  and  gland.  Despite  X-rav 
therapy,  the  mass  jtersisted  and  subsccjncntly  increased  to 
a size  of  5 x 3 x 3i/^  cm.  ,\t  one  year  of  age,  this  child  had 
a re.section  of  the  right  jrarotid  gland  and  overlying  skin. 
Facial  nerve  was  identified  and  preserved  and  overlying  in- 
volved .skin  deficit  repaired  tising  sliding  malar  flap.  On 
last  followup  in  1966,  fourteen  years  later,  there  was  no 
recurrence. 

It  is  well  to  remember  that  this  excision  is  facili- 
tated by  exposure  of  the  main  trunk  of  the  facial 
nerve  at  stylomastoid  foramen,  which  in  the  new- 
born, is  closer  to  the  skin  surface  since  the  mastoid 
bone  is  Hat  and  has  not  become  pneumatized  with 
air  cells.  Lhis  anatomical  observation  will  aid  the 
surgeon  in  his  search  of  the  facial  nerve. 

Technique 

Since  the  most  common  benign  tumor  of  salivary 
gland,  the  mixed  tumor,  is  pseudo-encapsulated, 
simple  enucleation  or  limited  excision  will  not  re- 
sult in  complete  removal.  Additionally,  multicen- 
tric foci  of  this  neoplasm  is  not  uncommon.  Thus, 
a high  recurrence  rate  may  follow  the  limited  oper- 
ation. 

On  the  other  hand,  a superficial  lobectomy,  re- 
moving the  bulk  of  the  superficial  lobe  lying  lateral 
to  the  facial  nerve  will  generally  provide  the  best 
assurance  against  recurrence.  In  our  group,  (Table 
III)  limited  parotid  excision  was  attended  by  32 
recurrences  in  92  patients  (35  per  cent)  in  contrast 
to  one  recurrence  noted  in  62  consecutive  cases  (2 
per  cent)  following  superficial  lobectomy. 

VVdien  the  superficial  lobe  is  removed,  immediate 
frozen  section  is  made.  If  a benign  report  is  ren- 
dered, the  procedure  is  terminated.  If  frozen  sec- 
tion indicates  a malignant  tumor  of  a low  poten- 
tial, the  remainder  of  the  deep  lobe  is  removed,  the 

Table  III 
Hartford  Hosimtai. 

1936-1963 

Influence  of  Extent  of  .Scrcerv  of  Benign 
I’ARoni)  Mixed  Fumors 


OPFRA 1 ION 

NIUMHKR 

RECURRENCE  5 VR. 

I’artial  excision 

90 

32  (35%)  * 
* * 

.Subtotal  excision 

62 

1 (1-6%) 

* Cajisnle  rtqunrcd 

12 

(5  recti rrences  followed) 

**  Limited  surgery 

6 

(3  recurrences  followed) 

followed  by  X-ray, 
radon  scccks,  etc. 
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facial  nerve  is  preserved,  a supra-hyoid  neck  dis- 
section is  carried  out  preserving  the  jugular  vein 
and  sternocleidomastoid  muscle.  If  these  nodes  are 
involved,  a total  radical  neck  dissection,  including 
the  sternocleidomastoid  muscle  and  jugular  vein  is 
carried  out.  Shoidd  the  frozen  section  report  indi- 
cate undifferentiated  anaplastic  tumor  in  the  paro- 
tid, an  in-continuity  ipsilateral  complete  radical 
neck  dissection  is  added  to  the  total  parotid  resec- 
tion. The  facial  nerve  is  sacrificed  only  if  infiltrated 
by  the  tumor.  X-ray  therapy  is  generally  given  to 
the  primary  parotid  bed  in  these  undifferentiated 
neoplasms  after  wound  healing  is  complete. 

Increasingly,  the  recent  graduates  of  surgical 
residencies  are  learning  the  technique  of  exposing 
and  identifying  the  main  trunk  of  the  facial  nerve 
as  it  exits  from  the  stylomastoid  foramen  at  the 
base  of  the  skull,  following  it  through  the  isthmus 
between  the  smaller  deep  retromandibular  parotid 
lobe  and  the  larger  lateral  siq^erficial  lobe  with 
Stenson’s  duct,  prior  to  removing  the  parotid  tu- 
mor. Embryologically,  the  facial  nerve  and  parotid 
gland  arise  from  separate  anlagen  with  a primary 
bifurcation  of  the  nerve  going  over  into  the  paro- 
tid gland  which  is  extending  posteriorly  from  the 
more  anterior  stomdeum. 

An  S shaped  incision,  virtually  invisible  when 
healed,  is  made  in  the  preauricular  skin  sulcus, 
carried  posteriorly  behind  the  lobule  of  the  ear  and 
then  swings  anteriorly  and  inferiorly  into  the 
oblique  hyoid  crease.  The  skin  flap  containing  the 
subcutaneous  fat  is  then  reflected  forward  oft  the 
parotid  capsule.  The  lower  pole  of  the  parotid  is 
elevated  after  the  posterior  facial  vein  and  the 
greater  auricular  nerve  are  divided.  Having  identi- 
fied the  anterior  border  of  the  upper  sternocleido- 
mastoid muscle  and  posterior  belly  of  the  digastric 
muscle,  the  avascular  plane  between  the  external 
auditory  canal  cartilage  and  posterior  parotid 
gland  is  entered.  The  main  trunk  of  the  facial 
nerve  is  found  to  exit  from  the  stylomastoid  fora- 
men at  a depth  of  4-5  cm.  from  the  skin  surface  at 
this  level  just  above  the  mastoid  attachment  of  the 
posterior  belly  of  the  digastric  muscle.  The  nerve  is 
followed  through  the  parotid  as  it  splits  into  two 
main  divisions,  the  tempero-facial  and  cervical 
facial.  With  this  critical  step  completed,  the  super- 
ficial lobe  of  the  parotid  is  dissected  from  the  nerve 
taking  care  to  follow  all  branches  and  to  preserve 
them.  Bleeding  jroints  and  Stenson’s  duct  are  con- 
trolled with  ties  of  fine  silk.  A small  24-48  hour 
drain  is  placed  in  the  lower  angle  of  the  wound 
which  is  closed  in  two  layers  with  interrupted  fine 
silk  sutures. 

Complications  with  this  technique  are  few. 
Hemostasis  is  accurate.  The  facial  nerve  is  visual- 
ized. No  major  salivary  ducts  are  left  incised  and 
draining.  Except  for  minimal  and  transient  facial 


T.\ble  IV 


Hartford  Hosimial 
193f3-1963 

Recurrence  and  Survival  Rates  for  Parotid  Tumors 


CLASSIFICATION 

NUMBER 

RECURRENCE 

Benign 

Mixed  tumor 

152 

33  (22%) 

.\denolymphonia 

17 

0(0%) 

Hemangioma 

15 

6 (40%) 

Malignant 

5 VR.  SURVIVAL 

Cylindroma 

15 

13(86%) 

8 (55%) 

Muco-epidermoid 

15 

6 (40%) 

9 (60%) 

.\denocarcinoma 

12 

9 (75%) 

5 (40%) 

Squamous  carcinoma 

16 

12(75%) 

4 (25%) 

Undiff.  carcinoma 

5 

5 (100%) 

1 (20%) 

63 

45  (71%) 

27  (42%) 

nerve  weakness,  generally  due  to  handling  of  the 
nerve  during  the  dissection,  there  are  no  other 
significant  complications.  Erei’s  syndrone  of  gusta- 
tory sweating  in  the  involved  preauricular  skin 
following  mastication  of  food  is  found  in  about  fO 
per  cent  of  patients  who  have  had  a subtotal  paro- 
tid resection. 

Results 

75  per  cent  of  the  salivary  gland  tumors  in  our 
group  were  benign.  Subtotal  excision  of  the  paro- 
tid gland  with  preservation  of  the  nerve  and  com- 
plete resection  of  the  submaxillary  and  sublingual 
glands  for  benign  disease  should  be  curative  with  a 
low  rate  of  recurrence  and  morbidity. 

The  malignant  tumors  may  range  from  low 
rate  of  recurrence  and  morbidity. 

The  malignant  tumors  may  range  from  low 
grade  cylindromas  and  muco-epidermoid  tumors  to 
the  more  aggressive  adenocarcinomas.  In  this  series 
there  are  27  five  year  plus  survivors  out  of  63  malig- 
nant parotid  tumors  for  a total  of  42  per  cent  five 
year  survival.  In  this  group  of  63  patients  there 
were  45  patients  who  presented  recurrence  after 
definitive  surgical  therapy  (71  per  cent),  (Table 
IV)  . Total  parotid  resection  with  sacrifice  of  the 
facial  nerve  if  it  is  directly  involved,  or  preserva- 
tion if  uninvolved  is  the  minimal  operation  recom- 
mended. In  continuity  radical  neck  dissections  for 
enlarged  metastatic  nodes  is  mandatory.  However, 
if  the  ipsilateral  nodes  are  not  enlarged  and  the 
primary  tumor  of  low  potential  is  present,  one  may 
defer  neck  dissection  and  observe  the  patient  on 
subsequent  followup  visits.  Supplementary  X-ray 
therapy  to  the  operative  bed  when  the  wound  is 
healed  is  believed  to  be  helpful,  since  adequate 
margins  of  resection  for  a malignant  parotid  tumor 
are  difficult  to  achieve  in  the  bony  bed  containing 
this  salivary  gland.  Eive  year  survival  rates  in  the 
literature  vary  from  85  per  cent  five  year  survival 


Volume  30,  No.  7 


487 


Table  \ 

Hartiori)  Hospmal 
1936-19fi3 

Reslits  of  Treatment  oe  .XTalicnant  Paroiid  Tumors 


OI'KRAIION 

NUMIil-R 

TRACED 

RECL’R- 

RENCE 

SURVIVAL 

Limited  excision 

9 

2 

0 

2(100%) 

■Subtotal  excision 

18 

15 

3 

13(86%) 

Total  resection 

2 

9 

0 

^(100%) 

Total  re.section 

9 

6 

1 

5(81%) 

Rad.  neck  diss. 

Radical  surgery 

7 

5 

3 

3(60%) 

X;  X-ray 

Limited  surgery 

14 

13 

3 

4(31%) 

& X-ray 

with  35  per  cent  local  recurrence  for  malignant  tu- 
mors ol  moderate  potential  to  37  per  cent  five  year 
survival  with  73  per  cent  local  recurrence  lor  the 
tumors  of  a higher  degree  of  malignancy/^ 

Our  best  results  were  achieved  by  total  resection 
of  the  j)arotid  in  continuity  with  the  ipsilateral 
neck  nodes,  followed  by  X-ray  therajjy  to  the  paro- 
tid bed  for  neoplasms  of  low  or  moderate  malig- 
nancy. Our  poorest  results  were  obtained  in  the 
highly  aggressive  squamous  and  undilferentiated 
carcinomas.  See  Tables  IV  and  V. 

Summary 

The  results  of  290  primary  tumors  of  salivary 
gland  treated  at  the  Hartford  Hospital  during  the 


25  year  period  of  1936-1903  are  reviewed.  Three 
fourths  of  this  large  group  were  benign.  The  low- 
est recurrence  (2  per  cent)  and  morbidity  rate  for 
this  group  was  achieved  by  superficial  lobectomy 
for  parotid  and  total  lobectomy  for  submaxillary, 
sublingual  glands. 

Malignant  tumors  of  salivary  glands  have  vary- 
ing clinical  courses  depending  upon  their  histology. 
The  best  residts  were  obtained  with  total  parotid 
resection  in  continuity  with  radical  neck  dissection, 
pre-serving  the  seventh  nerve  and  followed  by  X-ray 
therapy  to  the  parotid  bed  for  tumors  of  low  to 
moderate  malignancy. 

42  per  cent  of  the  entire  group  of  malignant 
salivary  gland  tumors  survived  over  five  years  in 
this  series. 

Selected  case  reports  are  presented  to  demon- 
strate diagnostic  and  therapeutic  problems  and 
their  management. 
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It  is  my  temper  and  dis])osition  to  be  careless  of  both  the  sayings  and  do- 
ings of  the  overproud  and  the  overcritical.  T o the  wise,  however,  and  the  honest, 
I wish  to  say  this  much:  f have  in  no  way  whatever  distorted  either  fact  or  ex- 
periment; I told  the  truth,  the  whole  truth  and  nothing  but  the  truth;  and  I 
have  little  fear  but  that  they  also,  if  they  will  make  similar  observations,  will 
add  their  voices  to  mine,  lit  the  meatiwhile  I ask  the  pardon,  and  submit  to 
the  argitments,  of  better  jitdges  than  myself  for  all  errors  of  theory.  Perhaps  I 
may  myself  hereafter  on  many  points  change  my  mind  of  my  own  accord.  As  I 
have  no  lack  of  charity  for  the  errors  of  others  1 have  no  love  of  obstinately 
persisting  in  my  own.— The  IPor/ti  of  Thomas  Sydenham,  M.D.,  London.  The 
Sydenham  Society,  1847.  Vol.  I,  p.  28. 
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The  Management  Of  Patients  With 

Malignant  Lymphoma 

Ronald  C.  DeConti,  M.D.  and  Paul  Calabresi,  M.D. 


I.  Introduction  And  Purpose 

■ In  the  last  two  decades  no  gronp  of  patients  with 
neoplastic  disease  has  offered  to  the  physician  more 
opportunity  for  intellectual  stimulation,  scientific 
challenge  and  therapeutic  reward  than  those  desig- 
nated by  the  term  “Malignant  Lymphoma.”  The 
protean  manifestations  of  these  disorders  and  their 
diverse  complications  have  attracted  the  attention 
and  concern  of  physicians  with  a wide  variety  of 
interests  and  training. 

This  article  is  intended  to  offer  some  general 
guidelines  to  the  management  of  these  disorders 
with  emphasis  on  newer  concepts  in  the  use  of 
radiotherapy  and  chemotherapeutic  agents  for  the 
treatment  of  these  complex  diseases. 

II.  Etiology,  Classification  And 
Differential  Diagnosis 

The  etiology  of  the  malignant  lymphomas  is 
unknown.  While  in  the  past  all  efforts  to  incrim- 
inate an  infectious  agent  have  failed,  recent  epi- 
demiologic and  viral  evidence  in  the  African 
lymphoma  described  by  Burkitt,^--  may  lend 
further  support  to  the  viral  theory  of  oncogenesis. 
Though  grouped  together  by  virtue  of  their 
similarities:  (I)  origin  in  lymph  nodes,  (2)  neo- 
plastic growth  with  widespread  dissemination  and 
ultimate  death  of  the  patient,  and  (3)  similar  re- 
sponses to  irradiation  and  chemotherapeutic  agents, 
these  malignant  disorders  have  many  dissimilarities 
in  morphologic  characteristics  as  well  as  mode  and 
rate  of  progression. 

An  adequate  biopsy  specimen  from  an  affected 
area  is  essential  for  the  establishment  of  the  diag- 
nosis of  malignant  lymphoma.  In  general,  it  is  pre- 
ferable to  avoid  biopsy  of  the  inguinal  nodes,  inas- 
much as  these  nodes  often  are  involved  by  chronic 
inflammatory  processes  unrelated  to  these  dis- 
orders. Since  many  clinical  and  pathologic  entities 
may  mimic  lymphomas,  a clear-cut  histologic  dis- 
tinction is  necessary  and  a wide  variety  of  processes 

* From  the  Section  of  Clinical  Pharmacology  and  Chemo- 
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must  be  excluded.  Some  infectious  diseases  associ- 
ated with  lymphadenopathy— cat  scratch  fever,  in- 
fectious mononucleosis,  tuberculosis,  syphilis,  Q 
fever,  toxoplasmosis  and  even  rubella— may  simti- 
late  lymphomas.  Also  confusing  may  be  diseases  of 
uncertain  etiology— sarcoidosis,  the  histiocytoses, 
Wegener’s  granulomatosis,  systemic  mast  cell  di- 
sease, systemic  Itipus  erythematosus,  Sjorgren’s  syn- 
drome, Miktdicz’  syndrome  and  dermatopathic 
lymphadenopathy.  Occasionally,  a peculiar  reaction 
to  diphenylhydantoin^  or  related  anticonvulsants 
may  be  difficult  to  distinguish  from  the  lymphomas. 

We  have  found  useful  a convenient  classification 
of  these  disorders,  modified  after  Rappaport^  (see 
Table  I)  . This  classihcation  has  the  virtues  of  de- 
scribing both  the  proliferating  cell  type  and  the 
notlal  architecture,  avoids  eponyms  and  may  facili- 
tate prognostic  implications.  Thus,  a lymphoblastic 
lymphosarcoma  would  be  classified  as:  maglignant 
lymphoma  lymphoblastic  type,  nodular  pattern;  or 
as  malignant  lymphoma,  lymphoblastic  type,  dif- 
fuse pattern,  depending  on  the  architecture  of  the 


Table  I 

Classificaiion  of  fhe  Malignant  Limfmomas 


DISEASE 

CELL  TWF. 

NODAL 

ARCHITECTURE 

Hodgkin's 

Pleomorphic  infdtrate 

Nodular  scleros- 

with  Recd-Sternherg 

ing 

cells 

Paragranuloma 

Granuloma 

Sarcoma 

Lymphosarcoma 

Lymphocytic 
(well  dillerentiated) 

Lympholtlastic 

Nodular 

(poorly  differentiated) 
Mixed 

(hinphocytic  and  reticu- 
lum cell) 

("follicular”) 

Reticulum-ccll 

Diffuse 
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node.  Rappapori  has  eniphasi/cd  the  more  favor- 
able prognosis  associated  with  a nodular  or  lolli- 
tidar  pattern  and  many  of  these  may  l)c  considered 
giant  follicidar  lymphomas  by  other  chissilications. 

Wdiile  subclassilication  of  the  lymphomas  may 
sometimes  be  dilliciilt,  special  im[)ort;uice  is  ;tt- 
tached  to  the  ditignosis  of  Hodgkin’s  type  and 
specimens  should  Ite  examined  thoroughly  lor  the 
presence  of  the  diagnostic  Reed-Sternberg  cell. 
This  distinction  may  have  important  therapeutic 
consequences  in  patients  with  localized  disease.  .A 
growing  body  of  evidence  suggests  th;it,  in  contrast 
with  lymplursarcoma,  Hodgkin’s  disease  may  be 
unicentric  in  origin  and  usually  spreads  by  con- 
tiguous extension,  whereas  the  others  a|jpear  to  be 
either  multiccntric  in  origin  or  have  a particularly 
nipid  rate  of  dissemination  with  no  predictable 
])attern  of  progression. 

III.  Evaluation  Of  The  Patient  With  Lymphoma 

.Although  a lymjihoma  may  involve  almost  any 
tissue  or  organ  system  and  patients  may  present 
with  such  varied  manifestations  as  tonsillar  masses, 
gastrointestinal  infiltrations  or  spinal  cord  compres- 
sion, the  most  common  initial  evidence  of  lym- 
phoma is  ])eripheral  lymphadenopathy,  usually  iti- 
vedving  the  cervical  nodes.  1 he  physical  examin- 
ation should  incltide  a careful  evaluation  of  the 
node-bearing  tireas  and  search  for  hepatospleno- 
megaly.  The  extent  and  degree  of  involvement 
should  be  carefully  recorded  in  order  to  determine 
the  rate  of  progression  of  the  disease  process.  Wdiile 
patietits  with  disseminated  lymphosarcomas  are 
often  etuirely  tisymptomatic  for  extended  periods 
of  time,  the  s])read  of  Hodgkin’s  disease  is  often 
manifested  by  such  constitutional  symptoms  as 
fever,  night  sweats,  anorexia,  weight  loss  and 
pruritus.  Patients  with  occult  retroperitotieal  in- 
volvement by  Hodgkin’s  disease  may  present  with 
fever  of  unknown  origin.  I’his  difference  iti  the  ap- 
jjearance  of  symptoms  is  frecptently  cited  as  evi- 
dence supporting  ati  infectious  etiology  for  Hodg- 
kin’s di,sease. 

Importatit  therapeutic  considerations  are  derived 
IVom  the  fact  that  patients  with  lymphosarcoma 
frec|uently  have  multiple  areas  of  itivolvement, 
while  Hodgkiti’s  disease  often  presents  as  a local- 
ized process,  cotifined  to  one  node  or  group  ol 
tiodes.  These  observatiotis,  its  natural  history,  and 
the  evidence  of  its  contiguous  spiead,  together  with 
the  experience  that  tidequate  radiotherapy  can 
often  eradicate  localized  Hodgkin’s  disease,  have 
led  to  the  conviction  that  unlike  lymphosarcomas, 
localized  Hodgkin’s  disease  is  a potentially  curable 
disorder.*’  In  more  extensive  studies  based  upon  the 
earlier  experience  of  Gilchrist,”  Peters  atnl  Middle- 


.SI  AC.F  FXI  F.N  F OF  DFSEASK 

I One  group  of  lymjjh  nodes  involved. 

II  Two  or  more  groujrs  of  eontigiious  lymph  nodes 
affected,  hut  limited  to  one  side  of  the  diaphragm: 

without  constitutional  symptoms 
It.  with  constitutional  symptoms 

III  Cieneralized  disease  above  and  below  the  diaphragm. 


miss**  as  well  as  Kaplan*''^'*  have  demonstrated  im- 
proved survival  using  “radical  dose”  radiotherapy 
in  patients  with  localized  Hodgkin’s  disea.se.  I'his 
evidence  has  emphasized  the  necessity  to  delineate 
and  define  the  extent  of  Hodgkin’s  disea.se  before 
treatment,  in  an  effort  to  determine  more  precisely 
the  clinical  stage  of  disea.se.  Table  11  defines  the 
three  clinical  stages  of  the  illness  that  have  been 
widely  adopted.  In  the  past,  variability  in  thera- 
peutic respon.se  has  been  attributed  to  inaccurate 
staging  since  difficulty  in  assessing  the  presence  of 
disease  below  the  diaphragm  may  be  responsible 
for  including  some  patients  rvith  .Stage  111  disease 
among  those  considered  as  Stage  11.  As  might  be 
expected,  aggressive  local  therapy  in  the  presence 
of  widesjnead  disease  oilers  no  advantage,  and  may 
even  compromise  future  therapy  by  irrevocably 
damaging  the  bone  marrow.  In  an  endeavor  to  im- 
prove the  accuracy  of  staging,  a number  of  pro- 
cedures have  been  developed  in  order  to  evaluate 
the  retroperitoneal  nodes  when  absence  of  inguinal 
nodes  or  splenomegaly  makes  this  nece.ssary.  The 
most  available  procedure,  intravenous  pyelography, 
may  be  of  value  when  ureteral  displacement,  di.s- 
tortion  or  obstruction  are  demonstrated.  Ihifor- 
tunately,  this  test  is  often  erroneously  negative 
when  compared  to  the  residts  of  inferior  vena- 
cavography or  lymphangiography.  Lee  et  «/“  have 
demonstrated  that,  in  the  presence  of  retroperi- 
toneal lymphoma,  intravenous  pyelography  was 
falsely  negative  in  70  per  cent  of  the  cases  whereas 
lymphangiograjihy  demonstrated  .Stage  III  disease 
in  approximately  50  per  cent  of  patients  initially 
classified  as  having  Stage  I and  Hodgkin’s  disease. 
Of  particular  interest,  16  to  19  jjatients  with  Stage 
1 lymphosarcoma  and  reticidum  cell  sarcoma  were 
shown  to  have  disseminated  disease  by  this  tech- 
nique; a finding  consistent  with  the  hypothesis  that 
these  di.smders  have  either  a multicentric  origin  or 
a particularly  rapid  mode  of  spread. 

T hese  data,  together  with  their  prognostic  and 
therapeutic  implications,  emphasize  the  necessity 
for  thorough  evaluation  of  every  patient  with 
Hodgkin’s  disea.se,  utilizing  lymphangiography 
when  necessary.  T hough  tedious  and  time-consum- 
ing, complications  of  this  procedtire  have  been  in- 
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Table  III 

Steps  in  the  E\ai.uahon  of  Patients  avith  Lymphoma 

1.  Histologic  confirmation  of  disease. 

2.  History  with  emphasis  on  development  of  constitutional 
symptoms. 

3.  Physical  examination  determining  organ  involvement 
and  progression  of  disease. 

4.  X-ray  examinations:  Postero-anterioi  and  lateral  views  of 

chest 

Ia  mphangiography 
Inferior  venacavography 
Intravenous  pyelography 

5.  Hemopoeisis:  Hemogram  with  platelet  and  reticulocyte 

counts 

Bone  marrow  aspiration  or  biopsy 
Pyrexal  test 

6.  Stool  examinations  for  occult  blood. 

7.  Tests  of  liver  function. 

8.  Tests  of  renal  function:  Urinalysis 

Blood  urea  nitrogen  or  serum 
creatinine 

9.  Serum  uric  acid. 

10.  Alterations  in  serum  proteins:  Serum  electrophoresis 

11.  Evidences  of  abnormal  globulin  production: 

Coombs  test 

Serologic  test  for  syphillis 
Test  for  rheumatoid  factor 
Cryoglobulins 

12.  Skin  test  reactivity 


frequent.  In  addition  to  allergic  reactions,  pulmon- 
ary and  cerebral  oil  embolization  have  been  re- 
portedi“  i3  and  the  test  is  usually  contraindicated 
in  patients  with  significant  pulmonary  disease. 

Recently,  Herrera  et  have  described  the  use 
of  75-Selenium  labeled  methionine  to  detect  by  ex- 
ternal scanning  the  presence  of  occult  lymphoma. 
At  present,  in  cooperation  with  Dr.  Richard  Spen- 
cer, we  are  comparing  the  reliability  of  this  innocu- 
ous procedure  with  that  of  lymphangiography.  In 
previously  unirradiated  patients,  initial  results  in- 
dicate good  correlation  between  the  two  techniques 
and  suggest  a promising  role  for  this  test. 

In  addition  to  the  fundamental  considerations 
previously  mentioned.  Table  III  lists  a number  of 
specific  studies  that  may  be  helpful  in  evaluating 
individual  problems  in  patients  with  lymphoma. 

Hematopoietic  function  may  be  assessetl  from 
peripheral  blood  studies  and  by  aspiration  or 
biopsy  of  the  bone  marrow.  I'hese  studies  may  sug- 
gest a brisk  hemolytic  process,  demonstrate  bone 
marrow  inhltration  or  herald  transition  to  a leuko- 
sarcoma.  Previous  treatment  with  irradiation  or 
drugs  may  have  reduced  cellularity  and  depleted 
bone  marrow  reserves  and  thereby  limit  future 
therapy.  We  are  currently  evaluating  the  granulo- 
cyte rise  in  response  to  an  injection  of  purihed 
Samonella  endotoxin  (Pyrexal)  for  its  value  in  pre- 


dicting the  degere  of  leukopenia  produced  by  in- 
travenous alkylating  agents.  Lack  of  response  indi- 
cates diminished  granulocyte  reserve  and  warrants 
appropriate  reduction  in  the  dosage  of  these  agents. 

Occult  blood  in  the  stool  may  signal  the  pres- 
ence of  thrombocytopenia,  bowel  inhltration,  or 
ulceration,  possibly  induced  by  corticosteroids. 

Derangements  in  liver  function  may  indicate 
hemolysis,  obstruction,  or  inhltration.  Jaundice  is 
a sign  of  poor  prognosis  except  in  the  rare  instances 
when  this  is  due  to  drug-induced  or  serum  hepa- 
titis. Levitan  et  have  demonstrated  that  ob- 
struction of  the  porta  hepatis  without  intrinsic 
liver  involvement  is  uncommon.  The  vinca  alka- 
loids should  be  given  with  caution  in  jaundiced 
patients  since  impaired  excretion  by  the  liver  may 
enhance  their  toxic  potential. Elevations  in  serum 
alkaline  phosphatase  are  common  in  patients  with 
extensive  disease  and  the  possibility  of  bone  in- 
volvement should  be  considered. 

Renal  function  tests  may  be  helpful  in  diagnos- 
ing renal  inhltration  (most  frequently  encountered 
in  reticulum  cell  sarcoma) , ureteral  obstruction, 
or  radiation  nephritis,  and  elevations  of  serum  uric 
acid  may  call  attention  to  the  need  for  preventive 
measures  to  avoid  nephrolithiasis  and  the  precipi- 
tation of  acute  uric  acid  nephropathy.  Increased 
catabolism  of  purines  as  a result  of  cellular  destruc- 
tion induced  by  rapidly  effective  oncolytic  therapy 
with  drugs  or  irradiation  may  result  in  hyperurico- 
suria  and  precipitation  of  uric  acid  crystals  in  the 
renal  tubules  with  oliguria  and,  in  severe  cases, 
anuria. 

Many  other  studies  may  be  undertaken  in  in- 
dividual circumstances.  The  peculiar  immunologic 
abnormalities  and  dehciencies  of  these  patients  are 
well  recognized,  if  still  unexplained.  Two  of  these 
may  have  important  clinical  signihcance.  Patients 
with  lymphomas,  particularly  Hodgkin’s  disease, 
are  often  anergic  when  challenged  with  intra- 
dermal  tests  for  delayed  hypersensitivity. i*'  A nega- 
tive tuberculin  test,  therefore,  is  not  helpful  in  ex- 
cluding the  diagnosis  of  tuberculosis.  Patients  with 
lymphosarcoma,  unlike  those  with  Hodgkin’s  di- 
sease, may  have  marked  decreases  in  normal  gamma 
globulin,  a fact  that  may  enhance  their  suscepti- 
bility to  some  bacterial  infections,  while  evidence 
of  abnormal  antibody  production  may  be  mani- 
fested by  various  serological  tests  (see  Table  III). 

IV.  Selection  Of  Therapy 

Once  the  diagnosis  has  been  confirmed  and  the 
extent  of  disease  defined,  the  physician  should  con- 
sider the  advisability  of  treatment  and  the  modality 
to  be  employed.  The  approach  to  therapy  depends 
in  part  on  the  histologic  type  in  question. 
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No  ircatinciU  may  be  necessary  or  (lesiral)le  lor 
ail  asyinptomaiie  patieiil  with  generali/ed  lympho- 
sarcoma, while  recent  evidence  in  Hodgkin’s  di- 
sease stiggests  that  asymptomatic  jiatients  with  a 
loc;di/ecl  process  should  receive  intensive  radio- 
therapy in  an  attetnpt  to  eradicate  the  clisetise. 
rhere  is  little  evidetice  to  justify  this  therapy  in 
apparently  locali/etl  lymphocytic  or  reticulnm  cell 
sarcomas  originatitig  in  lymph  nodes;  it  is  best  to 
evalmite  the  rate  of  progression  of  the  disease  and 
withhold  treatment  until  the  biological  aggressive- 
ness ol  the  disorder  has  been  esttiblished.  As  in  the 
treatment  of  other  neoplastic  conditions,  three 
sjjecific  modalities  of  therapy  may  be  consiclerecl: 
stirgery,  irradiation,  and  chemotherapy. 

SURGERY 

The  major  role  of  surgery  in  the  management  of 
lymphomas  is  to  obtain  an  aclecpiate  surgical  speci- 
men for  pathologic  analysis.  In  the  past,  surgery 
has  been  advocated  as  primary  treatment,  particu- 
larly in  locali/ecl  Hodgkin’s  disease,-'*  but  most 
clinicians-'  -'  now  agree  that  survival  of  surgically 
treated  jiatients  is  no  better  than  that  of  irradiated 
patients  and  that  local  recitrrences  are  frecpietit. 
Surgery  may  have  a role  in  the  treatment  of  those 
rare  cxtranodal  lymidiomas  primary  in  the  stom- 
ach, intestine,  lung,  epiclnral  space  and  jjarotid 
gland.  In  the  hiter  stages  ol  the  disease,  surgery 
may  ])rovicle  valtiable  ptilliation  for  certain  sjtecihc 
situations  such  as  ititractable  ])ain,  intestinal  ob- 
struction or  extiachiral  itnpingement  on  the  spinal 
cold.  In  some  ptitients,  relractory  hemolytic  anetnia 
may  recjinre  splenectomy. 

RADIATION  THERAPY 

The  iH'imary  treatment  of  localized  Hodgkin’s 
disease  (Stages  I and  II)  is  intensive  radiothcrajiy 
designed  to  eradicate  the  process.  'I'his  should  be 
tidministerecl  under  the  stipervision  of  a titiined 
radiotherapist.  T he  optimum  close  of  radiation  is 
as  yet  tmcletermined,  though  the  experience  is 
several  investigators--  including  Scott-^  who  has 
analyzed  the  linear  close  relationships  for  the 
periminenl  arrest  ol  floclgkin’s  disetise,  indicates 
that  at  least  .1,()()()-1, ()()()  r in  a S to  4 week  period 
is  necesstiry  tcj  prevent  local  recut i cm e.  Inlluencecl 
l)y  the  cotitigttous-spread  hypothesis  based  on  uni- 
centric origin,  Peters  atul  Midcllemiss''  investigaletl 
the  ellect  of  jnoiihylactic  irradiation  to  clinically 
unitivolvecl  proximal  lytnph  node  chains  during 
jnimary  treatment  of  Stage  I :nul  II  Hodgkin’s 
disease.  Their  data  describe  improvement  in  live 
year  survival  Iroin  l(i  to  (>8  per  cent,  ten  yetir  sur- 
vival Irom  .41  to  ,54  per  cent,  and  fifteen  year  sur- 
vival from  2h  to  14  per  cent.  Ibis  concept  of 


l lC.CRE  I 

Tills  ])ort  lilin  outlines  tlif  area  inacliateci  in  extended  field 
ladiotherapy.  1 he  left  sn|riac  la\ icniar  node  area  is  the  site 
of  localized  I lodgkin's  disease. 

5 

prophylactic  or  extended  held  irradiation  has  been  ^ 
adopted  by  .some,  but  not  all,  radiotherapists  and  > 
has  created  sttfhcieiU  interest  to  cvarratit  organizii-  i 
tion  of  a national  sttidy  to  test  this  hypothesis.  I'he  1 
introchtetion  ol  supervolttige  ecjtiipmetit  offers  the  | 
feasibility  ol  clelicering  adeejuate  dostiges  to  larger  t 
areas  in  less  time  with  fewer  deleterious  side-  | 
effects  and  thereby  allocvs  the  possibility  of  con-  f 
ducting  these  trials  with  extended-field  radio-  ^ 
therapy.  4'he  port  film  in  Figure  1 illustrates  the 
held  ol  irradiation  used  in  this  program.  | 

While  the  intetit  ol  radiation  therajn  in  Icjcal- 
izecl  Hodgkin’s  disease  is  curative,  the  role  of  ] 
therapy  in  Stage  HI  Hodgkin’s  disetise  and  the  1 
other  lymphomas  is  supportive  and  palliative.  In  1 
these  situations  radiotherapy  is  designed  to  reduce  I 
or  eradicate  particularly  troublesome  or  synipto-  j 
matic  localized  areas  of  involvemetit.  Lymphoma-  ? 
tons  infiltration  may  involve  almost  ;iny  tissue  or  - 
organ  in  the  body.  Some  common  clinical  prob- 
lems, which  are  often  responsive  to  treatmetii  w’ith 
irradiation,  are  listed  in  Fable  I\\  Lymphatic  ob- 
struction tnay  foster  the  development  of  lymphe- 
dema and  the  accumulation  ol  pleural  Iluicl.  Local 
tumor  masses  resulting  in  obstruction  of  the  air-  j 
way,  the  ureters,  or  the  gastrointestinal  tract  should 
be  treated  without  delay.  Compression  of  the  i 
sujjerior  vena  cava  or  spinal  cord  constittite  emerg-  i 
ency  situations  recpniing  immediate  attention.  In  ? 
these  critical  areas  where  precariotts  linntation  of 
space  makes  even  a minitnal  swelling  a dangerous 
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Table  R’ 

Uses  of  Radiotherapy  in  Patients  with  L^MPHOMA 


AIM 

CLINICAL  STrilATION 

Eradication 

Hotlgkins  disease,  .Stages  I and  II 

of  disease 

Reticulum  cell  sarcoma,  primary  in  bone. 
Extranodal  lymphosarcoma,  localized 
(pharynx,  tonsil) 

Preservation  of 

Pleural  effusion  due  to  mediastinal  disease 

function 

Lymphedema  of  the  extremities 
Air  way  obstruction 
Ureteral  obstruction 
Intestinal  obstruction 
Superior  vena  caval  syndrome 
Spinal  cord  compression 
Neural  infiltration 
Hypersplenism 

Relief  of  pain 

Node  masses 
Bone  infiltration 

risk,  special  measures  must  be  taken  to  avoid  radi- 
ation edema.  These  usually  consist  of  concomitant 
administration  of  corticosteroids  (prednisone  40 
mg/day)  and  conservative  initial  doses  of  X-ray, 
such  as  25  to  50  r gradually  increased  by  small  daily 
increments;  where  cord  compression  is  rapidly  ad- 
vancing, irradiation  should  follow  neurosurgical 
intervention.  In  general,  the  indications  for  radio- 
therapy must  take  into  consideration  the  gain  of 
local  therapy  with  respect  to  the  influence  of  irradi- 
ation on  the  overall  status  of  the  patient’s  present 
health  and  ultimate  survival.  In  some  situations 
the  advantages  of  radiotherapy  may  be  less  certain 
and,  if  the  disease  process  is  generalized,  chemo- 
therapy may  be  preferred  as  initial  treatment,  re- 
serving radio-therapy  for  unresponsive  localized 
lesions. 

CHEMOTHERAPY 

While  unequivocal  statistical  evidence  that 
chemotherapeutic  agents  have  prolonged  the  over- 
all survival  of  patients  with  lymphoma,  is  not  yet 
available,  there  is  ample  clinical  experience  to 
document  the  ability  of  these  agents  to  improve 
greatly  the  quality  and  duration  of  survival  in  in- 
dividual patients.  Usually,  therapy  is  initiated 
after  assessment  of  the  patient  has  revealed  general- 
ized progressive  disease,  with  or  without  constitu- 
tional symptoms.  The  rapidity  of  progression  and 
the  clinical  severity  of  the  disease  will  often  influ- 
ence the  choice  of  agent  to  be  employed.  Perhaps  it 
should  be  emphasized  that  lack  of  constitutional 
symptoms,  in  the  face  of  advancing  disease,  should 
not  deter  the  physician  from  initiating  therapy. 
Much  better  clinical  responses  are  to  be  expected 
by  anticipating  tbe  need  for  palliation  rather  than 
by  withholding  treatment  until  emaciation  or 
severe  debilitation  has  depleted  the  natural  resis- 


tance of  the  host.  Inasmuch  as  many  chemothera- 
peutic agents  impair  wound  healing  and  interlere 
with  the  body’s  resistance  to  infection,  we  do  not 
advocate  the  use  of  these  drugs  in  the  immediate 
post-operative  period  or  in  the  presence  ol  inlec- 
tion. 

V.  Effective  Chemotherapeutic  Agents 
In  The  Control  Of  Lymphomas 

Antineoplastic  agents  may  be  divided  into  hve 
classes: -■■5  antimetabolites,  alkylating  agents,  natural 
products,  hormones  and  a miscellaneous  group. 
While  leukemia,  mycosis  fungoides,  psoriasis,  and 
selected  non-lymphoid  tumors  have  been  responsive 
to  various  antimetabolites,  these  agents  have  been 
of  little  clinical  value  in  the  treatment  of  lympho- 
mas and,  except  for  investigational  purposes,  are 
not  currently  used  in  the  management  of  these  dis- 
orders. 

ALKYLATING  AGENTS 

The  hrst  clinical  trials  of  the  parent  compound 
of  this  group  of  agents,  mechlorethamine  hydro- 
chloride (HN2,  Mustargen®)  were  conducted  at  Yale 
in  patients  with  malignant  lymphoma  by  Gilman, 
Goodman  and  Dougherty  in  collaboration  with  G. 
E.  Lindskog  in  1942.  During  the  next  decade  the 
dosage  schedules  and  clinical  spectra  of  activity 
were  explored  and,  despite  studies  with  many 
derivatives,  this  compound  still  serves  as  the  stand- 
ard of  reference  and  unequivocal  evidence  ol  su- 
perior antineoplastic  effects  of  new  agents  in  this 
class  has  not  been  demonstrated. 

Of  many  alkylating  agents  synthesized,  only 
three  will  be  considered:  mechlorethamine  hydro- 
chloride (HN2,  Mustargen®),  cyclophosphamide 
(Gytoxan®),  and  chlorambucil  (Leukeran®).  These 
have  been  selected  because  of  their  demonstrated 
clinical  effectiveness  and  because  each  offers  several 
selective  features  that  may  be  of  advantage  in  vari- 
ous clinical  situations. 

HN2  has  the  advantage  of  rapid  antineoplastic 
action,  sometimes  beginning  within  1 or  2 days 
after  administration  but,  because  of  its  unusual  re- 
activity, the  solution  must  be  fresbly  prepared  and 
administered  through  a rapid  intravenous  infusion. 
The  total  dose  (0.2  to  0.4  mg/kg)  should  be  given 
as  a single  injection,  since  there  is  no  therapeutic 
advantage  to  dividing  the  dose  and  the  patient  is 
spared  prolongation  of  the  emetic  effects.  Because 
of  its  vesicant  action,  extravasation  of  the  drug  tvill 
result  in  painful  thrombophlebitis,  tissue  necrosis 
and  possible  slougbing  with  residual  contractures. 
Prompt  infiltration  of  the  area  with  sodium  thio- 
sulphate may  minimize  this  complication.  Gyclo- 
phosphamide,  a cyclic  phosphamide  ester,  is  rela- 
tively inert  in  vitro  and  lacks  the  local  vesicant 
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eflcct  of  Hi\2  when  given  intravenously.  When 
administered  in  large  intravenous  doses  (.SO  to  40 
nig/kg),  it  is  romparable  to  1L\2  in  speed  of  ac- 
tion. Both  drugs  produce  nausea  and  vomiting, 
though  the  reactions  to  HN2  are  often  more  severe 
and  the  patients  shoidd  be  premedicated  with  anti- 
emetics and  sedatives.  While  cyclophosphamide  is 
somewhat  better  tolerated,  it  may  produce  two  side 
effects  not  noted  with  HN2:  alopecia  and,  less  fre- 
quently, sterile  hemorrhagic  cystitis.-'**  Alopecia  is 
reversible  even  without  discontinuation  of  therapy 
w'hile  the  cystitis,  which  is  caused  by  products  of 
hydrolysis,  subsides  after  cessation  of  drug. 

Cycloj)hosphamide  and  chlorambucil  have  the 
advantage  of  oral  administration.  When  given  by 


mouth,  cyclojdiosjdiamide  is  intermediate  in  ac- 
tion, usually  requiring  I to  -i  weeks  before  anti- 
neoj)lastic  effects  are  noted,  while  chlorambucil  has 
a comparatively  slower  effect,  (jlten  ret^uiring  2 to 
()  weeks  ol  therapy  to  achieve  therapeutic  response. 
At  usuaf  dosages  (6  to  12  mg/day),  chlorambucil 
is  without  symptomatic  effects,  while  in  the  dose 
range  of  200  to  300  mg/day  cyclophosphamide  may 
produce  some  anorexia,  nausea  and  even  vomiting. 

The  limiting  toxicity  of  these  agents  is  bone 
marrow  supjnession  with  leukojjenia  and  thrombo- 
cytopenia, which  may  allow  the  development  of  in- 
lectious  or  hemorrhagic  complications.  Evaluation 
of  the  peripheral  blood,  the  bone  marrow,  and  the 
granulocyte  response  to  endotoxin  stimulation 


T.cble 

Specific  Agents  in  the  Chemotherapy  of  Lsmphom a 


CLASS  AGENT 

BRAND  NAME 

USUAL  dosa(;e 

ONSET  OF 
CI.IMCAL 
RESPONSE 

UNTOWARD  EFFECTS 

Mectilorcthamine 

HCl 

(HN2) 

■Miistargcn 

Single  dose 
0.2-0.4  ing/kg 
Intravenouslv 

1-21  days 

Nausea  and  vomiting. 

Wsicant  action  with  phlebitis  and  tissue 
necrosis. 

Leukopenia  and  thrombocytopenia. 

Alkylating  agcn 

n 

Cytoxan 

Single  dose 
20-40  mg/kg 
Intravenously 

1-21  days 

Less  nausea  and  vomiting  than  HN'2. 

No  local  irritative  ellects. 

Leukopenia,  less  thrombocytopenia  than 
HN2. 

•Alopecia. 

2-5  ing/kg/day 
Orally 

1 -3  weeks 

Hemorrhagic  cystitis. 

C:iilorainbucil 

Leiikcran 

0.1 -0.2  mg/kg/day 
Orally 

2-0  weeks 

Cradual  leukopenia  and  thromboc vtopenia. 

\'iiil)lastine 

\'elban 

0.1-0. 4 ing/kg 
weekly 

Intravenously 

1-3  weeks 

Leukopenia. 

Temporary  mental  depression,  mild 
paresthesias  and  occasional  loss  of  deep 
tendon  reflexes. 

"U  Vincristine 

p 

Oncovin 

0.01  -0.04  ing/kg 
weekly 

Intravenously 

1-3  weeks 

Local  irritation,  inllammation  and  phlebitis. 
Paresthesias,  lo.ss  of  deep  tendon  reflexes, 
neuritic  pain,  foot-drop  and  inability  to 
walk,  hoarseness,  ptosis  and  double  vision, 
severe  consti]>ation  and  colicky  abdominal 
pain. 

.Alopecia. 

Little  eflect  on  bone  marrow. 

2^  ^ Prednisone 
£ ^ 

Meticorten 

10-80  mg/day 
Orally 

1 -7  weeks 

Fluid  retention,  hypertension,  diabetes, 
mental  aberrations,  peptic  ulceration  and 
increased  susceptibility  to  infection. 

0 

g N-isoproj>yI-a-  (2- 
^ methyl  hydazine)- 
^ p-toluamide  HCl 

s 

Natulan 

1-4  mg/kg/day 
Orally 

1 -3  weeks 

.Anorexia,  nausea  and  vomiting. 
Leukopenia  and  thromboev  topenia. 
Mental  aberrations. 
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Figure  II 

Marked  reduction  in  mediastinal  imolvement  three  weeks 
after  initiation  of  \inblastine  therapy  in  this  young  man 
with  Hodgkins  disease. 

(Pyrexal  test)  may  be  useiiil  guides  lor  planning 
the  dosage  of  the  drugs.  The  nadir  ol  depression  ot 
the  leukocyte  and  frlatelet  count  usually  occurs  7 to 
14  days  after  a single  intravenous  dose  of  either 
HN2  or  cyclophosphamide.  Clinical  evidence  sug- 
gests that  at  comparable  levels  of  leukopenia,  cyclo- 
phosphamide produces  considerably  less  thrombo- 
cytopenia than  HN2.  This  selective  sparing  of  the 
megakaryocytes  may  offer  therapeutic  advantage  in 
situations  where  platelet  counts  are  already  de- 
pressed by  marrow  infiltration,  irradiation  or  previ- 
ous drug  therapy. 

In  the  past,  repeated  courses  of  HN2  have  lieen 
given  at  4 to  8 week  intervals  or  only  after  re- 
lapse; the  results  of  the  Western  Cancer  Chemo- 
therapy Group,  however,  dearly  demonstrate  the 
superiority  of  maintenance  oral  therapy  in  prevent- 
ing relapse.-"  In  this  study  administration  of 
chlorambucil  after  initial  remission  with  HN2, 
prolonged  the  mean  duration  of  this  response  to 
more  than  36  weeks,  as  compared  to  average  remis- 
sions of  11  weeks  in  patients  receiving  HN2  alone. 
Accordingly,  after  initial  intravenous  therapy  with 
HN2  or  cyclophosphamide,  either  chlorambucil  or 
cyclophosphamide  should  be  administered  2 to  3 
weeks  later,  when  serial  leukocyte  counts  indicate 
recovery  from  leukopenia.  In  general,  reduced  dos- 
ages of  chlorambucil  (4  to  6 mg/day)  or  cyclo- 
phosphamide (50  to  150  mg/day)  should  be  initi- 
ated and  gradually  increased  over  the  next  several 
weeks  as  recovery  of  the  marrow  continues.  Thera- 
py should  be  monitcjred  with  weekly  blood  counts 
and  maintenance  continued  until  either  leukopenia 
or  relapse  occurs.  Before  the  drug  is  considered  a 
failure,  it  should  be  given  in  dosages  that  produce 


moderate  leukopenia  without  achieving  a satisfac- 
tory therapeutic  response. 

The  overall  effectiveness  of  this  group  of  agents 
in  the  lymphomas  has  been  well  studied.  The  most 
favorable  response  rates  occur  in  Hodgkin’s  disease 
(40  per  cent  to  80  per  cent).  The  lymphocytic 
lymjrhosarcomas  respond  somewhat  less  often  and 
the  responses  in  reticulum  cell  sarcoma,  though 
sometimes  dramatic,  tend  to  be  of  short  duration 
and  difficult  to  maintain.  Despite  these  limitations, 
this  group  of  agents  usually  constitute  our  first 
choice  for  chemotherapy  of  these  disorders.  The 
vinca  alkaloids  closely  parallel  the  alkylating  agents 
in  therapeutic  efficacy  and  may  even  be  preferable 
in  certain  situations. 

NATURAL  PRODUCTS 

Two  derivatives  of  the  periwinkle  plant.  Vinca 
Rosea  Linn,  have  been  investigated  clinically  dur- 
ing the  past  six  years  and  have  demonstrated  re- 
markable anti-neoplastic  effects  in  the  lymphomas. 
Vinblastine  (Velban®),  has  been  very  successful  in 
the  treatment  of  Hodgkin’s  disease  and  may  be 
used  as  the  initial  chemotherapeutic  agent  in  this 
disorder.-*  Vincristine  (Oncovin®)  has  been  less 
impressive  in  controlling  Hodgkin’s  disease,  but 
has  yielded  good  results  in  lymphocytic  lympho- 
sarcoma and  some  activity  against  reticulum  cell 
sarcoma.  Other  natural  products  such  as  the 
colchicine  derivative  demecolcin  (colcemid®),  or 
the  antibiotics  actinomycin  D (Dactinomycin®) 
and  streptonigrin  have  been  reported  to  be  of 
value  in  the  treatment  of  lymphomas,-^"*^  but  the 
incidence  and  quality  of  response,  as  well  as  the 
toxicity  of  these  agents,  have  limited  their  general 
use. 

Despite  considerable  studies, i'’  the  mechanism 
of  action  of  the  vinca  alkaloids  is  not  known.  It 
is  clear,  however,  that  the  slight  structural  differ- 
ence between  vinblastine  and  vincristine— replace- 
ment of  formyl  group  by  a methyl  group— produces 
profound  differences  in  the  biologic  activity  of  the 
compounds.  While  both  are  given  intravenously 
and  may  produce  local  inflammatory  changes,  the 
dosages,  clinical  toxicity  and  therapeutic  responses 
differ  considerably. 

Vinblastine  is  given  weekly  in  dosages  increasing 
from  0.1  to  0.4  mg/kg  of  body  weight.  Bone  mar- 
row suppression,  manifested  chiefly  by  leukopenia, 
is  generally  the  dose-limiting  factor.  4’he  nadir  of 
leukopenia  usually  occurs  within  4 to  10  days  with 
recovery  ensiung  thereafter.  Therapy  is  usually 
begun  with  0.1  mg/kg  and  is  increased  by  weekly 
increments  until  the  occurrence  of  either  moderate 
leukopenia  or  beneficial  response.  Persistent  leuko- 
penia may  limit  dosage  to  intervals  of  14  days  but 
continued  therapy  is  necessary  to  avoid  relapse. 
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Marked  rcduciion  in  siipracla\icular  adenopathy  one  month  after  initiation  of  viidrlastinc  therapy  for  generalizetl  Hodgkin’s 
disease.  This  remission  was  continued  for  twenty-seven  months  utilizing  maintenance  dosages  of  vitdjlastine. 


which  usually  occurs  within  3 weeks  ol  the  last  in- 
jection. Leukojrenia  is  the  major  factor  to  be  con- 
sidered in  regulating  the  dosage;  neurologic  coni- 
jdaitits  such  as  temporary  mental  depression,  pares- 
thesias, loss  oi  deep-tetidon  reflexes  and  autono- 
mic dyslitnction  may  occur,  but  are  generally  mild. 
Vincristitie  is  also  given  intravenously,  but  in  week- 
ly dosages  one-tenth  those  ot  vinblastine.  I'hese 
doses  (0.0 1-0.04  mg/kg)  rarely  result  in  leukopenia 
btit  m;iy  produce  |)rolound  paresthesias,  loss  ol 
rellexes,  nettriiic  ptiin,  and  mtiscle  weakness  with 
lootdrop,  inability  to  walk,  hoarseness,  ptosis  and 
double  vision.  These  netirologic  complications  are 
the  dose-limiting  leatures  and  the  more  severe 
manilestations  can  be  avoided  either  by  suspending 
therapy  or  redticing  dosage  with  development  ol 
the  earliest  symptoms,  usually  tingling  and  numb- 
ness ol  the  finger  tips.  Vincristine  may  produce 
severe  constijiation  and  may  cause  abdominal  pain 
simulating  intestinal  obstruction;  lioth  can  be  pre- 
vetited  by  a prophylactic  program  ol  mild  laxatives 
and  hydrophilic  agents.  Alopecia  may  occur  in  20 
per  cent  ol  patients  treated  with  vincristine  but  is 
an  uticommon  effect  ol  vinblastine. 

In  Hodgkin’s  di.sea.se,  jndicions  admitiistration  ol 
vinblastine  every  7 to  14  days  produces  objective 
remissiotis  comparable  to  those  obtained  with  the 
alkylating  agents.  With  regular  injectiotis  ol  vin- 
blastine it  is  possible  to  maintain  long-teim  remis- 


sions with  minimal  toxicity,  khis  quality  and  dura- 
tion ot  response  is  achieved  much  less  olten  in  the 
other  lymphomas.  Studies  are  ctirrently  underway 
to  investigate  the  possible  therapeutic  advantages 
ol  combination  therapy  utilizing  low  dosages  ot 
vinblastine  and  chlorambucil. 

While  response  rates  with  vincristine  may  be 
relatively  high  in  patients  with  lymphosarcoma, 
the  duration  ol  response  does  not  compare  with 
those  seen  in  Hodgkin’s  di.sease  treated  with  vin- 
blastine. Iti  our  experience  67  per  cent  of  patients 
with  lymphosarcoma  responded,  but  the  mean 
(hiration  ol  response  was  only  3 months.-^^  The 
brevity  of  response  and  the  low  therapeutic  index 
has  limited  the  uselulness  ol  vincristine  to  special 
situations  where  it  is  ol  unique  advantage.  In  con- 
vetitional  dosages,  vincristine  has  minimal  myelo- 
siq>pressive  effects  and  is  of  great  value  when  mar- 
row infiltration  or  previous  therapy  with  drugs  and 
irradiation  preclude  the  use  of  alkylating  agents  or 
vinblastine.  Indeed,  we  have  seen  improvement  in 
marrow  function  (hiring  theraj>y  with  vincristine, 
since  the  action  upon  the  neoplastic  infiltration  of 
the  marrow  is  not  accompanied  by  a similar  dele- 
teri(^ns  effect  upon  the  normal  hemotopoietic  ele- 
ments. 

,\  most  important  aspect  of  therapy  in  the  man- 
agement of  patients  with  lymphoma  is  the  lack  of 
cross  resistance  between  classes  of  drugs.  A patient 
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whose  disease  is  no  longer  controlled  by  alkylating 
agents  may  well  obtain  a complete  remission  after 
treatment  with  vinblastine.  Similarly,  patients  un- 
responsive to  vinblastine  may  respond  to  alkylating 
agents.  While  responses  to  different  alkylating 
agents  are  usually  similar,  jratients  resistant  to 
vinblastine  may  still  respond  to  vincristine.  This 
lack  of  cross  resistance  and  the  differing  toxicities 
of  the  vinca  alkaloids  allows  the  sequential  use  of 
these  drugs  and  increases  the  likelihood  of  inducing 
or  prolonging  remissions  with  this  class  of  agents. 

HORMONES 

The  adrenocorticosteroids  are  temporarily  suc- 
cessful in  suppressing  symptoms  of  fatigue,  leth- 
argy, weakness,  anorexia  and  fever  in  a great  ma- 
jority of  patients  with  lymphomas  and,  as  such, 
constitute  a valuable  adjunct  in  the  management 
of  these  individuals.  Some  patients,  particularly 
those  with  lymphosarcoma,  may  experience  striking 
regression  of  adenopathy  when  prednisone  is  used 
in  doses  ranging  from  10  to  80  mg/day.^s  This  im- 
provement is  presumably  the  result  of  the  lympho- 
lytic  effects  of  corticosteroids  and  their  ability  to 
suppress  mitoses  in  lymphocytes.^*^  These  beneficial 
effects,  however,  are  usually  short-lived  and  the  pa- 
tient risks  a number  of  possible  complications  in- 
cluding infection,  peptic  ulceration,  hypertension 
and  the  Cushingoid  state.  Usually,  corticosteroids 
merely  provide  symptomatic  palliation  and,  un- 
fortunately, these  agents  are  often  abused  by  being 
employed  early  in  the  course  of  the  illness  in  place 
of  other  drugs  that  might  induce  prolonged  objec- 
tive remissions  with  fewer  hazards.  We  are  inclined 
to  reserve  this  form  of  therapy  for  patients  with 
far-advanced  disease,  unresponsive  to  other  modes 
of  treatment.  More  commonly,  we  have  used  mod- 
erate-to-high  dosages  (prednisone  40  to  80  mg/day) 
in  an  effort  to  terminate  an  episode  of  frank  hemo- 
lytic anemia,  to  prevent  or  alleviate  the  hemor- 
rhagic complications  of  thrombocytopenia,  or  to 
obtain  temporary  but  rapid  control  of  the  disease 
process  in  severely  ill  patients.  Corticosteroids  are 
also  effective  for  the  prevention  of  edema  induced 
by  radiation  in  the  treatment  of  superior  vena 
caval  syndromes,  spinal  cord  compression  or  in- 
tracranial involvement.  Relatively  low  doses  of 
prednisone  (15  to  30  mg/day)  are  useful  for  sup- 
porting a patient  symptomatically  until  an  onco- 
lytic agent  results  in  remission  or  until  the  leuko- 
penia from  previous  therapy  has  remitted  enough 
to  allow  institution  of  another  myelosuppressive 
drug. 

MISCELLANEOUS 

The  most  promising  investigational  agent  to  be 
developed  since  the  advent  of  the  vinca  alkaloids 


appears  to  be  the  methylhydrazine  derivative  (N- 
isopropyl-a-  (2-methylydrazine)  -p-tolamide  hydro- 
chloride, Natulan®).  Though  its  mechanism  of  ac- 
tion is  unknown,  early  studies'^’'^’^*  have  demon- 
strated its  effectiveness  in  Hodgkin’s  disease,  but 
up  to  date  have  not  been  particularly  encouraging 
in  other  lymphomas.  Our  own  investigations  with 
this  drug  have  demonstrated  substantial  clinical 
benefits  in  8 of  13  patients  with  far-advanced  Hodg- 
kin’s disease.  The  drug  is  administered  orally,  may 
produce  nausea  and  vomiting  during  the  first  few 
days  of  therapy,  and  usually  requires  1 to  3 weeks 
to  induce  remission;  leukopenia  and  thrombocyto- 
penia are  the  major  factors  limiting  dosage.  The 
data  do  not  indicate  cross  resistance  with  alkylat- 
ing agents  or  the  vinca  alkaloids  and  suggest  that 
this  drug  may  be  of  definite  advantage  in  patients 
no  longer  responsive  to  these  agents.  Further 
studies  will  be  necessary  to  determine  the  long- 
term role  of  this  class  of  agents  in  our  therapeutic 
armamentarium. 

VI.  Special  Problems  And  Complications 
In  Management 

Episodes  of  pyrexia,  chills  and  excessive  perspira- 
tion are  common  accompaniments  of  Hodgkin’s 
disease  in  relapse  and  generally  respond  promptly 
to  effective  chemotherapy.  While  awaiting  such  re- 
sponse, these  symptoms  are  usually  controlled  by 
the  regular  administration  of  salicylates;  in  refrac- 
tory cases,  indomethacin  or  aminopyrine  may  be 
used  to  advantage.  The  immunologic  deficiencies 
of  these  patients,  however,  as  well  as  their  peculiar 
susceptibility  to  certain  infections,  require  careful 
evaluation  of  all  febrile  episodes. 

Bacterial  infections  are  common  in  patients 
with  lymphosarcomas,  particularly  in  association 
with  hypogammaglobulinemia.'^**  These  range  from 
staphlococcal  or  pneumococcal  pneumonias  to  ful- 
minant septicemias  due  to  various  gram-negative 
organisms.  In  Hodgkin’s  disease,  host  resistance  to 
the  usual  bacterial  infection  is  maintained  until 
late  in  the  course  of  the  disease.  Because  these  pa- 
tients are  unduly  susceptible  to  tuberculosis,  how- 
ever, smears  and  cultures  for  acid-fast  organisms 
should  be  performed,  especially  when  fever  is 
associated  with  stiff  neck,  headache,  pulmonary  in- 
filtration or  pleural  effusion.  Because  of  the  dele- 
terious activation  of  tuberculosis  which  may  occur 
as  a residt  of  corticosteroid  therapy,  it  has  become 
our  custom  to  begin  prophylactic  isoniazid  when 
prednisone  therapy  in  dosages  greater  than  30  mg/ 
day  is  administered. 

Of  the  mycotic  infections,  moniliasis  and  cryp- 
tococcosis occur  most  frequently.  Localized  monili- 
asis, involving  the  oral  pharynx  or  the  vagina,  is 
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generally  readily  apparent  and  involvement  ol  the 
esophagus  slioidd  be  snspecled  when  dysphagia 
attoinpanies  the  oral  lesions;  local  treatment  with 
mycostatin  is  generally  ra])idly  ellective  in  control- 
ling the  inleclion.  Systemic  moniliasis  is  much  less 
common  and  retpiires  intravenous  therapy  with 
amphotericin  B.  Cryptococcosis  usually  presents  as 
a subacute  meningitis  and  objective  evidence  ol 
cerebral  involvement  may  be  minimal;  carelul 
examination  ol  the  spinal  fluid  using  india-ink  will 
Iretjuently  demonstrtue  the  organism. 

,A  number  ol  viral  inleclions  are  ol  special  im- 
portance. Herpes  zoster  is  the  single  most  lre(|uent- 
ly  documented  viral  inlection  and  the  most  com- 
mon neurologic  complictition  of  lymphomas.'*" 
Nerve-root  p;iin  may  produce  considerable  clinical 
conlusion  until  the  eruption  ol  the  rash  identifies 
the  cause.  Fortunately,  most  episodes  respond  to 
sym])tomatic  treatment  alone.  Generalized  vaccinia 
is  a rare  but  potentially  lethal  inlection  in  patients 
with  lymphosarcoma  and  vaccination  ol  patients 
with  these  disorders  should  be  avoided.  Recent  in- 
vestigations have  demonstrated  the  presence  ol 
cytomegalovirtis  in  patients  with  lymjthomas.'**  d'he 
role  ol  this  organism  in  the  pathogenesis  ol  clinical 
inlection  remains  to  be  determined  and  luture 
work  will  undoubtedly  reveal  still  other  otcult 
viral  inlections. 

Patients  with  lymphomas  are  subject  to  a variety 
ol  metabolic  disorders.  While  the  development  ol 
secondary  gout  is  Iretpiently  recognized,  relatively 
less  attention  has  been  devoted  to  the  renal  com- 
plications related  to  hypertn  icemia  ami  hyperuri- 
cosuria.  Hyperin  icosuria  may  olten  be  present  even 
without  hyperuricemia'*-  and  this  probably  ex- 
jtlaitis  the  increased  incidence  ol  renal  lithiasis  in 
these  patients.^"*  Ol  greater  hazard  to  the  patient  is 
the  sudden  increase  in  concentration  ol  uric  acid 
in  the  renal  tubule  as  a consetpience  ol  rapid  and 
ellective  oncolytic  therapy,  which  may  precipitate 
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Bacterial: 

.Siapliylococcal  infections 
I’ncitmococcal  pneumonia 
( ; ram  - 1 lega  t i vc  sepsi  s 
Luherculosis 

Fungal: 

I.ocali/ed  moniliasis 
oral 

csopliageal 

vaginal 

■Systemic  moniliasis 
Cryptococcal  meningitis 

\’iral: 

1 lei  pes  zostei 
Progressi  \ e \ a cci  n i a 
Cytomegalovirus 

1.  Renal  lithiasis  diic  to  clironic  hvperm icemia. 

2.  .\ciite  uric  acid  neijhropathy  due  to  oncolytic  therapy. 

3.  .\/otemia  due  to  dehydration,  infiltration,  obstruction  or 
amyloid  disea.se. 

1.  Metabolic  acidosis  due  to  renal  infiltration. 

5.  Res[)iratory  acidosis  due  to  fytnpliangitic  spread  of 
lymphoma. 

().  Lactic  acidosis  of  unknown  cause. 

7.  -Malahsoi|)tion  due  to  small  bowel  iinolcement. 

8.  Ifypercalcetnia. 

9.  .Xlcohol-induced  pain. 


acute  uric  acid  nephropathy  with  oliguria  and  even 
aiutria.  In  addition  to  the  established  use  ol  hydra- 
tion and  alkalinization  ol  the  urine,  our  recent 
experience  with  allopurinol  demonstrates  that  this 
inhibitor  ol  xanthine  oxidase  can  effectively  pre- 
vent or  abort  this  potentially  dangerous  complica- 
tion.** By  blocking  the  lormation  ol  uric  acid,  the 
oxypurines,  xanthine  and  hypoxanthine,  are  ex- 
creted without  exceeding  their  solubility  products. 
Dramatic  falls  in  serum  uric  acid  and  in  the  excre- 
tion ol  uric  acid  are  usually  obtained  in  24  to  48 
hours.  14ie  use  ol  allojmrinol  in  conjunction  with 
antineoplastic  therapy  introduces  a new'  measure 
ol  safety  to  the  management  of  these  disorders. 

Azotemia  may  also  be  the  direct  result  of  ob- 
struction or  infiltration  ol  the  renal  parenchyma 
and,  in  later  stages,  can  result  in  metabolic  acido- 
sis. In  addition  to  renal  causes  of  acidosis,  lactic 
acidosis  ol  unknown  etiology  has  been  reported*-'* 
and  even  respiratory  acidosis  can  residt  from  pul- 
monary lymjffiangitic  involvement  by  lymphoma. 
Vitamin  deficiency  and  malabsorption  may  occa- 
sionally develojj  as  a consequence  ol  extensive 
small  bow-el  involvement*"  and  appropriate  replace- 
ment therapy  may  be  beneficial.  Hypercalcemia 
may  be  an  unsuspected  cause  ol  anorexia,  nausea, 
and  vomiting,  even  in  patients  without  clinical  or 
roentgenograjihic  evidence  of  skeletal  lesions.*^ 
Fortunately,  this  complication  is  usually  readily 
reversed  by  corticosteroid  therapy.  A fascinating 
but  totally  unexplained  phenomenon  in  some  pa- 
tients with  lymphomas,  particularly  Hodgkin’s  di- 
sease, is  the  development  of  pain  in  areas  of  active 
disease  within  a few-  minutes  alter  the  ingestion  of 
even  small  ijuantities  ol  alcohol.*" 

VII.  Accomplishments 

1 he  experience  ol  the  last  two  decades  has 
brought  about  a gradual  transition  in  our  attitudes 
and  expectations  in  the  treatment  ol  the  malignant 
lymphomas.  While  our  understanding  of  the  etiol- 
ogy ol  neoplastic  celhdar  proliferation  leaves  much 
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to  be  desired,  tve  have  achieved  a gieat  deal  in 
the  management  of  these  complex  disorders  and 
the  physician  need  no  longer  disconsolately  admit 
helplessness.  Recent  advances  in  technicjues  utiliz- 
ing high-dose  irradiation  therapy  in  Stage  I and  II 
Hodgkin’s  disease  have  improved  survival  and  fos- 
tered concepts  of  long-term  arrest— and  even  “cure” 
—of  what  was  once  considered  to  he  a rapidly  and 
irrevocably  fatal  disorder.  Refinements  in  onr 
usage  of  the  alkylating  agents  and  the  development 
of  new  classes  of  antineoplastic  drugs,  offer  the 
physician  a greater  opportunity  to  palliate  effec- 
tively and  to  rehabilitate  completely  a growing 
number  of  patients  with  malignant  lymphomas. 
Onr  increasing  ability  to  maintain  remissions,  to 
reduce  suffering  and  morbidity,  and  to  restore 
many  of  these  patients  to  happy  ami  productive 
lives,  warrants  measured  optimism  and  even  greater 
expectations  for  the  future. 
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The  interests  ol  .society  are  discovered  by  usage  anti  moral  law  reflects  the 
resithial  experience  ot  man.  “Knowletlge  comes  and  wisdom  lingers.”  As  we 
have  seen  with  the  railroatl,  society  insists  on  a control  ol  whatever  new  inven- 
tion ratlically  affects  the  lives  of  all  of  u.s— and  even  propriety  rights  provide  no 
immunity  to  society’s  insistant  demaiuls.  So  in  the  last  analysis  any  new  tool, 
any  new  machine,  any  new  institution,  first  pa.sses  through  a stage  of  \irile  in- 
tlependence  and  self-reliance  hut  in  the  end  is  restrained  hy  the  relentle.ss  insis- 
tance  of  those  whose  lives  are  affected  hy  it  and  reflects  where  it  does  not  de- 
pend upon  pulilic  policy.  Medical  re.search  is,  I think  no  exception,  for  it  is  too 
influential  to  remain  entirely  unregulated.— Alan  Gregg:  The  Furtherame  uf 
Medical  Research,  New  Haven.  Yale  Ihiiversity  Press,  1911,  p.  20. 
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Usually  works  within  3 to  4 days 
in  osteoarthritis 


utazolidin^alka 


phenylbutazone 

100 

mg. 

dried  aluminum 

hydroxide  gel 

100 

mg. 

magnesium  trisilicate 

150 

mg. 

homatropine 

methylbromide 

1.25 

mg. 

The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
iButazolidin  alka — you’ll  know  quickly  whether 
|or  not  it  works.  And  usually,  it  will. 

;A  large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infrequently. 

Dosage 

The  initial  daily  dosage  in  aduits  is  300-600 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  When 
improvement  occurs,  dosage  should  be  de- 
creased to  the  minimum  effective  level:  this 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  daily. 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804  P 
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eczema:  scourge  of  childhood 


R.  R.,  Age  n — Before  treatment  — 
atopic  eczema  of  long  standing 


ARISTOCORT*'  Triamcinolone AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema;  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort’  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of  t 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported^ 
with  the  use  of  steroids  by  the  occlusive  technique.  When  ^ 
occlusive  nonpermeable  dressings  are  used,  the  physician! 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been  ) 
firmly  established.  Thus,do  not  use  in  large  amounts  or  for  | 
long  periods  of  time  on  pregnant  patients.  ' 

Packages;  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar.  ' 

PHOTOGRAPHS  COURTESY  OF  M.  M.  MERMAN,  M.D.  | 


Ointment  0.1%  and  Cream  0.1%,  0.5%| 

Also  available  in  foam  form  and  with  neomycin,  j 


n Cyanamid  Company,  Pearl  River,  New  York 
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XiTLE  XVIII  of  P.L.  89-97— the  so-called  Medicare  Law— became  effective  as  of  July  1.  On  that 
date,  19  million  Americans  age  65  or  over  became  entitled  to  certain  hospital  benefits  (Part  A) , 
not  only  those  who  are  eligible  to  receive  Social  Security  cash  benefits  but  also  a considerable 
number  who  are  not.  This  part  of  the  Medicai'e  program  will  be  financed  by  a combination  of 
payroll  taxes  and  general  funds. 

Approximately  ninety  per  cent  of  the  same  group  have  also  enrolled  for  Part  B,  with  the  en- 
rollee  and  the  government  contributing  equally  to  the  monthly  “premium”  of  $6.  Part  B proposes 
to  furnish  certain  medical  benefits,  including  payment  for  physicians’  services,  and  carries  with  it 
a |50  annual  deductible  and  a 20  per  cent  co-insurance  obligation  which  must  be  met  by  the 
patient. 

In  addition.  Title  XIX  of  the  same  P.L.  89-97  was  implemented  in  Connecticut  on  the  first  of 
this  month,  offering  a comprehensive  tax-supported  medical  care  program  to  many  thousands  of 
persons  in  indigent  and  medically-indigent  categories  who  may  be  of  practically  any  age.  Again, 
the  coverage  provides  for  payment  for  physicians’  services— in  the  office,  in  the  home,  and  in  the 
hospital. 

Quite  apart  from  perfectly  natural  professionaLconcern  as  to  how  the  rules  and  regulations 
of  these  revolutionary  programs  may  affect  the  quality  of  medical  care  rendered  by  the  prac- 
titioner—the  maintainance  of  which  is  his  responsibility— a good  deal  of  emphasis  has  neces- 
sarily had  to  be  placed  on  trying  to  establish  a fair  and  equitable  basis  for  compensating  him 
for  his  services. 

Government,  at  all  levels,  has  elected  to  utilize  established  insurance  and  prepayment  agencies 
as  “fiscal  intermediaries”  or  “carriers”  for  various  parts  of  Title  XVIII  and  Title  XIX.  In  prin- 
ciple, at  least,  this  appears  to  have  been  a wise  move,  since  most  doctors  have  had  consider- 
able previous  experience  in  dealing  with  voluntary  third  parties.  On  the  other  hand.  Medicare 
(in  particular)  has  largely  put  the  voluntary  plans  out  of  business  in  the  area  of  providing  basic 
health  coverage  for  the  elderly.  Being  forced  to  cancel  siqrposedly  non-cancellable  policies  which 
they  had  made  available  to  so  many  over-65’s  in  the  past,  they  are  now  limited  in  the  voluntary 
sector  to  offering  “supplementary”  coverage  to  help  fill  the  loopholes  in  Parts  A and  B.  As  inter- 
mediaries for  Medicare,  of  course,  they  are  agents  of  the  Federal  government  and  are  recjuired 
to  comply  with  all  regulations  laid  down  by  the  Social  Security  Administration. 

The  Connecticut  General  Life  Insurance  Company  has  been  awarded  the  contract  to  administer 
Part  B in  this  state,  and  the  company  has  gone  to  considerable  pains  to  inform  all  practitioners 
of  how  they  expect  to  operate  the  program.  The  basis  for  reimbursement,  they  say,  will  be  the 
individual  physician’s  “usual”  fee  in  relation  to  “customary”  or  “prevailing”  charges  in  his  area 
of  practice  for  similar  services  of  similar  competence.  However,  the  word  “reasonable”  has  been 
insisted  on  by  the  government  as  a modifying  adjective  to  the  foregoing  definitions,  and  it  re- 
mains to  be  seen  to  what  extent  this  moclification  will  exert  its  influence  on  Connecticut 
General’s  intended  policy  of  paying  usual  and  customary  charges  (actually,  80  per  cent  of  same) 
for  Medicare  beneficiaries.  Certainly  no  doctor  is  in  favor  of  “unreasonable”  payments,  but  it 
seems  unlikely  that  very  many  could  be  even  partially  deluded  for  very  long  by  what  might 
amount  to  a play  on  words. 

On  April  26,  the  House  of  Delegates  of  the  Connecticut  State  Medical  Society  took  a firm  and 
forthright  stand  to  the  effect  that,  in  all  instances  in  which  a third  p'Arty,  private  or  public, 
contracts  with  peojDle  to  pay  all  or  part  of  their  doctor  bills,  the  basis  on  which  the  agency 
fulfills  its  part  of  the  contract  should  be  the  physician’s  usual  and  customary  charges,  as  deter- 
mined at  local  level.  Should  questions  arise  in  this  regard,  such  questions  should  be  referred  for 
opinion  to  a review  committee  of  the  county  medical  association  having  jurisdiction  in  the  phy- 
sician’s area  of  practice. 

Under  Medicare  B,  the  advantages  of  direct  billing  of  the  patient  vs.  taking  assignment  of 
benefits  from  the  carrier  should  be  given  most  carefid  consideration  by  each  of  us.  In  my  opinion, 
it  is  far  wiser  to  come  to  a mutually  satisfactory  agreement  with  our  patients  on  what  is  a 
“reasonable”  charge,  than  it  is  to  leave  this  determination  to  any  third  party— however  well- 
intentioned. 

Orvan  W.  Hess,  m.d. 
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SUMMARY  OF  ACTIONS 
COUNCIL  MEETINGS 
Wednesday,  May  25,  1966 
Organization 

.Alter  ofiering  some  general  remarks  concerning 
the  year  ahead,  and  introducing  the  members  of 
the  Cotmcil,  President  Hess  declared  the  lloor  to 
be  open  lor  nominations  for  the  chairmanship  of 
the  Council,  1966-67.  Steven  f.  .Martin,  Ciouncilor 
from  HC.MA,  was  nominated  and,  there  being  no 
other  nominations,  was  elected  to  ofhce  unani- 
motisly. 

I.  Attendance 

Ihesent,  in  adtlilion  to  I)rs.  He.ss  and  .Martin, 
were:  Drs.  Bradley,  (Gardner,  W.  E.  .Martin,  Bran- 
don, H.  Ciaplan,  Polivy,  (irendon,  Egan,  .Abliot, 
Spitz,  Hastings,  .Ayres,  Ciccarelli,  Cramer,  Faliro, 
Chant,  Petrie,  Pelz,  Palomba  and  Roch.  Also 
jiresent  were:  Mrs.  Lindquist,  Mr.  Villano  and 
Dr.  Richards.  .Absent  were:  Drs.  Cohlbeig,  ^Veise, 
Sr.,  Rogol,  Shepard,  Nolan  and  Wilson. 

II.  Routine  Business 

Approval  Of  Minutes 

.As  printed  and  distributed,  it  was  X'O'EED  to 
ap|>rove  the  minutes  of  the  meeting  of  .\piil  21, 

1 966. 

Life  Membership 

It  was  VOTED  to  approve  ap|)lications  for  Life 
.Membership  received  from  the  following  .Vctive 
.Members  of  the  Society: 

Eugene  E.  Kalman,  Fairfield  (EC.M.V) 

Felix  E.  Tomaino,  Danbury  (P'CM.A) —effective 
january  1,  1967. 

CSMS  Dues  Exemptions 

It  was  VOTED  to  exempt  from  payment  of  1966 
CS.MS  membership  dues  the  following  .Active  .Mem- 
bers lor  the  reason  indicated: 

Stuart  L.  Joslin,  71  Beach  Road,  Fairfield 
(FCM.A)— jjostgraduate  education 
Charles  J.  Kallick,  5 Brook  Street,  Darien 
(FCM A)— military  service 
Joseph  F.  Krivda,  17  Cfovernor  Street,  Ridgefiehl 
( EC M ,A)— m i 1 i t a r y service 
Richard  S.  Dutton,  7 Woodvale  Road,  Branford 
(NHCM.A)  — Residency  training 


11.  1).  Orr,  \’  eterans  .Administration  Hospital, 
West  Haven  (NHC.M.A) —Residency  training 
(Iteginning  july  I,  1966). 

Date  Of  Next  Meeting 

I he  Cihairman  and  the  Cfeneral  .Manager  were 
directed  to  call  the  next  meeting  at  stub  time  as  is 
indicated  by  the  amount  ol  liusiness  to  be  trans- 
acted. 

III.  Old,  New  And  Special  Business 

Report— AMA  Legal  Conference,  Chicago,  April  15,  1966 

Max  C.aplan,  .Meriden,  filed  a report  with  the 
Council  on  the  proceedings  of  this  Conference, 
which  he  attended  as  a rejjresentative  of  the  So- 
ciety. It  was  \'0  I ED  to  accept  the  report,  with 
commendation,  and  to  distribute  informational 
copies  to  all  county  association  presidents  and 
secretaries,  also  to  C.SM.S  legal  counsel. 

Report 10th  National  Conference  On 

Physicians  And  Schools 

Joseph  J.  Bellizzi,  Hartford,  fded  a report  on  the 
proceedings  ol  this  C.onlerence,  Chicago,  .September 
2‘L25,  I9()5,  which  he  attended  as  a representative 
ol  the  .Society.  It  was  \’()  I ED  to  acccjit  the  report, 
with  commendation,  and  to  distribute  inlorma- 
tional  copies  to  county  association  presidents  and 
secretaries. 

Report— Committee  On  Hospitals 

It  was  V'O'LED  to  receive  as  information  a re- 
port ol  the  C.ommittee  on  Hosjiitals  which  recom- 
mended approval  ol  an  .A.M.A  Rescilution  (Novem- 
ber, l!l()5)  on  the  posting  of  major  highways  and 
interchanges  with  signs  designating  the  location  of 
the  nearest  hospitals.  Since  a program  of  such  post- 
ing is  already  well  advanced  in  Connectictit,  it  was 
not  lelt  necessary  to  take  further  action  in  this 
matter. 

Representative— AMA  National  Conference 
On  Infant  Mortality 

It  was  \'()7'ED  to  authorize  the  Chairman  of  the 
Committee  to  Sttidy  Perinatal  Morbidity  and  Mor- 
tality (Samuel  D.  Rowley,  Hartlord)  to  represent 
the  Society  at  the  Cionference  (San  Francisco, 
.\ugust  12-LS)  and  to  reimburse  him  for  necessary 
expenses  attendant  thereto.  It  is  understood  that 
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Dr.  Rowley  will  prepare  and  file  a report  on  the 
proceedings  of  the  Conference  with  the  Council, 
and  that  through  his  report  and  other  mechanisms 
he  rvill  make  available  to  the  members  of  his  com- 
mittee and  related  committees  pertinent  informa- 
tion concerning  such  proceedings. 

Report— Committee  On  Maternal  Morbidity 
And  Mortality 

It  was  VOTED  to  approve  the  report  of  this 
Committee,  which  was  a revised  series  of  “Recom- 
mendations for  the  Prevention  and  Treatment  of 
I'oxemias  of  Pregnancy”;  to  authorize  its  publica- 
tion in  the  fournal;  to  authorize  the  distribution 
of  copies  to  the  Commissioner  of  Health  and  to 
the  chief  of  obstetrics  of  each  hospital  having  an 
obstetrical  service;  and  to  send  a copy  as  informa- 
tion to  the  AMA  Council  on  Maternal  and  Child 
Care.  As  has  been  the  case  with  previous  reports  of 
this  nature,  these  recommendations  are  intended 
to  be  used  as  guidelines  for  establishing  standards 
for  obstetrical  procedures,  such  use  by  anyone  to 
be  made  on  an  entirely  voluntary  basis. 

Appointment — Ad  Hoc  Committee  On 
Medicare  Experience 

It  was  VOTED  to  direct  the  Chairman  to  ap- 
point this  Committee  and  name  the  chairman 
thereof,  as  recommentled  by  the  Committee  on 
Hospitals  and  approved  by  the  Council  (April  21, 
1966)  . The  purposes  of  the  Committee  are  to;  (a) 
Act  as  a repository  to  which  practitioners  can  direct 
their  complaints  and  problems  concerning  the 
management  of  Medicare  and  related  patients; 
(b)  Advise  physicians,  whenever  possible,  how 
they  may  deal  legally  and  ethically  with  such  prob- 
lems; and  (c)  To  study  and  analyze  the  collective 
experience  of  physicians  in  treating  patients  under 
Title  XVIII  and  Title  XIX  of  P.I.  89-97,  with  a 
view  to  making  recommendations  to  the  Council 
concerning  administrative  and  legislative  changes 
which  should  be  sought  from  the  proper  agencies 
to  eliminate  recurrent  problems  and  to  beneht  all 
parties  concerned.  The  Committee  is  further  ex- 
pected to  take  steps  to  publicize  its  existence  and 
operation  among  all  members  of  the  Society,  and 
to  urge  them  to  submit  their  problems  to  it  for 
evaluation,  possible  advice,  correlation  and  report. 

The  Chairman  appointed  the  following  mem- 
bers to  the  Ad  Hoc  Committee; 

Waldo  E.  Martin,  Milford,  Chairman  (Commit- 
tee on  Hospitals) 

Howard  K.  Ente,  Westport  (Committee  on 
Third  Party  Payments) 

Kurt  Pelz,  Wallingford  (Committee  on  Aging) 


Peter  [.  Scafarello,  Hartford  (Committee  on  Wel- 
fare, Finance  & Control) 

Charles  Polivy,  Hartford  (Member  at  Large) 

John  R.  Egan,  Old  Saybrook  (Member  at  Large) 

Clifford  E.  Wilson,  Norwich  (Member  at  Large) 

Expression  Of  Thanks  To  The  Woman's 
Auxiliary  To  CSMS 

It  w'as  VOTED  to  convey  sincere  thanks  and 
appreciation  to  the  Board  of  Directors  of  the 
Woman’s  Auxiliary  to  CSMS  for  the  cordial  hos- 
pitality extended  by  the  Board  to  members  of  the 
Council  and  headquarters  staff  at  a buffet  luncheon 
served  just  prior  to  this  meeting.  It  was  lurther 
VOTED  to  inform  the  ladies  of  the  Board  that  it 
will  be  the  Council's  pleasure  to  act  as  host  for  a 
similar  “get-acquainted”  function  in  1967. 

Request— Advisory  Committee  On  School  Health 

Held  over  for  final  action  from  several  previous 
meetings,  it  was  VOTED  to  approve  a request  of 
this  Advisory  Committee  (as  a compromise  to  the 
original  request)  to  publish  a one-page  newsletter 
on  school  health  subjects  three  times  a year,  such 
newsletter  to  be  bound  as  a page  in  the  Journal, 
and  to  authorize  the  Committee  to  have  reprinted 
sufficient  copies  of  the  page  to  accommodate  the 
needs  of  the  State  Departments  of  Health  and  Edu- 
cation, the  latter  agencies  to  arrange  for  the  dis- 
tribution of  the  reprints  to  interested  persons  with- 
in and  allied  to  their  respective  Departments.  It  is 
understood  that  the  publishing  and  reprinting 
costs  will  be  borne  by  the  Society,  as  a special 
allocation  of  funds  to  the  Advisory  Committee  on 
School  Health  through  its  parent  Committee  on 
Public  Health. 

Representative  To  The  American  College  Of  Surgeons 

Having  been  apprised  that  the  American  College 
of  Surgeons  had  scheduled  a meeting  for  June  2, 
at  which  it  was  planned  to  establish  a “Connecti- 
cut Chapter”  of  the  ACS  to  engage  in  “socio-eco- 
nomic, administrative  and  legislative  activities,”  it 
was  VOTED  to  request  Charles  Polivy,  Hartford, 
to  attend  this  organizational  meeting  as  a repre- 
sentative of  the  Council,  and  to  subsequently  ac- 
quaint the  Council  with  the  proceedings  of  the 
meeting  and  the  plans  and  objectives  of  the  new 
organization,  if  formed. 

Ad  Hoc  Committee  To  Study  Liaison  With 
Paramedical  Groups 

Pursuant  to  the  receipt  of  informal  reports  on 
certain  problems  being  faced  by  nurses  and  other 
paramedical  personnel,  as  a result  of  the  impend- 
ing advent  of  Medicare  and  related  legislation,  it 
was  VOTED  to  direct  the  Chairman  to  appoint 
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an  ad  hoc  committee  to  study  and  report  on  the 
need  and/or  desirability  ol  seeking  to  estal)lish 
liaison  with  agencies  representing  nurses  and  other 
paramedical  jrersonnel,  such  liaistm  to  be  for  the 
jnnpose  of  engaging  in  general  discussions  of  mat- 
ters of  mutual  interest  and/or  concern. 

The  Chairman  appointed  the  .\d  Hoc  (Commit- 
tee as  follows: 

Hilliard  Spit/,  New  London— (Chairtnan 
David  ,\.  (irendon,  Sharon 
.\rmanno  \V.  (Ciccarelli,  Bristol 

Meetings  Of  House  Of  Delegates 

Opinions  having  been  expressed  that  the  April 
26  meeting  of  the  House  of  Delegates  had  shown 
appreciable  admirable  effects  of  the  efforts  to 
"streamline”  the  proceedings  of  the  House,  and 
that  atlditional  efforts  might  further  improve  the 
format,  it  was  VOED  to  request  the  .\d  Hoc  (Com- 
mittee on  Administrative  Organization  and  Plan- 
ning (formerly  Ad  Hoc  Committee  on  Staff  Struc- 
ture and  Function)  to  study  and  report  on  ways 
by  which  the  efficiency  of  meetings  of  the  House 
could  be  enhanced. 

N.B.;  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  May 
25,  1966.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Honan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 

PLACEMENT  WANTED 

(CENERAL  SURGEON  - 33  years  of  age.  Board 
certified  in  Surgery  and  Board  eligible  in  Ehoracic 
Surgery.  Connecticut  license,  military  obligations 
completed.  Would  like  to  jrractice  with  an  associ- 
ate. 

INTERNIST  — 34  years  of  age.  Board  eligible. 
\V^ould  like  to  form  either  an  association  or  enter 
into  a group  practice  either  in  Hartford  or  New 
Haven  areas.  Available  as  soon  as  exchange  visitor’s 
status  from  (Canada  requirements  fulfilled. 

DERMA  I OLOGIST  — Board  eligible,  military 
obligations  completed.  Would  like  either  to  prac- 
tice with  a group  or  an  associate.  Available  Tulv 
1966. 

OBS-GYN  — Connecticut  license.  Board  eligible, 
military  obligations  completed.  Wishes  to  practice 
with  a group  or  an  associate.  Available  within  one 
month  s notice,  42  years  of  age,  married. 

(;.P.-With  2 years  training  in  Internal  Medi- 
cine, wishes  opportunity  as  associate  in  Southern 
Connecticut.  Will  consitler  salaried  position  lead- 


ing to  partnership  or  position  in  Industrial  Medi- 
cine or  a hospital  appointment. 

()BS-(t\N  — 3.5  years  ol  age,  Board  eligible,  mili- 
tary obligations  completed.  Wishes  to  form  either 
an  iissociation  with  another  physician  or  join  a 
group.  Lbiiversity  trained. 

PLACEMENT  OPPORTUNITIES 

WAN  1 ED— Locum  tenens  in  September  for  a 
general  ]jr;ictitioncr  with  a view  toward  permanent 
a.ssociation. 

PEDI.A  I RICI.VN— Third  Pediatrician  to  join 
two  other  physicians  presently  practicing  in  Water- 
bury,  Connecticut.  Hospital  facilities  located  near- 
by in  this  growing,  industrial  city. 

PEDIATRICLAN — Another  Pediatrician  needed 
to  join  a multi-specialty  group  in  New  Britain. 
Board  certification  or  eligibility  and  Connecticut 
license  or  eligibility  for  licensure  required. 

ANESTHESIOLOGIST  — Board  certified  or  eli- 
gible Anesthesiologist  needed  to  serve  in  a 65  bed, 
fully  accredited  rural  hospital  which  serves  two 
communities  of  about  40,000  total  population. 

OBS-G\  N— Obs-Gyn  associated  needed.  Board 
eligible  oi  certified,  with  essential  requirement  of 
speaking  French  and  basing  military  obligations 
completed.  To  assume  fidl  practice  on  retirement 
in  two  or  three  years.  Located  in  a large,  expand- 
ing (Central  Connecticut  city. 

G.P.  OR  INTERNIST  svanted  for  full-time  or 
pait-time  practice  with  another  physician  in  the 
Stiatfoid,  Connecticut  area.  No  investment  neces- 
sary. Net  income  $25,000  to  $35,000. 

(i.P.  OR  INIERNIST  to  take  over  practice  in 
(•leatei  Hartford  area  for  cost  of  equipment  only. 
\Vill  also  consider  selling  just  equipment  that  is  in 
excellent  condition.  Leaving  practice  July  1st  to  go 
into  salaried  position. 

MEDICAL  EDUC.VTION  DIRECTOR  - Full 
time  Director  svanted  for  190-bed  hospital  that  is 
expamling  to  100  beds.  Salary  open.  Report  to 
(diairman.  Medical  Education  Committee,  Mt. 
Sinai  Hospital,  Hartford,  Connecticut  06112. 

PSYCHIATRIC  RESIDENCIES-Available  in  a 
state  hospital.  Comprehensive  treatment  facility  foi 
Cential  Conn,  area,  associatetl  with  Yale  LIniversity 
Dept,  ol  Psychiatry  aiul  Neurology,  which  provides 
sujrervision  in  hospital  and  opportunities  for  train- 
ing in  areas  of  special  interest.  Psychoanalytic 
training  available  at  Western  New  England  Psycho- 
analytic Institute.  Personal  analysis  encouraged 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINLa 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


FOR  NEW  ENGLAND  PHYSICIANS; 

BEACON  INVESTING  CORPORATION 

Beacon  Investing  Corporation  is  a mutual  fund. 

Shares  can  be  purchased  only  by  resident  members  of  the 
New  England  State  Medical  Societies  and  members  of  their 
immediate  families  . . . also  by  medical  societies,  physician 
associations,  clinics,  hospitals  and  medical  publications,  but  they 
must  all  be  located  in  New  England. 

Shares  are  purchased  and  redeemed  at  net  asset  value. 
There  is  no  sales  load,  no  underwriting  commission  and  no 
charge  for  redemption. 

Keogh  Act  (H.R.  10)  plans  are  available. 

Standard  & Poor's  Corporation  is  the  investment  adviser. 
Shares  are  offered  only  through  the  prospectus  which  can 
be  obtained  by  sending  the  coupon  below. 

— — mail  coupon  for  prospectus  — — — — — — — — — — ~ 


Beacon  Investing  Corp. 

c/o  National  Shawmut  Bank  of  Boston,  Custodian 
40  Water  Street 

Boston,  Mass.  02106  Please  forward  prospectus  and  information  to 

NAME  

ADDRESS  


I am  a member  of  the  Medical  Society. 

(Nome  of  State  Medical  Society) 
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and  can  be  arranged.  Salary  .scale:  I si  ^'ear,  .SHI  60 
to  .SHHOO;  2nd  Year,  .S8100  to  .S911();  Srcl  Year, 
S9IH0  to  .$11,100.  Many  liinge  benefits,  openings 
availaltle  at  1st,  2nd  and  Si  cl  year  levels.  l’lea.se  send 
lidl  resnine  with  first  letter  to  john  F.  Lowney,  [r„ 
,\I.I).,  Stiperintendent,  Cionneetic nt  Valley  Hospi- 
l;d,  box  S.5I,  Middletown,  (lonneetictit. 

W.W  I ED— Cieneral  Prac  titioner  or  Internist  lor 
General  .Medical  and  Surgical  .Accredited  State 
V^elerans  Hospital.  Duties  are  those  of  ward  officer 
on  ;i  general  medical  ward.  Older  physicians  are 
acceptalile,  many  hinge  benefits  stub  as  housing 
and  tnaintenanee  are  at  minimal  cost.  Salary  range 
.SIS, 040  to  $17,010.  Apply:  Personnel  Olficcr,  State 
\^eteratis  Home  & Hospital,  Rocky  Hill,  Connecti- 
c tit. 

ANYONE  INTERESTED  IN  IHIE  ABO\H-:  IS 
ASKED  TO  CON  FAC  E FHE  GENERAL  MAN- 
.AGER’S  OFFICE,  160  ST.  RON.AN  S I REE  F, 
NEW  HAVEN,  CONNECTICUT  06511. 


1966  MEETINGS 

Septeiiiher  28  — 41st  Connectient  Clinical  Con- 
gress to  be  held  at  Mary  S.  Harkness  Audi- 
toritnn,  Yale  University  Medical  School,  New 
Haven,  Connectient.  The  prcjgram  will  be  de- 
voted to  “Recent  Advances  in  the  Diagnosis 
and  .Management  of  Liver  Disease”  and  “Re- 
cent Advances  in  the  Diagnosis  and  Manage- 
ment of  'Fhromhophlehitis.” 

1967  MEETINGS 

April  12-13 — Seminar  on  Hospital  Infections 
in  Connectient  to  he  sponsored  jointly  by  the 
Connecticut  State  Medical  Society,  Connecti- 
cut Hospital  Association,  A'ale  University 
School  of  Medicine,  the  Connecticut  State  De- 
jiartment  of  Health  and  the  Communicable 
Disease  Center  of  the  Public  Health  Service. 
No  place  for  meeting  has  yet  been  determined. 


THE  MIND  OF  A GENIUS 

I he  ways  ol  genius  defy  the  canons  of  physiology  and  medical  science.  Handel 
pi o\  ides  an  example  ol  the  tremendous  physical  and  mental  pcjwers  of  genius. 
\\’itne.ss  this  story.  In  the  summer  of  1741-Hanclel  was  56-he  was  deep  in 
pennry  and  physical  suffering.  In  August  of  that  year  he  took  the  manuscript 
of  a libretto  which  he  had  received  Irom  a flamboyant  jrersonage  about  town, 
(.hailes  Jennens,  and  began  to  study  it.  It  contained  the  words  for  a compersitiem 
to  be  called  Messiah.  Actually,  although  Jennens  purported  to  be  the  atithor, 
the  words  had  been  .selected  by  an  imjjecunious  curate  named  Pooley  who  was 
employed  as  secretary  by  Jetines.  Handel  always  believed  jennens  was  the  author; 
only  in  recent  years  has  IMoley’s  share  come  to  light. 

Alusic  at  that  time  was  running  through  Handel’s  brain  like  a clear-flowing 
stream.  So  it  was  that  he  set  abotit  the  composition  of  what  he  called  Messiah, 
not  ‘The  Messiah”  as  it  is  sometimes  termed.  Fie  tompo.secl  the  whole  of  the 
first  part  in  seveti  clays;  ixirt  2 in  nine  days;  and  part  $ in  six  clays.  The  manu- 
script shows  that  the  Hallelujah  (ihoriis  was  composed  in  le,ss  than  one  day 
(the  two  following  clays  tvere  spent  in  instrumentation.)  From  begintiing  to 
end  Messiah  was  composed  in  24  days.  During  the  course  of  this  great  task 
Handel  s physical  state  was  deplorable.  He  ;ite  very  little,  aticl  when  his  servant, 
John  cle  Bourk,  lirought  him  Icxicl,  he  usually  pushed  it  aside  untouched.  He 
did  not  leave  the  house  Init  worked  all  clay  and  most  nights  by  the  light  of  a 
small  oil  latnp.  .All  the  while  he  worked  at  lever  pitch,  the  manuscript  showing 
that  his  fingeis  could  not  set  clown  the  notes  as  rajiidly  as  his  brain  conceived 
them.  I he  superhuman  energy  of  the  mind  seemed  to  sustain  the  body  in  a 
tremendous  feat  of  creative  work.— Scarlett,  E.  P.:  George  Erederick  Handle; 
Eyeless  in  Zion,  Arch.  hit.  Med.  11$:  889-890  (|ime)  1964. 


508 


Go.\'NKc;Tit:t'T  ,\lKi)tt;tNK,  Jtn.Y,  1966 


FREO,  BY  SAUNDERS  SCHULTZ 


FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  povwer -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (!<:  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 


ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  ■ St.  Louis,  Missouri  63102 


Westfield  Road,  Meriden 


CHRONIC  or  CONVALESCENT 
• ALL  MEOICAL  CONDITIONS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 


120  Private  and  Semi-Private  Beds 

• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 

238-1291 


ESTFIELD 

NURSIN6 
HOME 

incoTporaled 

WESTFIELD  ROAD 

MEftIDEN,  CONN. 
Telephone  238-1291 

Horold  D«derick  Administrator 
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MAJOR  MEDICAL  EXPENSE  PLAN 


OLD 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  BADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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Report  Of  The  President  Of  The  Connecticut  State  Medical  Society 
HOUSE  OF  DELEGATES -ANNUAL  MEETING 
April  26,  1966 


There  continues  to  be  criticism  that  the  medical 
profession  has  taken  too  little  interest  in  socio- 
economic affairs.  I believe  no  group  is  closer  to  these 
affairs  than  doctors.  Connecticut  physicians  have 
long  exhibited  a keen  awareness  of  the  interaction 
between  medicine  and  social  progress.  Many  have 
directed  attention  to  the  need  for  action  in  this 
field.  Prominent  among  others  in  this  effort  were 
Dr.  C.  E.  A.  Winslow  and  Dr.  Ira  Hiscock  who  were 
leaders  in  the  Public  Health  Services  on  national 
and  international  levels.  As  early  as  1933,  in  his 
Presidential  address  before  the  New  Haven  Medical 
Association,  Dr.  Samuel  C.  Harvey,  then  Professor 
of  Surgery  at  Yale,  presented  a scholarly  analysis  of 
philosophies  underlying  the  economics  of  medical 
care.  In  summary,  he  warned  physicians  “not  to  rest 
content  but  to  make  changes  in  their  status  to  meet 
the  changing  conditions  of  society”  and  that  “if 
medicine  is  to  survive  as  a profession  it  must  not 
be  on  guard  but  energetically  press  forward  all 
along  the  line”.  This  opinion  is  equally  true  today. 

Last  year  Dr.  Cullen  presented  an  erudite  histori- 
cal review  of  events  leading  to  the  development  of 
the  Medicare  Bill.  The  plan  for  reorganization  and 
realignment  of  the  Health  Services  under  Social 
Security  Administration  was  conceived  in  the  1930’s 
in  a period  of  economic  depression  when  doctors 
drove  taxis  to  eke  out  a living.  It  became  a major 
issue  under  Roosevelt  and  the  New  Deal.  The  long- 
battle  over  proposed  health  legislation  ensued.  In 
the  ranks  of  the  opposition  were  the  large  insurance 
companies,  the  American  Federation  of  Labor  and 
the  A.M.A.  who  questioned  the  wisdom  and  pointed 
out  the  hazards  of  compulsory  Social  Security- 
financing. Alternative  methods  were  developed  by 
the  Profession  to  provide  aid  for  medical  care  of 
the  aged  and  needy  under  a voluntary  system  such 
as  the  Kerr-Mills  Act,  C.AI.S.  and  Connecticut  65 
which  w'ere  pioneer  projects  in  this  State.  Despite 
these,  and  other  efforts  designed  to  benefit  the 
people,  the  Medicare  Bill  was  passed  by  the  89th 
Congress  during  an  era  of  affluence  with  medical 
progress  at  its  zenith. 

Today,  whether  we  like  it  or  not,  the  Law  has 
been  enacted.  We  must  face  the  reality  and  direct 
our  thoughts  and  energies  to  the  future  role  of  the 
Medical  Society  in  this  new  relationship  between 
the  Profession  and  the  Government.  Methods 


should  be  found  to  accommodate  the  diverse  sectors 
having  vested  interests  and  make  it  possible  for 
physicians  to  participate  in  the  administration  of 
the  ne-v\'  law.  The  task  may  be  long  and  arduous. 
Medicare  is  an  experimental  venture.  Its  success  or 
failure  may  well  determine  the  direction  of  the 
future  of  medicine  in  the  United  States.  As  an 
Association  we  should  continue  to  seek  and  demand 
the  highest  cjuality  of  care,  the  best  professional 
conduct  and  the  finest  kind  of  service  for  all 
Americans. 

The  first  session  of  the  89th  Congress  was  indeed 
prolific.  In  addition  to  Public  Law  89-97,  legislation 
was  passed  on  many  fronts.  Public  Law  89-239  (The 
Heart  Disease,  Cancer,  Stroke,  and  Related  Diseases 
Amendments)  and  Public  Law  89-290  (The  Health 
Professions  Assistance  Act)  deserve  our  close  atten- 
tion. Many  other  bills  included  in  the  package 
deal— and  there  will  be  more— were  enacted  into 
law.  These  pertain  to  the  regulation  of  certain 
drugs,  extension  of  health  research  facilities  pro- 
grams, federal  funds  for  staffing  mental  health 
centers,  extension  of  four  existing  programs  of  the 
Community  health  services  act,  the  medical  library 
assistance  act,  the  vocational  rehabilitation  act,  the 
clean  air  act  amendments  and  the  water  quality  act. 

Without  repudiation  of  attitudes  expressed  dur- 
ing the  course  of  the  long  dialogue  and  without 
voicing  some  strong  recriminations,  the  leadership 
of  the  American  Medical  Association  recognized  the 
impact  these  legislative  events  will  have  on  the 
nation  and  the  medical  profession  acted  to  adopt 
methods  intending  to  mitigate  the  damaging  effects 
and  to  accentuate  whatever  beneficial  effects  there 
may  be  in  the  laws.  Six  Technical  Advisory  Com- 
mittees were  appointed,  with  A.M.A.  representa- 
tion, to  help  guide  the  administration  in  the  for- 
mulation of  regulations  and  other  details  related 
to  activation  of  the  law.  Thus  far,  it  is  said,  these 
representatives  have  had  excellent  cooperation  and 
modest  success  with  their  negotiation  with  the  De- 
partment of  Health,  Education  and  Welfare,  and, 
in  particular  with  Secretary  John  W.  Gardner  and 
Mr.  Arthur  Hess  -who  is  directly  responsible  for 
administering  P.L.  89-97. 

Under  authorization  of  the  Medicare  Law  the 
Federal  Government  has  invaded  the  field  of 
medical  care  largely  by  assuming  financial  support 
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for  rertaiii  nieclical  services  for  ihose  over  65  (Parts 
A.  and  B.  of  P.L.  89-97)  and  for  those  other  age 
groups  in  categories  vhicli  will  be  included  under 
Title  XIX  when  adopted.  Additional  financial  sup- 
])ort  through  federal  agencies  is  being  allocated 
for  education,  medical  schools,  research,  hosjhtals 
anti  other  health  care  facilities.  I'he  tnnount 
designated  for  these  purposes  is  considerable  (repre- 
senting some  ten  billions  of  tax-dollars,  or  about 
one-fifth  of  the  recent  annual  expenditure  for 
health  care)  . To  many  this  fact  jioses  the  threat 
that  the  hand  controlling  the  purse-strings  will 
control  all. 

It  would  be  foolishly  presumptuous  to  predict 
the  future  when  destiny  rests  so  significantly  in  the 
hands  of  politicians.  Never- the-le.ss,  the  total  ex- 
pense which  would  be  incurred  in  any  extension  of 
the  jilan  for  Government  financing  of  the  amount 
retpiired  for  high  tpiality  health  services  for  all  is 
of  such  magnitude  that  it  seems  unlikely  that  an 
enlightened  public  will  readily  assume  the  over-all 
cost  burden  on  a tax-revenue  basis,  d'his  seems  less 
possible  at  a time  when  the  war  and  defence  efforts 
will  inflict  an  added  burden  of  65  billions,  or  more, 
upon  the  American  people. 

The  very  substantial  support  by  Foundations,  the 
Cduirch,  Alumni,  Industry  and  other  groups  with 
humanitarian  interests,  on  which  there  has  been 
great  dependence  in  the  past,  will  continue  to  be 
necessary  for  some  time.  Likewise  there  will  be  a 
continuing  need  for  voluntary  health  insurance 
plans  which  have  proven  so  beneficial.  It  is  jtossibly 
on  this  tvpe  of  balanced  economic  framework  of 
private  and  government  blending  of  traditional  ami 
modern  methods  of  financing  that  the  present  level 
of  progress  and  high  standards  of  medical  care 
can  best  be  sustained.  In  the  words  of  .Secretary 
Ciardner  “if  the  \alues  of  freedom  are  to  be  pre- 
.served,  the  Federal  Government  must  enter  into  a 
creative  partnershij)  with  the  states  and  cities  on 
the  one  hand  and  the  private  sector  on  the  other”. 
He  has  called  for  “a  partnership  between  the 
Federal  Government,  physicians,  hospitals,  univer- 
sities and  health  agencies  to  make  a comprehensive 
attack  on  health  problems”. 

It  is  recognized  that  .some  measures  for  the  pro- 
tection of  the  public  welfare  in  the  health  field 
require  bold  government  aciton  to  correct  problctns 
stemming  from  pollution  of  our  water  and  air,  the 
disgraceful  toll  from  accidents  on  onr  highways, 
hazards  of  tpiackery  and  deleterious  effects  of 
alcoholism.  Gooperative  efforts  by  the  Profession 
and  the  Government,  rather  than  unilateral  legis- 
lative actioti,  .seem  indicatetl  if  optimum  results 
are  to  be  attained  even  in  these  matters. 

'The  Government,  in  adopting  the  technitpie  of 
disbursing  financial  aid  for  health  care  embodied 


in  the  ]tresetit  Medicare  Law,  has  wisely  avoided 
regulations  which  will  directly  curtail  the  free- 
dom of  the  physician  in  caring  for  his  patient. 
Undoubtedly  there  are  certain  limits  (d  tolerance 
in  this  respect.  'The  responsibility  for  the  mainten- 
ance of  high  standards  of  medical  service  rightfully 
remains  on  the  Profession  with  its  continuing  edu- 
cation and  internal  mechanisms  for  the  supervision 
and  enforcement  of  ethical  conduct. 

Our  capacity  to  jtrovide  services  at  present  stand- 
ards may  be  jeopardized  by  the  serious  shortages 
in  maiqtotver  throughout  the  Nation.  Many  cate- 
gories will  need  augmenting  in  the  near  future.  It 
has  been  estimated  that  one  million  additional 
personnel  will  be  retpiired  to  adequately  implement 
the  proposed  program.  It  is  probable  that  some 
unequal  distribution  of  personnel  exists  as  a result 
of  the  rchitively  inefficient  system  based  on  natural 
laws  of  supply  and  demand.  \Ve  should  seek 
methods  of  improved  distribution  which  will  bring 
medical  care  to  all  without  interfering  with  the 
right  of  the  physician  to  elect  the  environment  of 
his  choice.  Furthermore  it  is  important  that  such 
measures  do  not  lessen  in  anyway  the  motivation 
of  our  youth  to  enter  the  Profession. 

As  representatives  of  the  physicians,  the  .American 
Medical  .Association,  striving  to  fulfill  medical  needs 
and  to  serve  the  public,  has  been  cotistantly  work- 
ing in  many  area.s— education,  training,  research, 
and  improvement  of  the  clinical  application  of  the 
highest  standards  of  medical  care  for  the  people. 
It  is  on  the  fruits  of  its  energetic  endeavors  and 
the  knowledge  gained  by  its  long  e.xperience  that 
all  those  who  would  engage  in  the  partnership  as 
proposed  might  call  for  advice— or  even,  on  oc- 
casion, dissent.  Mature  and  intelligent  guidance  by 
its  numerous  cjualified  committees  is  demanded  now 
more  than  e\er  before  as  forces  with  tremendous 
potential  are  joining  to  mold  and  shape  the  pat- 
terns of  health  services  in  this  country. 

In  the  movement  to  make  adjustments  in 
medicine  on  the  .American  scene  much  can  be 
learned  from  critical  analysis  of  the  experience  of 
those  who  have  adopted  national  programs  of  social- 
ized medicine.  Such  knowledge  may  prevent  disap- 
pointments and  deterioration  in  tjuality  of  medical 
services  in  this  country.  It  has  been  said  that  the 
.American  Medical  .Association  should  act  more 
aggressively  in  directing  the  emerging  new  patterns 
for  the  organization  and  distribution  of  medical 
care.  Representing  all  physicians  it  should  originate 
and  carry  out  effective  programs  that  serve  the  Pro- 
fession and  the  general  pojndation  to  keep  jjace 
with  evolving  needs.  .Among  others,  these  programs 
might  be  directed  toward  further  education  of  the 
public  in  medical  affairs,  and  the  establishment  of 
a nation-wide  network  of  modern  communication 
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facilities  to  provide  consultation  and  up-to-the- 
minute  educational  information  for  physicians.  It 
must  also  continue  to  serve  as  a forum  for  discussion 
as  well  as  decision. 

As  a member  of  this  federation,  the  State  Society 
has  the  responsibilty  to  clarify  for  itself  and  the 
public  its  position  on  medical  issues  and  to  take 
positive  action  when  indicated.  It  might  be  useful 
for  the  State  Society,  in  addition  to  all  its  current 
activities,  also  to  consider  the  formation  of  a com- 
mission to  survey  and  evaluate  the  total  picture  of 
Health  Care  and  Facilities  in  Connecticut  and 
supply  up-to-date  planning  guide-lines  for  the  as- 
surance of  continuing  high  quality  medical  care 


for  all  communities  in  the  State.  Every  member  of 
the  State  and  County  Societies  should  be  encouraged 
to  engage  in  all  medically-related  activities  at  the 
local  levels  and  to  serve  on  committees  or  councils 
dealing  with  Community  health  affairs.  Physicians, 
working  in  concert  with  laymen  on  projects  where 
overlapping  interests  frec][uently  exist,  may  find 
resolution  for  medical  problems  having  important 
social  significance. 

We  are  entering  a new  era  and  it  is  essential  that 
the  Profession  exert  its  wise  influence  in  molding 
effective  methods  for  the  betterment  of  the  public 
health. 

Orvan  W.  Hess 


TIME  OUT . . ♦ to  mark  this  special  day 

on  your  calendar 

SEPTEMBER  28,  1966 

41st  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

Connecticut  State  Medical  Society 

and  the 

YALE  UNIVERSITY  SCHOOL  OE  MEDICINE 

to  be  held  in 

MARY  S.  HARKNESS  MEMORIAL  AUDITORIUM  — YALE-NEW  HAVEN  MEDICAL  CENTER 

333  Cedar  Street,  New  Haven,  Connecticut 
It  will  be  a one-day  program  beginning  at  9:30  A.M.  and  adjourning  at  5:00  P.M. 

WEDNESDAY,  SEPTEMBER  28,  1966 

— WATCH  YOUR  MAIL  AND  THE  JOURNAL  FOR  COMPLETE  INFORMATION  — 


Volume  30,  No.  7 


513 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic’  mattress 


If  yoLi  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 
$159.00  per  set  (add  state  tax) $120.00 


Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. . 


□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Residence.. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City. 


..Zone.. 


State.. 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  0». 


WOMAN’S  AUXILIARY 


President-Elect 

Mrs.  Anthony  Cipriano,  Hamden 

First  Vice-President 
Mrs.  Henry  .Sherwood,  Middletown 

Second  Vice-President 
Mrs.  Edward  P.  Allen.  Orange 


President 

Mrs.  John  D.  O'Connell,  West  Hartford 


Recording  Secretary 
Mrs.  Nicholas  Creatiiro,  Trnmbidl 

Corresponding  Secretary 
Mrs.  Irving  H.  Krall,  West  Harijord 

Treasurer 

Mrs.  Forest  D.  Gibson,  Farmington 


OFFICERS  1966-1967 


Mrs.  Dewey  Katz,  chairman  ol  the  Nominating  Committee,  pre.sented  the  following  slate  of  officers 
for  f 966-67  which  was  unanimously  elected  at  the  Annual  Meeting,  Ajnil  27,  1966,  Corner  House,  Farm- 
ington. 

President-Elect  First  Vice-President 


Mrs.  Anthony  Cipriano 
15  Eastland  Road 
Hamden,  Connecticut  06514 


Airs.  Henry  Sherwood 
195  Old  Alill  Road 
Middletown,  Connecticitt  06457 


Second  I'ice-President 
Mrs.  Edward  P.  Allen 
505  Ridge  view  Road 
Orange,  Connecticut  06477 


Recording  Secretary 
Mrs.  Nicholas  Creaturo 
10  Rockland  Road 
"Ernmbull,  Cotmecticut  0661 1 


Corresponding  Secretary 
Mrs.  Irving  H.  Krall 
50  Pilgrim  Road 

West  Hartford,  Connecticut  06fl7 


Treasurer 

Mrs.  Forest  D.  Gibson 
8 White  Oak  Road 
Farmington,  Connecticut  06042 


Mrs.  John  D.  O’Connell,  42  Fnlton  Place,  West  Hartford,  Connecticut  06f07 
was  elected  in  1965  and  installed  as  President  April  27,  1966 


The  President  and  Board  of  the  Woman’s 
Auxiliary  played  host  to  the  President  and  his 
Council  of  the  Connecticut  State  Aledical  Society 
at  a Inncheon  on  May  25,  at  the  State  Medical 
Building  in  New'  Haven.  The  women  met  in  the 
morning  for  their  first  board  meeting,  adjourning 
for  the  luncheon  and  then  leaving  the  meeting 
room  to  the  Doctors.  This  was  the  second  such 
meeting.  It  was  thoroughly  enjoyed  by  all,  and 
everyone  agreed  it  should  be  a yearly  event.  The 
ladies  and  doctors  alike,  thought  President  Rose- 
mary O’Connell’s  “Shrimp  Harpin’’  so  unusually 
good  they  asked  for  the  recipe— and  so  we  thought 
is  apropos  to  print  it  here  for  all  to  enjoy.  Bon 
Appetit!!! 

Recipe 

Shrimp  Ca.sserole  Harpin 
2 lbs.  large  raw  shrimp  (1  lb.  cooked  shrimp  equals 
2 lbs.  large  raw  shrimp) 

1 tablespoon  fresh,  frozen,  or  canned  lemon  juice 


3 tablespoon  salad  oil 
^ cuji  raw,  regidar,  or  processed  rice 
2 tablespoon  butter  or  margarine 
1/,  cup  minced  green  pepjier 
i/j  cuji  minced  onions 
1 teaspoon  salt 
1 /8  teaspoon  mace 
Dash  cayenne  pepper 

1 can  undiluted  condensed  tomato  soup 

1 cup  heavy  cream 

1/2  cup  sherry  or  cooking  sherry 

1/2  enp  slivered  almonds 

Paprika 

Early  in  the  day;  shell,  devein,  then  cook  shrimp 
in  boiling  salted  water  5 minutes;  drain;  place  in  2 
qts.  casserole;  sprinkle  with  lemon  juice,  oil.  Alean- 
while  cook  rice  as  label  directions  say,  drain;  re- 
frigerate all. 

About  1 hour  10  minutes  before  serving:  start 
heating  oven  to  350  F.  In  butter  in  skillet,  saute, 
green  peppers  and  onions  5 minutes.  Add  to 
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shrimp  in  casserole,  along  with  rice,  sail,  and  rest 
ol  ingredients  except,  cup  almonds  and  pajnika. 
Sprinkle  these  on  top  just  belore  serving.  Bake  un- 
covered, 55  minutes  or  till  bubbly.  .Makes  (i  to  H 
.servings. 

Health  Education 

In  past  years  it  has  been  cliHuult  to  obtain  some 
type  ol  standardization  ol  health  education  in  our 
.schools.  I'he  Connecticut  School  Health  .Advisory 
(iouncil  in  conducting  a survey  iound  that  al- 
though a lew  of  our  communities  have  excellent 
health  education  programs  in  the  public  schools, 
many  are  woefully  lacking. 

It  was  our  Auxiliary  representative  on  the  School 
Health  Advisory  Council  who  brought  to  the  atten- 
tion of  the  members  the  .AM.A  brochure,  “Why 
Health  Education”  as  an  excellent  statement  of 
fact.  After  sid)-committee  consideration  and  study, 
her  recommendation  that  a copy  of  this  brochnre 
f)e  sent  to  all  chairmen  of  Boards  of  Education 
and  Snperinclendents  of  School  with  a covering 
letter  signed  by  the  Commissioners  of  Education 
and  of  Health  was  carried  out.  With  continued 
effort  and  interest  of  the  Medical  Profession,  the 
.Auxiliary  and  all  parents  of  children  in  .school,  it 
is  hoped  that  a more  unified  and  modernized 
Health  Education  program  in  onr  schools  will  re- 
sult. 


AROUND  THE  STATE 


New  Haven  County 
Board  Of  Governors 
New  Haven  County  Medical  Association 

Our  Board  was  honored  by  the  attendance  of 
the  President  of  the  Connecticut  State  Medical 
Society,  Dr.  Orvan  W.  Hess,  at  our  meeting  on 
'Thursday,  May  26,  I9f)f).  He  was  welcomed  as  the 
holder  of  this  high  ofhee  and  as  an  active  pailici- 
pant  in  our  County  activities. 

The  agenda  was  initiated  by  our  Councilor  Dr. 
Erank  Abbot’s  “oral  newsletter”  of  the  latest  Coun- 
cil meeting. 

.A  report  by  Dr.  James  H.  Root,  |r.,  Cihairman 
pro-tem  of  the  Third  Party  Review  Committee 
dealt  with  the  meeting  of  this  committee  hekl  in 
AVaterbury  on  May  1 8th.  Cround  rules  for  their 
future  guitlance  were  set  up.  T hese  tvere  thorough- 
ly discussed.  T he  Board  voted  to  commend  the 
committee  for  its  efforts. 

Dr.  .Max  Caplan,  our  President,  reported  on  his 
atteiulance  in  Chicago  as  Delegate  from  New 


Haven  County  to  the  meeting  called  l>y  T he  Con- 
gress ol  County  Medical  Societies  It)  deal  with  re- 
cent developments  in  the  Medicare  program.  .A  fidl 
and  very  complete  copy  of  these  activities  has  al- 
ready been  mailed  to  all  members  of  our  Ciounty 
.Vs.sociation  which  was  edited  by  Dr.  Ciaplan.  The 
commendation  ol  the  Board  has  been  repeated  by 
individual  members  as  expression  of  appreciation 
for  this  infonnation. 

.Alter  routine  matters  were  attended  to,  the  meet- 
ing closed  with  adjournment  for  the  usual  social 
hour  and  dinner. 

Respectfully  submitted 

H.  A.  Levin,  .M.D.,  Clerk 

One-Millionth  Recipient 

The  Department  of  Health,  Education,  and  WTT- 
lare.  Social  Security  .Vdministration  announced 
that  Mailin  Enders,  the  one-millionth  disabled 
worker  in  current  ])ay  status  was  recently  added  to 
the  disability  benefit  rolls  under  the  Social  Secur- 
ity disability  insurance  program. 

This  figure  represents  a total  payment  of  $125 
million  a month  to  disabled  workers,  disabled  chil- 
dren, and  other  dependents  of  disabled  workers. 
Connecticut’s  recipients  number  11,,S18  through 
December  1965,  and  this  re])resents  $1,162,948  a 
month  in  payments. 

This  milestone  is  significant  because  it  locirses 
national  attention  on  the  new’  definition  of  dis- 
tibility  and  on  the  scojie  of  protection  the  jirogram 
noiv  pros'ides. 

.Mr.  Enders,  the  one-millionth  recipient,  a 51 
year  old  coal  miner,  w’as  awartled  disability  bene- 
fits totaling  $263.50  a month  for  himself  and  his 
lamily.  He  ivas  allowed  under  the  neiv  definition 
of  tiisability  impaiiments  lasting  12  months  or 
longer.  His  claim  woidil  have  been  denied  under 
the  old  definition  that  required  a prognosis  of  long 
and  indefinite  duration. 

Since  the  “wage  freeze”  in  1955,  the  program 
has  come  a long  way.  In  1957,  the  first  cash  bene- 
fits were  paid  to  older  disabled  workers  . . . age 
50-64.  Later  the  minimum  age  retpiirement  was 
dropped,  a disabled  child  provision  was  added, 
and  benefits  ivere  prosided  for  certain  depentlents 
ol  disabletl  workers.  The  1965  amendments 
brought  the  program’s  first  change  in  the  definition 
of  disability. 

Frank  H.  Couch,  M.I). 

Chief  Medical  Co7isultanf,  Bureau  of 
Disability  Determiualion,  Division  of 
Vocational  Rehabilitation,  Coyinecticut 
Stale  Department  of  liducation. 
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News  From  Yale  University 
School  Of  Medicine 

Dr.  Albert  Jay  Solnit,  a prominent  authority  in 
the  fields  of  child  psychiatry  and  psychoanalysis  as 
well  as  comprehensive  pediatrics,  has  been  ap- 
pointed Director  of  the  Yale  University  Child 
Study  Center. 

The  appointment,  effective  July  1,  1966,  was 
announced  by  President  Kingman  Brewster,  Jr.,  of 
Vale. 

Dr.  Solnit,  a Professor  in  both  the  Pediatrics  and 
Psychiatry  departments  of  the  Yale  School  of  Medi- 
cine, succeeds  Dr.  Milton  J.  E.  Senn  who  has 
directed  the  Center  since  1948.  Dr.  Senn,  64,  will 
continue  at  the  Center  as  Sterling  Professor  of  Pedi- 
atrics and  Psychiatry,  and  will  devote  his  entire 
time  to  teaching  and  research. 

The  Yale  Child  Study  Center  is  the  successor  to 
the  Yale  Clinic  for  Child  Development,  founded 
in  1911  by  the  late  Arnold  Gesell,  noted  pioneer  in 
child  behavioral  science.  Dr.  Gesell  headed  the 
Clinic  until  his  retirement  in  1948,  at  which  time 
the  Clinic’s  functions  were  taken  over  by  the  newly- 
established  Child  Study  Center. 

Staffed  by  pediatricians,  psychiatrists,  psycholo- 
gists, educators,  and  social  workers,  the  Yale  Child 
Study  Center  is  famous  for  its  research  and  teach- 
ing programs  as  well  as  its  clinics  for  infants  and 
children. 

Dr.  Solnit,  a member  of  the  Yale  medical  faculty 
since  1949,  is  known  for  his  work  and  writing  on 
child  development  and  mental  health.  He  is  Chair- 
man of  the  Committee  on  Child  Analysis  of  the 
American  Psychoanalytic  Association  and  this  year 
completed  a three-year  term  as  President  of  the 
Western  New  England  Institute  for  Psychoanalysis. 
He  is  currently  a training  and  supervising  analyst 
in  the  Institute. 

As  psychiatric  considtant  to  the  New  Haven  and 
North  Haven  public  school  systems  and  to  the  pre- 
kindergarten school  program  in  New  Haven,  Dr. 
Solnit  works  closely  with  community  educators.  He 
is  also  Chairman  of  the  Psychiatric  Council  of  the 
Elm  Haven  Concerted  Services  Program,  and  a 
member  of  the  New  Haven  Community  Health 
Services  Committee,  the  Research  Advisory  Coun- 
cil of  Community  Progress,  Inc.,  and  the  South 
Central  Connecticut  Regional  Mental  Health  Plan- 
ning Council. 


CLASSIFIED  ADVERTISING 

$9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50^  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  ADVANCE 

Closing  Date  for  copy;  10th  of  month  PRECEDING 
date  of  issue. 


ELDERLY  PSYCHLA.TRIST,  preparing  to  retire,  has  attrac- 
tive office  space  available.  Excellent  location  on  East  side 
of  Bridgeport.  Call  Bridgeport  334-2755  or  write  D.P.G., 
c/o  Connecticut  Medicine. 


.\TTEN4ION  RETIRED  PHYSICI.\N.S;  If  you  would  like 
an  interesting,  remunerative  hobby,  write  P.  O.  Box  5307, 
Hamden,  Connecticut  for  details  and  a confidential  interview. 


Special  Notices 


COURSE  IN  POSTGRADUATE  GASTROENTEROLOGY 
Octover  27,  28,  29,  1966 

The  Annual  Course  in  Postgraduate  Gastroenterology  of 
the  American  College  of  Gastroenterology  will  be  given  at  the 
Bellevue  Stratford  in  Philadelphia,  Pa.,  27,  28,  29  October, 
1966. 

The  Moderators  for  the  Course  will  again  be  Dr.  I.  Snapper, 
Consultant,  Ft.  Hamilton  Veterans  Administration  Hospital, 
Brooklyn,  N.Y.  and  Dr.  John  L.  Madden,  Clinical  Professor 
of  Surgery,  New  York  Medical  College  and  Director  of 
Surgery.  St.  Clare’s  Hospital,  New  York,  N.Y. 

The  facultv  for  the  Course  will  be  drawn  from  the  Medical 
Schools  in  and  around  Philadelphia.  The  subject  matter  to 
be  covered,  from  the  medical  as  well  as  the  surgical  viewpoint, 
will  be  essentially,  the  diagnosis  and  treatment  of  gastroin- 
testinal diseases  and  comprehensive  discussions  of  diseases 
of  the  esophagus,  stomach,  pancreak  liver  and  gallbladder, 
small  intestine  and  colon.  A session  on  instrument  technics 
will  be  held  at  the  Albert  Einstein  Medical  Center,  Northern 
Division. 

For  further  information  and  enrollment,  write  to  the 
American  College  of  Gastroenterology,  33  West  60th  Street, 
New  York,  N.Y.  10023. 


Patronize  Your  JOURNAL 
A dvertisers 


DOCTOR — Does  your  wife  like  to  read 
the  Auxiliary  news?  Then  be  sure  and  take 
your  copy  home. 
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SPECIAL  REPORT  ON  AMPAC  NATIONAL  WORKSHOP 

Washington,  D.  C.— May  21,  1966 


At  the  Council  meeting  of  May  25,  1966,  it  was  voted  to  publish  the  following  report  for  the  in- 
formation of  members  of  the  Society. 


The  National  Workshop  of  the  American  Medi- 
cal Political  /Vction  Committee  (AMPAC)  was 
hekl  in  Washington,  1).  C.,  on  May  21,  19()(1.  Since 
the  meeting  took  place  in  the  nation’s  capital, 
those  attending  had  opportunity  to  hear  and  talk 
with  several  members  of  Congress  and  were  great- 
ly encouraged  to  learn  of  how  valuable  the  latter 
consider  AMPAC  to  be— to  themselves,  ami  to 
their  respective  parties.  Democratic  and  Re}Jidjli- 
can  spokesmen  alike  expressed  the  opinion  that 
•\MPAC  lias  become  increasingly  important  in  the 
held  of  political  education  and  action,  and  Mr. 
Jack  Mills,  Rejndilican  Congressional  Committee 
Director,  saiil  he  felt  that  .\MPAC  was  perhaps  the 
most  elfective  group  helping  to  elect  good  candi- 
dates jnit  lip  by  his  party. 

During  the  sessions  on  candidate  selection,  on 
methods  of  working  with  candidates  and  their  or- 
ganizations, and  on  the  elements  of  waging  a suc- 
cessful congressional  campaign,  emphasis  was 
jilaced  time  and  again  on  the  recognized  effective- 
ness that  AMPAC  is  demonstrating  in  all  these 
areas  of  jiolitical  activity. 

1 he  final  speaker  of  the  Whirkshoji,  Re]rresenta- 
tive  Melvin  R.  Laird  (R.-Wis.),  explained  to  the 
audience  how  necessary  he  felt  the  work  of  A.MPAC 
will  be  this  year  and  in  the  years  ahead.  He  stated 
that  many  important  bills  that  were  enacted  into 
law  by  the  89th  Congress  went  ihroiigh  with 
Democratic  majorities  of  only  twelve  votes,  and 
that  if  only  seven  of  these  seats  had  been  held  by 
Republicans  much  of  this  legislation  would  have 
lieen  deleated  or  substantially  curtailed.  As  a mem- 
ber of  the  House  Appropriations  Committee,  it  is 
his  considered  opinion  that  the  total  impact  of 
most  of  these  bills  already  passed  will  be  dependent 
on  how  much  money  is  authorized  for  their  imple- 
mentation, and  that  the  funds  have  yet  to  be  ajj- 
propriated.  Hence,  even  though  the  laws  are  on  the 
l)0(As,  the  .selection  and  election  of  fiscally  conserv- 
ative candidates  in  19()6  are  of  vital  importance 
and  call  lor  even  greater  campaign  efforts  in  the 
months  ahead. 

Congressman  Laird  reported  on  a recent  poll 
which  indicates  strongly  that  a great  many  voters 
are  becoming  thoroughly  disenchantetl  with  the 


way  things  are  being  done  in  Whishington  today, 
ami  concludes  that  ;i  minimum  of  thirty-one  House 
seats  may  be  in  jeopardy.  If  unseated,  he  said,  the 
incumbents  (mostly  Democrats)  must  be  replaced 
by  legislators  more  favorable  to  the  views  of  Medi- 
cine and  like-minded  groups,  and  he  stressed  that 
only  political  action  agencies  like  .\MPAC  have 
the  time,  money,  organization,  know-how,  and 
workers  to  bring  these  needed  changes  about. 

He  spoke  of  the  critical  financial  situation  which 
has  been  allowed  to  develop  in  New  York,  where 
the  implementation  of  Title  XIX  of  P.L.  89-97 
(signed  into  law  on  .April  80)  will  make  more  than 
7 million  of  the  State's  18  million  residents  eligible 
to  receive  practically  unlimited,  “free”  (tax-sup- 
jjorted)  hospital,  medical,  dental  and  nursing  care. 
So  liljeral  is  the  program  that  families  of  four  with 
a net  income  (alter  taxes  and  health  insurance 
]nemiums  are  deducted)  of  up  to  $(),()()()  a year  and 
up  to  $8,()0()  of  savings  can  cjualify  to  receive  com- 
prehensive health  services  at  public  expense.  The 
Congress  has  estimated  that  the  total  Federal  con- 
tribution to  implement  Title  XIX  nationwide 
would  not  t)e  more  than  ,1>238  millions,  and  yet 
now  it  finds  New  York  State  alone  asking  for  $207 
millions  as  its  entitled  “share.”  Fhe  funds  appro- 
juiated  by  Congress,  the  speaker  said,  are  obviously 
insufficient  to  satisfy  the  first-year  demands  of  seven 
states  for  Litle  XIX  programs,  let  alone  those 
of  the  entire  fifty. 

Over  and  o\er  again,  the  Whirkshop  emphasized 
that  the  “dream”  of  social  legislation  and  the 
“reality”  of  its  financing  are  two  quite  different 
things,  and  that  19fi()  and  the  next  few  years  will 
constitute  a period  in  which  physicians  (among 
others)  will  have  an  opportunity  to  try  to  reverse 
the  unwise  course  that  “me-too”  legislators  have 
set  for  the  country.  If  .A.MPAC  does  its  joli— and 
does  it  well— perhaps  a halt  can  be  called  to  the 
current  trend  wherein  the  .Administration  calls  an 
executive  tune  to  wfiich  its  adherents  in  tlie  legisla- 
ture are  expected  to  dance  dutifully— with  prac- 
tically no  opposition,  and  after  the  least  ])ossif)le 
amount  of  public  debate. 

Respectfully  submitted. 

Max  Cai’i.an,  .M.D.,  .Meriden 
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OBITUARY 


Edward  J.  Blumenthal,  M.D. 
1907-1966 

Edward  J.  Blumenthal  died  on  April  24,  1966  at 
the  age  ol  58  at  his  home  in  Ansonia. 

He  was  born  in  Ansonia,  son  of  the  late  Samuel 
and  Sarah  Rose  Blumenthal  of  Ansonia  and 
nephew  of  the  late  Herman  J.  Blumenthal,  Yale 
Medical  School,  1921,  of  Brooklyn,  New  York.  He 
attended  Ansonia  public  schools  and  the  Yale 
Sheffield  Scientific  School  from  which  he  was  grad- 
uated in  1928.  Following  this  he  was  awarded  his 


doctorate  of  medicine  at  the  Long  Island  College 
of  Medicine  in  1932.  Following  internship  at  Grace 
Hospital  in  New  Haven  he  engaged  in  general 
practice,  with  a special  interest  in  anesthesiology, 
from  his  office  in  Ansonia  which  he  continued  over 
a period  of  thirty  years. 

During  World  War  If  he  served  in  the  United 
States  Medical  Corps  with  the  rank  of  Major  in  the 
48th  Portable  Surgical  Hospital  in  the  China-India- 
Burma  theatre  of  operations  for  26  months. 

He  was  a past  president  of  the  Naugattick  Valley 
Medical  Society,  past  president  of  the  Griffin  Hos- 
pital Medical  Staff,  a member  of  the  American 
Medical  Association,  a member  of  the  American 
Society  of  Anesthesiologists,  The  American  Acad- 
emy of  General  Practice,  the  Connecticut  State 
Medical  Society  in  which  he  served  as  New  Haven 
County  delegate  to  the  State  Medical  Society.  He 
was  also  a member  of  the  editorial  board  of  the 
State  of  Connecticut  G.P.  Journal.  He  was  a mem- 


ber of  the  Beth  Israel  Synagogue  Center  in  Derby, 
Connecticut. 

Dr.  Blumenthal  leaves  his  wife,  Adele  Cohen 
Blumenthal,  a daughter,  Elaine  T.  Blumenthal,  a 
son,  Joel  M.  Blumenthal,  three  brothers,  B.  Sidney 
Blumenthal  of  Ansonia,  David  Blumenthal  of 
Orange  and  Dr.  Irwin  S.  Blumenthal  of  Santa 
Monica,  California;  two  sisters,  Mrs.  Seymour 
Jacob  of  Skokie,  Illinois  and  Miss  Miriam  Blumen- 
thal of  Ansonia  and  several  nieces  and  nephews. 

He  was  a dedicated  physician  with  a forthright 
sincerity  and  steadfastness  that  served  as  a great 
bulwark  to  all  who  knew  him.  His  life  was  crowned 
with  a host  of  devoted  friends  and  patients.  His 
genuine  and  clarifying  helpfidness  was  much 
sought  after.  He  was  a boon  to  his  community  and 
to  society  at  large.  He  will  be  sorely  missed  by  those 
he  has  left  behind. 

Blessed  be  his  name  and  his  memory! 

Victor  L.  Szanton,  m.d. 


In  Memoriam 


Kirby,  Sam  B.  — New  Haven;  Yale  University 
School  of  Medicine,  1928.  Dr.  Kirby  practiced  medi- 
cine in  New  Haven  for  over  30  years.  During 
World  War  II  he  was  in  charge  of  the  60th  General 
Hospital  in  the  Philippines  as  a lieutenant  colonel. 
Dr.  Kirby  was  also  a member  of  the  Military  Order 
of  World  Wars.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society,  the  American  Medical 
Association,  and  the  Yale  Club  of  New  Haven. 
Dr.  Kirby  died  June  1,  'at  the  age  of  62. 

Konopka,  Frank  J.  — Wallingford;  Georgetown 
University  School  of  Medicine,  1931.  Dr.  Konopka 
had  practiced  medicine  in  the  W^allingford  area  for 
over  25  years.  During  World  War  II,  he  served  in 
the  United  States  Air  Force  as  a captain  for  four 
years.  He  was  a member  of  the  Meriden  Hospital 
medical  staff,  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society, 
and  the  American  Medical  Association.  Dr.  Konop- 
ka died  May  22,  at  the  age  of  60. 
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62ND  ANNUAL  CONGRESS  ON  MEDICAL  EDUCATION 

Chicago,  Illinois  — February  3-8,  1966 


I'he  ()2iul  Annual  Congress  on  Medical  Educa- 
tion of  the  American  Medical  Association  was  a 
very  interesting  and  stimulating  meeting  in  that  its 
agenda  inchuleil  lengthy  discussion  of  many  of  the 
most  serious  [noblems  confronting  American 
medicine  at  the  inesent  time,  problems  that  will 
cotitinne  to  beset  its  all  that  will  retpiire  solutions 
in  the  decades  to  come. 

Population  growth  and  change,  and  the  problems 
these  will  pose  for  medical  education,  provided  the 
subject  matter  for  the  lectures  on  the  first  morning 
of  the  Congress.  Dr.  Mevill,  of  the  U.S.  State  De- 
partment, addressed  the  Congress,  and  his  remarks 
and  statistics  were  an  unanswerable  relnittal  to 
those  who  deny  the  existence  of  a “population  ex- 
plosion” or  who  are  able  to  rationalize  this  by 
reference  to  previous  centuries  or  bv  entirely  un- 
warranted optimism  that  all  can  be  coped  with.  Ehe 
problem  is  an  exceedingly  complex  one,  and  its 
future  influetice  on  virtually  all  human  affairs, 
social,  economic,  etc.,  as  well  as  medical,  cannot 
be  underestimated  and  should  be  of  tremendous 
concern  to  all  thinking  men.  Although  in  medicitie 
our  focus  is  on  the  indi\idual,  w'e  nonetheless  can- 
not be  lilind  to  the  effect  that  this  appalling  increase 
in  population  is  having  and  will  have  more  and 
more  on  those  whom  we  care  for  medically  and  on 
the  practice  of  medicine  itself. 

In  1900  the  human  population  of  onr  globe  was 
estimated  to  be  slightly  over  a billion.  By  1920  this 
figure  had  risen  to  approximately  two  billion.  Now, 
despite  W'orld  \\hirs  and  other  catastrophes  that 
have  taken  a huge  toll  of  human  life,  it  is  estimated 
that  we  have  over  three  billion  souls  on  this  planet, 
a number  that,  it  is  thought  on  the  basis  of  current 
trends,  will  escalate  to  seven  and  one-half  billion 
by  the  year  2000. 

Some  facts  regarding  the  potentially  disastrous 
effect  of  this  increase  in  the  wold’s  population  may 
lie  sobering.  Until  recent  years  there  always  has 
been  a supjily  of  land  reclaimable  from  the  stand- 
point of  agricultural  pursuits.  This  supply  is  now 
well-nigh  exhausted.  In  Asia,  apparently,  it  is 
already  exhausted. 

Of  interest,  also,  is  the  disproportionate  rate  of 
population  increase  among  countries.  The  so-called 
“developing  nations”  (i.e.,  the  countries  of  Asia 
and  Africa)  show  a much  larger  rate  of  gain  than 
do  the  “developed  countries”  of  Europe  and  North 
.America.  South  America  shares  this  rapid  increase 
with  .Africa  and  Asia.  .And  it  is  jnedicted  that  in 


the  next  fifteen  years,  India,  alreadv  over-burilened 
will  have  an  increase  in  population  equal  to  the 
present  census  of  the  United  States. 

.And,  meanwhile,  in  all  of  these  areas  great 
efforts  are  being  made  to  increase  per  capita  income 
and  to  achieve  economic  improvements;  obviously, 
all  such  efforts  are  nullified  completely  by  the  high 
birth  rate. 

.All  this  is  compounded  by  the  high  morbidity 
rates.  True,  thanks  to  modern  medicine,  mortality 
rates  have  declined  sharply,  but  morbidity  rates 
have  not.  'Ehese  have,  perhaps,  even  increased  be- 
cause of  the  greater  number  of  people,  the  burgeon- 
ing conjestion  of  their  liiing,  and,  most  important, 
because  of  the  increasing  malnntrition. 

Some  national  demographic  trends  in  this 
country  are  having  a definite  effect  on  the  chang- 
ing medical  needs  of  our  communities.  One  of  the 
most  important  of  these  is  the  rapid  rate  of  urban- 
ization of  our  pojmlation  because  of  increasing 
industrialization  of  the  economy.  In  1800  6 jier  cent 
of  our  population  lived  in  cities—  the  figure  in 
HKiO  was  70  per  cent!  It  is  said  that  two  per  cent 
of  our  land  area  contains  70  per  cent  of  our  people! 
7'herefore,  there  has  occurred  a definite  geographic 
re-distribution  of  our  population  as  well  as  an 
astronomical  increase  in  its  size.  There  has  been  a 
great  increase  in  two  age  groups,  the  children  and 
the  eklerly,  both  partially  because  of  improved 
medical  care.  Since  1750  there  has  been  a steady 
decline  in  death  rate,  and  there  has  been  no  recent 
change  of  statistical  importance,  so  birth  rates  are 
more  important  in  determining  and  predicting 
population  size.  There  is  some  racial  change  in 
proportion  of  jJopulation,  as  the  Negro  birth  rate 
has  been  higher  than  the  white,  although  this  is 
expected  to  level  off  in  the  years  to  come.  Despite 
our  population  increase,  however,  it  is  interesting 
to  learn  that  twenty-four  countries,  including  the 
Soviet  Ehiion,  have  a lower  infant-mortality  rate 
than  we  do.  In  fact,  our  rate  is  double  that  of 
Sweden. 

Some  of  the  above  facts  have  forced  changes 
iqjon  medicine.  Urbanization  (and  the  subsecpient 
flight  to  the  adjacent  suburbs)  has  depopulated 
much  of  some  sections  of  the  country  and  has  led 
to  a decline  in  rural  medicine  and  the  increase  in 
hospital,  group,  and  clinic  type  of  practice.  The 
population  increase,  especially  in  age  groups  like 
the  very  young  and  the  very  old,  who  need  more 
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medical  attention,  has  placed  greater  burdens  on 
the  shoulders  ot  practitioners  ol  medicine. 

W'e  are  now  unhappily  in\olved  in  a race  be- 
tween economic  production  and  human  reproduc- 
tion such  as  the  world  has  never  witnessed  before. 
This  is  probably  the  number  one  problem  of  the 
world  now.  It  is  difficult  for  most  human  beings  to 
envisage  situations  that  they  have  not  remotely 
experienced  themselves.  Therefore,  the  possibility 
that  many  of  our  descendents  may  have  only  one 
square  foot  of  ground  to  live  on  may  seem  fan- 
tastic to  many.  Since  this  has  never  happened,  it 
couldn’t  possibly  happen— But  it  could,  and  may— 
unless  we  start  to  do  something  about  it  immed- 
iately. To  procrastinate  may  be  disastrous,  and  the 
picture  presented  by  statistics  is  already  frighten- 
ing. 

We  of  the  medical  profession  have  a definite 
responsibilty  in  this  area.  It  will  be  our  task  to 
try  to  limit  this  trend,  perchance  to  reverse  it 
somewhat,  both  at  home  and  abroad.  Realization 
of  this  weighty  responsibility  is  reflected  by  our 
government’s  change  in  attitiule  about  the  dis- 
semination of  birth-control  information  in  foreign 
countries. 

In  many  countries  j^rograms  for  birth  control 
are  now  in  operation.  Much  has  been  done  in 
Korea,  India,  Taiwan,  but  the  surface  has  only  been 
scratched  because  of  the  magnitude  of  the  need. 

An  area  surveyed  in  Thailand  gives  us  an  ex- 
ample. In  this  locality  the  average  family  had  four 
children,  wanted  no  more.  Only  one  per  cent  of 
the  women  had  used  contracejJtives.  When  hrst 
questioned,  60  per  cent  of  the  women  were  in- 
terested in  contraception,  wanted  help.  Now  90  per 
cent  request  it. 

Although  it  is  manifest  that  population  control 
can  be  achieved  only  by  birth  control,  there  are 
definite  factors  militating  against  regulation  of 
fertility.  Superstition,  ignorance,  taboos  of  primi- 
tive peoples,  religious  objections,  the  feeling  of 
husbands  that  one’s  virility  is  proved  by  the  size 
of  one’s  family,  etc.— all  these,  cultural  factors  all, 
can  sometimes  be  an  impediment  to  acceptance  of 
principles  of  limitation  of  family  size.  In  some 
underdeveloped  countries  in  which  health  care  and 
social  agencies  are  all  but  lacking  but  in  which 
child  mortality  is  high,  having  many  children  is 
the  only  way  to  insure  ones  old  age—  some  may  sur- 
vive to  take  care  of  the  “old  folks.’’  Another  factor 
that  inqjedes  success  is  the  lack  of  trained  personnel, 
medical  and  paramedical,  to  do  the  work  regardless 
of  a nation’s  desire  for  contraceptive  help. 

It  is  the  responsibility  of  physicians  to  learn  the 
various  technicjues  of  contraception  and  to  advise 
and  help  their  patients  in  this  very  important  facet 


of  medical  care.  This  is  a tnatter  of  responsible 
medical  practice.  The  suitability  of  method  must 
be  decided  for  each  individual  patient  and,  in  ad- 
dition to  obvious  medical  indications  and  contra- 
indications, her  motivation  must  be  taken  into  con- 
sideration in  the  hnal  decision. 

Some  hgures  given  by  one  of  the  speakers  were 
somewhat  alarming  and  will  be  shocking  to  many 
readers,  viz.:  1/6  of  brides  pregnant  when  married; 
1/3  of  high  school  brides  pregnant  when  married; 
1/2  of  teen-age  marriages  end  in  divorce;  40  per 
cent  of  illegitmate  births  in  this  country  are  in 
teen-agers! 

Good  premarital  and  marital  counseling  in  all 
age  groups  is  paramount  in  importance  and  train- 
ing for  such  duties  should  start  in  medical  school, 
where  there  should  be  a course  covering  the  whole 
range  of  problems  that  revolve  around  reproduc- 
tion. Socio-economic  factors  and  their  effect  on 
families  and  their  health,  mental  and  phyiscal, 
should  be  studied,  as  well  as  fertility  control, 
nutrition,  genetics,  child-rearing,  and  so  on.  And 
the  sequela  of  poor  care,  such  as  maldevelopment 
and  behavior  disorders  and  malajustments,  should 
be  brought  out  to  the  student.  Sexual  advice  to 
teen-agers  shoidd  not  be  neglected.  In  other  words, 
a multi-discijjlinary  approach,  involving  biological 
and  social  sciences,  coidd  form  the  basis  for  a course 
in  human  reproduction  (and  who  is  more  con- 
cerned with  this  subject  than  physicians?)  and 
woidd  wekl  into  one  course  some  of  many  things, 
such  as  anatomy,  obstetrics  and  gynecology,  pedia- 
trics, psychiatry,  and  social-worker  experience. 

Adequate  premarital  counseling  is  advocated, 
as  sexual  and  marital  maladjustment  of  parents  can 
be  not  only  disastrous  to  their  marriage  but  catas- 
trojjhic  for  their  children.  If  the  bride-to-be  is  in  her 
teens,  advice  to  postpone  the  first  jwegnancy  until 
after  she  is  twenty  years  of  age  is  wise.  If,  how'ever, 
she  has  reached  her  twenties,  appropriate  advice 
from  the  standpoint  of  marriage  stability  would  be 
that  she  wait  six  to  twelve  months  before  voluntarily 
conceiving.  Postpartum  advice  regarding  contra- 
ception and  size  of  family  is  the  obstetrician’s  re- 
sponsibility. Child-spacing  is  important  for  family 
economics,  health,  and  stability,  and  reducing  the 
goal  from  4-5  children  to  2-3  is  suggested  for  better 
family  situation  as  well  as  for  its  role  in  curbing 
the  huge  increase  in  population. 

Advice  and  contraception  are  certainly  to  be 
preferred  to  abortion  and  divorce. 

The  afternoon  of  the  first  ilay  of  the  Congress 
was  devoted  to  several  papers  on  medical  educa- 
tion. Some  important  conclusions  were  brought  out, 
and  they  are  worthy  of  being  ^^ondered  a bit,  as 
they  are  not  completely  in  accord  with  long-held 
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belicls  on  the  siil)iect.  One  was  that  the  si/e  ul  the 
class  had  no  efiect  on  the  quality  ol  the  education. 
.Another  statistical  conclusion  was  that  the  cnr- 
ricnlinn  seenietl  to  have  no  ellect  on  the  choice 
ol  a career,  and,  jterhaps  the  most  explosive  anti 
thought-provoking  lad  was  that  grades  in  itietlical 
school  do  not  necessarily  correlate  with  later  com- 
petence in  the  prat  tice  ol  medicine. 

Interest  has  been  arousetl  in  so-calletl  “compre- 
hensive metlicine.”  Ihis  term  inclntles  specialty 
care  with  “health-team”  aid  and  with  consitleration 
t)l  all  economic  and  social  lactors  pertinent  to  the 
jxilient. 

W'h  at  constitutes  an  “adetpiate  learning  setting” 
lor  woidd-be  j)hysicians?  7'his  was  discussed  at 
length  and  seems  to  depend  t>n  the  type  and  si/e 
ol  house  stall  and  lacnlty  and  the  amount  ol 
lat  iilty  supervision. 

Demands  are  intreasing  tpiantitati\ ely  lor 
medical  graduates,  tlemantls  which  are  dilhcnlt  to 
assess  because  ol  new  medicine  jjrograms,  but 
(piality  is  the  goal  ol  medical  education.  Criteria  ol 
])atieni  care,  evaluation  ol  such  care  (as  determined 
by  sell-anditing  by  physicians),  preparatittn  lor 
the  study  ol  metlicine,  and  house-stall  were  all  tlis- 
cnssetl. 

.Another  subject  was  “Education  lor  Family  Prac- 
tice.” .Although  general  practitioners  are  decreasing 
in  nnmber,  the  .American  Metlical  .Association  be- 
lieves that  the  lamily  practitioner  plays  an  impor- 
tant role  in  medic  ine  and  is  important  to  national 
health.  Committees  have  been  lormctl  to  study 
this  subject. 

breadth  ol  comprehension  rather  than  depth  in 
jjarticnlar  heltls  may  well  be  the  training  ol  choice 
lor  those  entering  lamily  practice,  and  studying 
patients  in  varied  settings,  such  as  in  their  homes 
or  in  nursing  or  convalescent  homes  as  well  as  in 
the  hospital,  may  be  good  training  lor  the  student. 
1 he  need  lor  Ilexible  programs  was  stressed. 

Issues  in  graduate  medical  edncaticin  were  clis- 
cnssecl  next  and  the  discontinuity  in  the  educational 
pi ocess  was  said  to  be  the  cjver-riding  issue  in 
medical  education  especially  in  the  graduate  group. 
It  was  lelt  that  the  traditional  premedical  courses 
in  college,  medical  school,  and  post-graduate  train- 
ing in  a teaching  hospital  constituted  a program 
olten  guilty  ol  lack  ol  co-ordination  and  correlation 
but  olten  characteri/ed  by  dujilication  and  waste 
ol  time.  Teaching,  it  was  lelt,  shoidtl  be  done  by  a 
group  rather  than  by  one  man.  d he  old  appren- 
ticeship system  was  thus  under  lire,  regarded  as  an 
anachronism,  as  its  result  hopelidly  was  that  the 
ajiprentice’s  knowledge  and  skills  would  ecpial  those 
ol  the  master.  This,  it  is  thought,  is  no  longer  sul- 


heient  in  the  progress  ol  medicine— he  should  ex- 
ceed the  master! 

.A  Xational  .Academy  lor  Continuing  Medical 
Education  is  being  lounded,  and  a large  pilot 
project  is  being  conducted  in  I' tab.  I'he  develojc- 
ment  ol  the  curriculum  lor  such  a postgraduate 
education  must  be  based  on  three  lactors:  patient 
needs,  physician  perlormance,  and  medical  knowl- 
edge. In  this  program  the  jdiysician  makes  an  indi- 
vidual assessment  ol  his  new  needs  in  knowledge 
based  on  his  own  type  ol  medical  practice  and  his 
perlormance  in  handling  it.  Decisions  will  gradually 
be  made,  evohing  Irom  experience,  as  to  develop- 
ment ol  a lacnlty  lor  this  type  ol  project,  the  teach- 
ing technicpies  to  be  used,  and  the  modes  ol  com- 
numication  with  the  physician-learner. 

I'he  second  morning  ol  the  Congress  was  de- 
voted to  the  many  lacets  ol  the  subject  Measure- 
ments of  Medical  Competence. 

Ahirious  intramural  measurements  cjl  student 
learning  were  discussed  at  length.  For  examjile,  the 
traditional  “compartment  courses”  (that  is,  separate 
cour.ses  in  each  subject  concluded  by  a separate 
examination  in  each  one)  was  attacked,  as  it  was 
lelt  that  these  don’t  evaluate  the  student  in  many 
ways.  “ 1 he  pcjssession  ol  lacts  is  less  important  than 
their  application”  seemed  to  be  a key-note,  but  don’t 
we  have  to  possess  lacts  belore  we  can  apply  them? 
Much  time  was  wasted  in  truisms,  such  as  “not 
everything  we  count  counts,  and  not  everything 
that  counts  can  be  connted.” 

The  value  ol  the  comprehensive  examination,  to 
stress  the  unity  ol  the  past  and  ol  the  whole,  was 
the  sidiject  ol  one  ol  the  lectures.  In  another,  the 
concept  ol  “pre-testing”  was  disenssed— i.e.,  that  ol 
testing  the  knowledge  a student  already  pcjssess  be- 
iore  he  starts  a lormal  course.  Comparison  ol  the 
grade  on  such  an  examination  with  that  on  a final 
test  tells  much  more  about  a student’s  progress  rate 
and  learning  ability  than  does  the  final  giatle  alone. 

In  one  medical  school  the  personal  “lollow-up” 
ol  each  clinic  patient  by  a senior  student  is  being 
tried  out.  .Alter  the  initial  wcjrk-up  in  the  general 
clinic,  the  student  assigned  to  the  patient  then 
lollows  him,  literally,  to  any  specialty  clinic  to 
which  the  patient  is  relerred,  participates  in  exami- 
nation, and  learns  treatment  prescribed;  he  becomes, 
so  to  speak,  the  patient's  general  practitioner.  He  is 
evaluated  on  his  day-to-day  perlormance.  It  has 
been  louncl,  however,  that  such  grades  do  not  nece.s- 
sarily  correlate  with  tho.se  he  receives  on  his  final 
examinations.  'I'he  ejuestion  is  therelore  logically 
raised  as  to  which  set  ol  grades  is  the  more  accurate 
as  a predictor  ol  the  student’s  later  perlormance  in 
the  jjractice  ol  medicine.  Examinations  ol  all  sorts 
do  not  evaluate  many  traits,  such  as  kindness,  sym- 
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pathy,  desire  to  learn  and  cooperate,  and  ability  to 
inspire  confidence.  Systematic  bedside  teaching  of 
interns  and  residents  by  attending  physicians  is 
urged. 

Medical  competence  and  its  evaluation  were  dis- 
cussed in  another  paper.  It  was  felt  that  there 
existed  three  methods  of  such  appraisal— i.e.,  (1) 
knowledge  and  skills  (as  determined  by  examina- 
tions of  all  sorts)  ; (2)  methods  of  practice  (dis- 
covered by  examination  of  records,  medical  audits 
and  direct  observation  of  the  physician  at  work,  in 
office  and  in  hospital;  and  (3)  end  results  (the  out- 
come of  treatment)  . 

There  are  obvious  difficulties  inherent  in  the 
above-listed  methods  of  evaluation.  Number  one 
brings  up  again  the  (juestion  of  the  relationship 
of  proficiency  in  tests  to  competence  in  practice,  and 
number  three  involves  all  sorts  of  comparisons  with 
many  variables  (age  and  sex  of  jaatient,  nature  and 
stage  of  disease  process,  and  so  on.)  Such  varying 
factors  obviously  make  it  difficult  to  establish 
criteria  for  evaluation  ol  the  end-result.  Perhaps  the 
patient’s  own  appraisal  of  his  treatment  should  also 
be  considered. 

Various  factors  leading  to  life-long  medical  com- 
petence were  cited.  Chief  among  these  were  medical 
academic  ability  (class  rank)  , results  of  vocational 
tests,  type  and  length  of  hospital  training,  associa- 
tions, and  experience  (volume  of  practice).  The 
relative  lack  of  training  in  doctor-patient  relation- 
ship was  deplored,  and  the  great  influence  (good 
and  bad)  of  medical  faculty  on  subsequent  careers 
of  their  students  was  stressed. 

The  role  of  external  examinations  (tests  given 
outside  of  the  medical-school  curriculum,  such  as 
boards  of  various  sorts)  was  then  discussed.  It  was 
felt  that  often  such  examinations  shape  teaching 
methods  in  institutions.  Although  multiple-choice 
tests  give  a wider  distribution  of  grades  than  do  the 
essay-type  of  examinations,  more  students  pass  with 
the  former  type  of  quiz.  However,  the  former  type 
is  much  easier  to  correct,  and  the  man-hours  needed 
to  grade  essay-type  examinations  seem  to  preclude 
their  use. 

A discussion  of  State  Board  Examinations  fol- 
lowed. It  was  pointed  out  that  the  Boards  of 
Medical  Examiners  are  governed  by  the  statutes 
of  the  several  States,  and  it  was  felt  by  one  speaker 
that  they  were  at  times  too  much  pre-occupied  with 
legal  matters  and  not  sufficiently  with  examina- 
tions. There  has  been  a lack  of  uniformity  in  the 
standards  of  different  Boards.  In  1962  twenty-six 
states  passed  all  “native  sons.”  Three  State  Boards 
did  not  fail  a single  candidate  in  ten  years,  and 
nine  states  passed  over  ten  thousand  candidates. 


failing  only  fourteen.  The  old  cpiestion  of  an 
Examination  Center  of  the  Federation  ol  State 
Medical  Boards  to  provide  a pool  of  examinations 
for  use  by  all  states  was  raised.  This  could,  it  was 
felt,  lead  to  uniformity  of  examination  standards 
and  eventual  universal  endorsement  of  successful 
candidates  by  all  states. 

The  National  Board  examinations  were  then  dis- 
cussed and  the  ever-enlarging  role  they  play  in  the 
country  was  proved  by  statistics.  Not  only  are  more 
and  more  candidates  for  licensure  taking  them,  but 
many  State  Boards  use  part  or  all  of  the  National 
Board  examinations  in  testing  their  applicants,  and 
forty-six  medical  schools  have  made  the  National 
Boards  part  of  their  curriculum,  requiring  all 
students  to  take  them.  Special  examinations  have 
been  prepared  for  some  schools  to  help  in  the 
evaluation  of  new  teaching  methods.  In  addition, 
testing  of  interns  in  military  hospitals  and  prepara- 
tion of  examinations  for  the  various  specialty 
Boards  has  been  done  by  the  National  Board. 

Brief  mention  of  the  Boards  of  the  different 
specialties  was  made  and  of  their  part  in  higher 
medical  education. 

Many  factors  are  creating  a crisis  in  American 
medicine.  I'here  is  a shortage  of  doctors,  and  an 
ever-increasing  demand  for  medical  services  is  de- 
veloping because  of  population  growth,  urbaniza- 
tion of  the  country,  the  growing  affluence  of  the 
community  as  a result  of  decreased  unemployment 
and  tremendous  economic  growth,  our  commit- 
ment to  international  health,  “Medicare,”  and  the 
present  needs,  civilian  and  military,  in  Viet  Nam. 

Means  of  increasing  the  physician  population  of 
the  Llnited  States  were  discussed,  such  as  the  expan- 
sion of  existing  medical  schools  and  the  founding 
of  new  ones.  The  help  planned  by  the  Federal  Gov- 
ernment (i.e.,  matching  funds,  construction  grants) 
in  the  jmogram  were  brought  out.  The  ratio  of  doc- 
tors in  the  population  and  the  fact  that  1200  more 
medical  students  will  be  needed  by  1975  were  men- 
tioned. At  present,  the  attrition  rate  of  medical  stu- 
dents in  this  country  is  12  per  cent,  a rather  large 
figure.  Better  selection  of  students,  increased  finan- 
cial assistance  to  the  candidates  for  the  M.D.  degree 
(it  is  already  being  given  to  candidates  for  the 
Ph.D.  degree  involved  in  research,  but  not  to  medi- 
cal students!)  and  the  greater  use  of  M.D.’s  on  pre- 
clinical  faculties  were  stressed  as  important  in 
decreasing  this  rate  of  attrition.  At  the  moment, 
the  preclinical  faculties  of  many  schools  consist 
mainly  of  Ph.D.’s,  and  these  men,  by  their  teach- 
ing and  grades  in  the  first  two  years,  are  deciding 
which  men  are  going  to  be  given  the  chance  to  be 
physicians.  This  state  of  affairs  reflects  back  to  the 
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college  campus  and  influences  choice  of  career 
among  imclergracluates. 

J'he  country-wide  nursing  shortage  has  also  in- 
creased the  “doctor  demand”  in  that  it  has  jdaced 
an  extra  hnrden  on  the  individual  })hysiciati  iti 
terms  of  ])atient  care.  It  is  suggested  that  an 
expeiimental  prograni  instituted  at  Duke  Univer- 
sity, that  of  recruitment  and  trainitig  by  doctors  ol 
young  meti  to  be  doctors’  assistants,  may  help  to 
sohe  the  problem  of  shortage  atid  paramedical 
personnel.  Not  oidy  the  recruitment,  hitt  also  the 
traitiing  atul  remuneration  of  these  men,  who  will 
he  known  as  “doctor’s  assistants,”  will  he  perfoimed 
Ijy  physicians.  T hese  recruits  will  Ite  similar  tet 
the  trained  Medical  Department  eidisted  men  of 
World  War  If;  they  will  perform  laboratory  tech- 


tiiciatis’  duties,  will  ;ict  as  nur.ses,  will  help  the 
doctor  iti  both  cdlice  atitl  hospital,  but  will  he  paid 
by  the  doctor,  not  the  hospital. 

J he  tieed  for  gretiter  medical  faculties  in  the 
future  is  obvious.  Part  of  this  need  should  he  filled 
from  the  reju\enation  of  the  part-time  faculty 
concept. 

.Much  of  the  remainder  of  the  talks  itierely  re- 
emphasi/.ecl  the  need  lor  greater  evaluaticjii  ctf  the 
standards  in  medical  schools  and  house-staff  train- 
ing. TTie  necessity  for  physician  evaluation,  for 
training  of  more  general  practitioners,  and  for  more 
physicians  for  the  future  were  all  again  re-stressed 
in  various  ways. 

Respectfully  submitted, 
Ciiari.ks  B.  Chenky,  m.d. 


The  Definition  Of  Life 

The  definition  of  life  is  usually  sought  for  in  abstract  considerations;  it  will 
he  found,  if  I mistake  not,  in  the  following  expression:— Life  consists  in  the 
sum  of  functions,  by  which  death  is  resisted. 

In  living  bodies,  such  in  fact  is  the  mode  of  existence;  that  whatever  sur- 
lounds  them,  tends  to  their  destruction.  They  are  influenced  incessantly  by 
inorganic  bodies;  they  exeicisc  themselves,  the  one  ujjon  the  other,  as  constant 
an  action:  under  such  cii cumstances  they  could  not  long  subsist,  were  they  not 
possessed  in  themselves  of  a permanent  piinciple  of  reaction.  This  principle 
is  lliat  of  life;  unknown  in  its  nature,  it  can  be  only  appreciated  by  its  phe- 
nomena: an  habitual  alternation  of  action  and  reaction  between  exterior 
bodies,  and  the  living  body,  an  alternation,  of  which  the  proportions  vary  ac- 
cording to  the  age  of  the  latter,  is  the  most  general  of  these  jTienomena. 

T here  is  a superabundance  of  life  in  the  child:  In  the  child,  the  reaction  of 
the  .system  is  superior  to  the  action,  which  is  made  upon  it  from  without.  In 
the  adult,  action  and  reaction  are  on  a balance;  the  turgesccnce  of  life  is  gone. 
In  the  old  man,  the  reaction  of  the  inward  princi])le  is  lessened,  the  action 
from  w’ithout  remaining  unaltered;  it  is  then  that  life  languishes,  and  insensibly 
advances  towards  its  natural  term,  which  ensues  when  all  j)roporiion  ceases. 

The  measure,  then,  of  life  in  general,  is  the  difference  which  exists  between 
the  effort  of  exterior  power,  and  that  of  interior  resistance.  The  excess  of  the 
former  is  an  indication  of  its  weakness;  the  predominance  of  the  latter  an 
inde.x  of  its  force.— Bichat,  X.:  Physiological  Researches  o)i  Rife  and  Death: 
]S00,  F.  Gold  (trails.),  London:  Longman,  Hurst,  Rees,  Orme,  and  Browne,  1815. 
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RECOMMENDATIONS  FOR  THE  PREVENTION  AND  TREATMENT 
OF  TOXEMIAS  OF  PREGNANCY 


Prenatal  Routine 

I.  Prophylaxis 

A.  Frequency  of  patient’s  visits  to  physician 

through  prenatal  course. 

1.  A minimum  of  one  visit  every  four  weeks 
up  to  28  weeks. 

2.  A minimum  of  one  visit  every  two  weeks 
from  28  to  36  weeks. 

3.  A minimum  of  one  visit  every  week  from 
36  weeks  to  delivery. 

B.  Content  of  hrst  visit. 

1.  Complete  history  and  physical  examina- 
tion. 

2.  Complete  urinalysis. 

3.  Blood  group  ancl  Rh  determination. 

4.  Instruction  as  to  diet  and  weight  control. 

C.  Content  of  each  subsequent  visit. 

Each  visit  should  include  as  minimum; 

1.  The  recording  of  blood  pressure  and 
weight. 

2.  The  testing  of  urine  for  albumin  and 
sugar. 

3.  The  questioning  of  patient  regarding 
symptoms  of  edema,  headache,  epigastric 
pain,  blurring  of  vision. 

4.  Instructions  as  to  diet.  Sodium  restriction 
(eliminating  salty  foods,  table  salt,  and 
baking  soda)  , high  protein,  high  mineral 
high  vitamin. 

5.  Check  on  weight  control— gain  of  no  more 
than  two  pounds  per  month.  Total  weight 
gain  of  no  more  than  20  pounds  over 
ideal  weight. 

6.  Special  attention  given  to  abnormalities. 
Alore  frequent  visits  for  patients  with 
essential  hypertension,  diabetes,  urinary 
disease  and  previous  toxemias.  Obstetrical 
consultation  is  desirable  in  such  cases  be- 
cause of  their  tendeitcy  to  develop  toxe- 
mia. 

II.  Management  of  the  office  patient  who  shows: 

A.  Excessive  weight  gain. 

1.  Diet,  low  sodium,  high  protein,  mineral 
and  vitamin.  Have  patient  tabulate  diet 
for  one  week  and  submit  the  same.  Diti- 
retics  may  be  considered. 

2.  More  frequent  visits. 

3.  Hospitalization  if  uncontrolled. 

B.  Hypertension. 

1.  Blood  pressure  140/90  or  over,  or  rise  of 
diastolic  of  10  or  more,  or  a systolic  of 
20  or  more. 


2.  Check  urine  for  infection  (culture  clean 
catch  specimen)  . 

3.  Diet,  low  sodium  and  high  j^rotein. 

4.  More  frequent  visits. 

5.  Rest  at  home. 

6.  Sedation. 

7.  Report  headache,  edema,  epigastric  pain 
or  blurring  of  vision  at  once. 

8.  Hospitalization  if  not  controlled. 

9.  If  in  doubt,  have  obstetrical  consultation 
prior  to  admission. 

C.  Edema  of  face,  hands  or  feet. 

Treatment  same  as  for  excessive  weight  gain. 

D.  Albuminuria. 

Treatment  same  as  for  hypertension. 

E.  Hospitalization  should  be  urged  if: 

1.  In  spite  of  good  conservative  treatment 
weight  continues  to  increase  excessively. 

2.  Elevated  blood  pressure  continues  (140/ 
90)  or  blood  pressure  continues  to  rise  in 
spite  of  good  conservative  treatment  as 
outlined. 

3.  Persistent  edema  together  with  unusual 
weight  gain. 

4.  Albuminuria  continues  to  be  present  or  is 
increasing  in  amount. 

F.  Patients  re]3orting  any  of  the  following  symp- 
toms should  be  seen  immediately. 

1 . Severe  headache. 

2.  Sudden  edema,  partictdarly  of  the  face. 

3.  Epigastric  pam. 

4.  Blurring  of  vision. 

G.  Immediate  hospitalization  if  there  is: 

1.  Sudden  rise  in  blood  pressure  (such  as 
160/100) . 

2.  Evaluate  other  symptoms  and  if  due  to 
toxemia,  admit. 

3.  Convulsion. 

H.  Early  hospitalization  of  toxic  patient  is  of 
paramotmt  importance  in  preventing  more 
severe  or  even  fatal  progress  of  this  disease. 

In-Hospital  Procedures 

Upon  admission  to  hospital  toxemia  routine 
should  be  started  and  consultation  rules  adopted 
by  the  hospital  should  be  adhered  to.  It  is  strongly 
recommended  that  wherever  toxemia  patients  are 
being  treated,  a special  toxemia  tray  containing 
necessary  emergency  drugs  and  IV  solutions  be 
readily  available. 

A.  If  patient  is  pre-eclamptic  upon  admission  to 
hospital: 
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1.  Tieat  (onservaiivcly  lor  21-18  hours  or 
longer. 

2.  II  patient  is  nol  near  term  and  good  re- 
sults ;ire  being  obtained  from  conserva- 
tive treatment,  ideally  continue  hospital- 
i/ation.  II  patient  becomes  snlhciently  im- 
proved, patient  may  be  seen  in  tloctor’s 
otlice  at  least  twice  a week.  I'reat  consei- 
\atively  until  baby  is  viable  or  as  long  ;is 
])o.ssil)le.  II  it  is  apjtarent  that  conservative 
treatment  is  failing,  re-hospitali/e  patient. 

,H.  d'oxic  patients  must  be  seen  Iretptemly 
by  ntnses  and  doctors. 

-1.  11  patient  is  at  or  near  term,  considei 
delivery: 

(a)  W'hether  mnltipara  or  ])rimigravida, 
induce  il  possible. 

(b)  If  induction  in  either  case  seems  im- 
po,ssible  or  is  nnsticcessfnl.  Caesarean 
section  should  be  considered. 

H.  I'oxemia  with  comnlsions  (eclamjisia) 
should  be  treated  conservatively  until  con- 
trolled. Then  deliver  by  the  most  feasible 
method.  .Avoid  Caesarean  section  if  jjossible. 
Consider  induction  by  oxytocin  drip  and 
rupture  of  membranes. 

Toxemia  Routine  For  Hospitalized 
Maternity  Patients 

1.  Considtation  recommended. 

2.  Single  bedroom  if  possible  and  no  visitors. 

3.  Complete  bed  rest. 

4.  Weigh  patient  on  admission  and  daily. 
,5.  Recortl  intake  and  output. 

().  Low  sodium,  high  protein  diet. 

7.  Iflood  pre.ssnre,  temjjeratnre,  pidse,  respi- 
rations, and  fetal  hearbeat  every  four 
hours. 

8.  Clean  catch  mine  on  admission  for  rou- 
tine analysis  and  cnltnre;  daily  clean 
mine  thereafter  for  routine  analysis. 

9.  Blood  chemistries 

(a)  Draw  blood  on  admission  for  BUN, 
Creatinine,  nric  acid,  total  .serum  pro- 
tein, CO,  combining  potver,  sodium, 
potassium  chlorides  and  blood  sugar. 

(b)  Repeat  chemistries  as  indicated. 

10.  Hematocrit  and  hemoglobin  on  admis- 
sion. 

11.  Setlation. 

12.  At  least  one  24  hour  mine  for  total  pio- 
tein  if  .3+  or  4+  albnminnria  is  jaesent. 

Important 

It  must  be  dearly  understood  that  luj  routine 
will  cover  all  pre-eclamj)tic  jtatients.  The  above 
routine  is  merely  intended  as  a guide.  It  will  be 
modified  for  the  patient  who  is  respomling  satis- 
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fat  tot  ily— and  will  fte  ( hanged  somewhat  for  the 
patient  who  is  not  impro\  ing— and,  of  cotirse,  must 
be  modihed  drastically  for  the  patient  who  is  a 
seveie  toxemia  with  imminent  convulsions  or  has 
already  comnlsed.  It  is  most  important  (a)  that 
the  toxic  patient  b(jth  before  and  after  delivery  be 
watched  carefully  even  thcjiigh  she  may  appear  to 
be  improving  (her  condition  may  change  (piickly)  ; 
(b)  that  a competent  consultant  accept  the  re- 
sponsibility for  the  patient's  care. 

Postpartum  Toxemia  Routine 

It  is  asstimed  that  there  are  routine  postparttim 
orders  in  each  hospital  licensed  by  the  Connecticut 
State  Department  of  Health  to  take  care  of  obstet- 
lical  jjatients. 

Treatment  of  the  postparttim  toxic  patient  J 
cannot  be  made  a routine  except  in  princple.  I'he  ^ 
lirst  forty-eight  hours  postparttim,  and  particularly 
the  hrst  eight  hours,  are  the  most  critical. 

It  must  be  remembered  that  in  the  care  of  jxist- 
partnm  toxemia,  ]jre-eclampsia  or  eclampsia  that 

(1)  it  may  develop  for  the  hrst  time  jiostpartnm, 

(2)  pre-eclampsia  may  be  made  more  severe  by 
labor  or  may  progress  into  eclampsia.  Whth  this  iti 
mind,  the  following  recommendations  are  made. 

I.  Urine. 

■A.  Test  urine  taken  at  time  of  delivery  for  al- 
bumin immediately. 

B.  Examine  snbsetjttent  urines  for  albumin  daily 
il  signs  of  toxemia  persist. 

C.  Obtain  clean  catch  mine  on  the  third  day 
postparttim  for  urinalysis  and  cnltnre  (in 
order  to  detect  pyelonejihritis). 

II.  Blood  Pressure. 

Take  and  record  blood  pressure: 

.A.  Immediately  following  delivery. 

B.  I’hen  every  half  hour  lor  two  hotirs. 

C.  Then  every  one  to  two  hours  for  six  hours. 

D.  Then  cpi.d.  until  discharged. 

III.  Medication. 

.A.  Continue  medication  postpartum  under  con- 
sultant’s orders. 

IV’.  Acti\ity. 

,A.  Continue  with  complete  bed  rest  until  patient 
is  ordered  np  by  jihysician. 

V.  Intake  and  output. 

.A.  Record  intake  and  onlpnt  until  discontinued 
by  physician. 

\'l.  Blood  chemistries— repeat  as  indicated. 

\’ll.  Diet. 

■A.  Continue  low  .sodium  diet  postparttim  until 
signs  of  toxemia  have  disappeared. 

\'I1I.  Hospitalization. 

A.  Extend  usual  hospital  stay  as  indicated. 


CoNNKc:rK:t'T  Mki)ic;ink,  Jt  i.Y,  19(i() 


REPORT  ON  THE  TENTH  NATIONAL  CONFERENCE 
ON  PHYSICIANS  AND  SCHOOLS 


It  was  a privilege  to  have  represented  the  Con- 
necticut State  Medical  Society  at  the  stimulating 
biennial  conference,  held  in  Chicago  on  September 
23-25,  1965,  and  sponsored  by  the  American  Medi- 
cal Association.  An  opportunity  was  provided  for 
communication  and  discussion  with  members  of 
several  professions  involved  in  School  Health. 

The  plan  of  the  conference  put  emphasis  on 
some  current  problems  facing  our  youth,  namely 
sex  education,  drug  misuse  and  mental  health.  It 
also  pro\’ided  for  an  evalution  of  the  recommenda- 
tions of  past  conferences. 

The  excelleitt  guest  speaker  presentations  were 
informative  and  served  to  initiate  discussions. 
Some  salient  remarks  follow.  It  was  stated  that 
adaptation  to  stress  often  leads  to  better  function. 
Young  people  should,  therefore,  be  helped  to  un- 
derstand that  stress  and  adversity  is  a meaningful 
part  of  their  development.  Stress  adaptation  is  be- 
lieved to  be  one  of  the  several  factors  which  in- 
fluence youth  in  solving  personal  difficulties  or  in 
coping  with  world  problems.  It  was  also  suggested 
that  youth  should  be  prepared  to  be  “tough 
minded”  individuals,  but  “tender  hearted”  (i.e. 
considerate  of  others)  and  dedicated  to  a higher 
purpose. 

One  session  considered  the  opportunities  of  the 
school  and  community  in  regard  to  sex  education, 
i.e.  the  biological  aspects  as  well  as  the  sociological 
phase  (the  sex  role,  family  living,  etc.).  Part  of 
the  problem  in  this  matter  was  felt  to  be  due  to 
parents’  inability  to  discuss  the  subject  plainly 
and  naturally,  probably  because  of  a lack  of  in- 
formation and  vocabulary.  Several  speakers  felt 
that  the  schools  could  remedy  this  situation  with 
the  dissemination  of  accurate  health  information 
and  encourage  critical  thinking  for  decision  in  this 
area.  Sound  values  with  respect  to  sex  roles,  boy- 


girl  relationships,  prejxiration  for  marriage  and 
family  living  coidd  thereby  be  developed. 

Also,  the  increasing  experimentation  and  curi- 
osity of  young  people  with  harmful  substances, 
narcotics  and  “soft  drugs”  and  the  availability  of 
these  items,  makes  improved  health  instruction 
and  education  in  schools  a necessity.  This  would 
insure  a more  effective  dissemination  of  adecpiate 
knowledge  and  the  potential  dangers  of  these 
substances. 

Many  mental  health  difficulties  are  believed  to 
be  transmitted  by  learning  processes.  Here  again, 
educational  programs  in  schools  would  reach  most 
children  at  a time  when  they  are  still  capable  of 
change,  thus  aiding,  in  the  prevention  of  this  ill- 
ness. 

To  insure  that  health  education  programs  are 
not  merely  health  information  programs,  a recent 
study  project  has  suggested  that  the  Health  Edu- 
cation curriculum  be  a continuing  one  and  that  its 
tlevelopment  might  be  based  on  three  major  con- 
cepts. These  are:  1.  Growing  and  developing;  2. 
Decision  making;  3.  Interaction.  They  would  pro- 
vide for  a flexibility  in  curriculum  planning  and 
could  be  used  at  various  grade  levels  anti  anywhere 
in  the  nation,  incorporating  the  necessary  health 
facts. 

The  implementation  of  good  Health  Education 
programs  in  schools  has  many  roatl  blocks,  primar- 
ily apathy,  lack  of  leadership,  individual  and  com- 
munity attitudes,  lack  of  statistical  data  and  man- 
power. It  was  suggested  that  Aledical  Societies 
could  make  important  contributions  in  overcoming 
some  of  these  issues. 

Respectfully  submitted, 

Joseph  J.  Bellizzi,  AI.D. 
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LIFETIME  I 

INCOME  I 

If  you  should  become  disabled  and  k 

never  able  to  work  again  due  to  I 

sickness  or  accident,  Mutual  of  f 

Omaha  income  protection  could  * 

pay  you  a tax-free  emergency  cash  k 

income  each  month  for  the  rest  of  I 

your  life.  Call  or  write — " 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  oKices  in  . . . 

BRIDGEPORT  - HAMDEN  — NEW  LONDON  - WATERBURY 
WETHERSFIELD  - STAMFORD  — TORRINGTON 

Main  Office;  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


Mutual 

OF  OMAHA 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


Nursing  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency : Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 


l/OUe*i  MM  Mfieicwe 


lEHTOCAIN  LOTION,  MILD 


rrORli^A—  Alcohol . 707, 

^ Benzocaine  107, 

, -V  Chloroform.  4 mins,  per  fluidounce. 

Oit  MiA  ISaJufr  . • • 

KiJEtfTOCAIN  LOTION  MILD  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
<fhtl0i  massage,  brings  quick,  soothing  relief  to  irritated  and 
gum  tissue,  aids  in  getting  infant  back  to  sleep. 

Mie  AfoUte^  . . . 

Ky  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
''  , - LOTION  MILD  grants  the  mother  greater  peace  of 

''nrt&dCand  several  additional  hours  ol  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
^ for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,U.S.A. 


Professional  samples 
and  desc.iptive 
literature  sent  on 
request. 


528 


Connecticut  Medicine,  July,  1966 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 
Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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The  discomfofts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age  sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

In  )c*inate  tiuphenamil  hci 

e£TA-OtETHYLAMiNO£THYL  DiPHENYLTHiOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found 
in  three  clinical  studies.  (J,  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Anna's,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Bamadex®  Sequels® 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  East  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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Second  aid  for  a 
button  popper 


Bamadex"  Sequels* 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


i LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Tablets 


Each  tablet  and  each  5 cc.  of  liquid  contains 
diphenoxylate  hydrochloride  . , . . 

(Warning:  May  be  habit  forming) 
atropine  sulfate 


in  diarrhea 
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Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 


• Regional  enteritis  • Ileostomy 

• Drug  therapy  • Gastroenteritis  and  colitis 

Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months-  4 mg.  (Vz  tsp.  q.i.d.) 

1 to  2 years  - 5 mg.  (Vi  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  - 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  -10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion  and  general  malaise. 
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MANUSCRIPTS 

Manuscripts  slioultl  be  typewritten,  double-spaced  on 
white  paper  Si^  x 11  inches  with  adetjuate  margins  oti 
firm  paper.  The  original  copy,  not  the  carbon  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  consideied.  Authority  for  approval  of  all  con- 
tributions rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu 
scripts  retitrned.  The  publisliers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

'I'he  first  page  should  list  title,  the  author  (or  authors)  , 
degrees,  and  any  institittional  or  other  credits.  Bibliogia 
pities  should  conform  to  the  style  of  the  Quarterly  Curnu 
iative  Index  pitblished  by  the  American  Medical  Associa 
tion.  This  requires  in  the  order  given:  Name  of  author, 
title  of  article,  name  of  periodicals  with  volitme,  page, 
month— day  of  month  if  weekly— and  year.  Number  shouk! 
be  limited  to  absolute  minimum.  References  should  be 
numbered  consecutively  in  order  in  which  they  appear  in 
the  text. 

LENGI  H OF  ARI  ICLES 

Ordinal  y at  tides  should  not  exceed  3.000  words  (ap 
proximately  3 printed  pages).  Under  exceptional  circum 
stances  only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUSTRA  HONS 

Illustiations  should  be  numbered  consecutively  and  indi 
cated  in  the  text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back  of  each 
illustration.  Legend  should  be  typed,  numbered,  and  at- 
tached to  each  illustration.  Photographs  should  be  cleat 
and  distinct;  drawings  should  be  made  in  black  ink  (pre- 
ferably India  ink)  on  white  paper.  For  half  tones,  glossy 
photographs  should  be  submitted.  CoNNEcrrtcuT  Medicine 
will  bear  the  cost  of  printing  two  cuts  accompanying 
manuscripts  submitted  for  publication.  The  cost  of  print- 
ing more  than  two  cuts  must  be  botne  by  the  author. 

NEWS 

Our  leadeis  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of 
interest  to  physicians.  We  shall  be  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  be 
received  one  month  prior  to  the  expected  date  of 
publication. 

AUVER  1 ISING 

All  adveitising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Aledical  Journal 
Adveitising  Bureau  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  reviewed 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REPRINTS 

Reprint  orders  should  be  retuined  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript. 

Communications  should  be  addiessed  to  Connecticui 
Medicine,  160  St.  Ronan  Street,  New  Haven,  Conn., 
Telephone  865-0587. 
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PARKE-DAVIS 


27 years  of  clinical  use... 
and  still  the  most 
widely  prescribed 
agent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  .isee 
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Etiologic  Factors  In  Human 
Malformations 

Tonduryi  points  out  that  a large  undetected  per- 
centage of  malformed  embryos  die  while  in  utero 
and  are  prematurely  expelled.  Other  embryos  are 
carried  to  term  but  are  not  viable  organisms  and 
that  the  incidence  of  non-viable  organisms  is  1-1.5 
per  cent.  However,  in  proportion  to  all  infants 
born  after  the  28th  week  of  gestation  and  observed 
for  a period  of  a year  after  birth,  the  proportion  of 
malformations  rises  to  4-5  per  cent.  In  addition  the 
malformations  which  do  not  become  manifest  until 
later  during  infancy,  adolescence,  or  in  adult  life, 
mount  up  to  5-6  per  cent.  Clearly  we  have  here  a 
major  clinical  problem. 

Over  the  last  twenty-five  years  we  have  learned 
that  environmental  teratogenic  factors  play  a much 
greater  part  in  the  development  of  human  mal- 
formations than  was  often  assumed  in  the  past. 
Neel  has  made  use  of  voluminous  case  material  at 
his  disposal  and  found  that  20  per  cent  of  malfor- 
mations were  caused  by  hereditary  factors,  10  per 
cent  by  chromosomal  aberrations,  10  per  cent  by 
virus  action  and  in  the  remaining  60  per  cent  the 
cause  could  not  be  determined. 

If  mouse  embryos  are  irradiated  beginning  in 
the  first  half  day  and  on  to  14.5  clays,  it  is  possible 
to  study  malformations  in  the  prenatal  and  neo- 
natal period  and  the  principle  emerges  that  the 
type  of  malformation  depends  on  the  stage  of  de- 
velopment of  organs  at  the  moment  of  radiation 
exposure.  Other  factors  such  as  viruses  come  into 
operation  when  the  affected  organ  rudiments  reach 
the  phase  of  maximum  sensitivity.  Chemical  sub- 
stances however  problably  act  more  or  less  selec- 
tively on  organ  rudiments  that  are  hypersensitive.^ 

In  a given  stage  a substance  may  produce  an 
effect  on  the  development  of  the  tail  bud,  another 
on  the  formation  of  cartilage,  another  on  the  de- 


velopment of  the  anterior  body  wall  and  a fourth 
on  that  of  the  extremities.  For  the  physician,  a 
knowledge  of  the  most  sensitive  phases  to  injurious 
agents  in  embryonic  development  is  of  considerable 
practical  importance.  The  majority  of  malforma- 
tions in  man  arise  as  the  result  of  damage  suffered 
by  the  embryo  between  the  20th  and  40th  day. 
This  can  be  illustrated  by  several  examples  given 
by  Tbndury. 

Hare-lip  is  connected  with  impaired  develop- 
ment of  the  nostrils.  The  olfactory  placodes  appear 
in  the  embryo  after  27  days  and  transformation 
into  nostrils  starts  at  30  days  and  is  complete  after 
42  days.  If  a child  is  born  with  a hare-lip  it  is 
obvious  that  the  damage  must  have  occuned  before 
the  30th  day. 

The  extremities  begin  to  develop  at  approxi- 
mately 26  days.  If  the  child  is  born  without  ex- 
tremities, then  the  damaging  factor  was  at  work 
])i'ior  to  26  days.  After  this  less  pronounced  mal- 
formations such  as  phocomelia  will  appear  and  if 
the  injurious  agent  began  to  operate  after  29 
days  only  slight  distal  damage  w'ill  appear. 

Heart  malformations  with  impairment  of  the 
septum  formation  of  the  originally  undivided 
heart  tube  only  appears  if  the  embryo  was  dam- 
aged prior  to  the  32nd  day,  since  on  this  day  the 
septum  premum  appears,  on  the  33rd  day  the  rudi- 
ments of  the  interventricular  septum  and  on  the 
35th  day,  the  septum  secundum  appears. 

The  human  embryo  is  very  sensitive  to  ionizing 
radiation,  to  radioisotopes,  to  radio-mimetic  sub- 
stances such  as  aminopterin  and  others  which  are 
cytotoxins  used  for  the  treatment  of  leukemia.  All 
these  will  damage  the  proliferating  blastema  and 
organs.  Clearly  irradiation  to  the  pelvis  must  be 
avoitled  in  pregnancy.  Furthermore,  aminojrterin 
can  kill  the  embryo  and  in  the  critical  phase  of 
pregnancy  act  as  an  abo'rtifacient.  Estradiol  also  is 
teratogenic  and  attacks  the  cells  of  the  neural  tube 
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Figure  4.  Survey  of  macroscopically  and  histologically  studied  human 
embryos,  the  mothers  of  which  suffered  from  rubella  in  early  pregnancy 
(weekly  distribution)  . 
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ami  tlie  blastema  ol  the  exticmities  and  surviving 
embryos  are  mierocephtilie,  have  small  eyes  and 
crippled  limbs.  I'halidomide,  tetracycline  and 
other  as  yet  unknown  agents  can  also  be  terato- 
genic. Obviously  during  pregnancy  mothers  are 
better  oil  if  they  can  avoid  any  drug  since  terato- 
genic actions  of  all  drugs  htive  not  ;is  yet  been 
clarified. 

W'hen  McAlister  Gregg  discoveretl  the  terato- 
genic action  of  the  rubelhi  \irus  on  the  human 
embryo,  this  called  attention  to  the  importance  of 
external  factors.  And  when  it  became  })ossible  to 
identify  viruses  in  embryonic  ti.ssue  this  cpiestion 
was  definitely  settleil.  The  figure  on  the  front  cover 
shows  that  mothers  became  ill  without  exception 
in  the  first  trimester  of  pregnancy  and  the  particu- 
lar sensitivity  of  the  embryo  in  the  first  8-9  weeks. 
.At  least  50  per  cent  of  the  embryos  exhibited  ex- 
tensive myocardial  necrosis  terminating  further 
development.  If  the  embryos  are  less  severely  dam- 
aged then  atrial  septal  tlefects  appear.  The  most 
frequently  encountered  malformations  was  damage 
to  the  crystalline  lens.  The  younger  the  embryo 
was  at  the  moment  of  virus  invasion,  the  more 
extensive  was  the  cell  necrosis. 

Similar  experiences  occurred  in  fetuses  of  mothers 
who  had  lullueuza  type  infection.  The  young  em- 
bryos had  completely  intact  but  still  only  slightly 
differentiated  respiratory  tracts.  lint  if  infection 
occurred  in  the  late  stages  of  fetal  development,  the 
invading  virus  proiluced  massive  lung  damage.  Al- 
though the  mother  weathers  the  infection  easily, 
the  fetus  has  no  such  immunity  and  its  tissues 
become  severely  damaged  by  the  Invading  virus 
w'hich  has  passed  through  the  placental  ciretdation. 
The  same  findings  occurred  in  chicks  when  they 
w’ere  vaccinated  with  virus  at  various  stages  of 
develojtment. 

W'hat  about  other  viruses?  Tdndury  found 
fetuses  of  three  months  severely  damaged  in 
mothers  who  had  contracted  poliomyelitis  4-5 
w'eeks  before.  In  the  immature  cerebral  hemisphere 
he  found  numerous  hemorrhages.  If  the  fetus  was 
largely  mature,  then  the  motor  cells  of  the  anterior 
horn  of  the  spinal  cord  showed  changes  similar  to 
that  found  in  a person  infected  wdth  polio  virus. 

In  theory  then  it  may  be  assumed  that  any  virus 
can  be  teratogenic  if  it  invades  also  the  fetus  at  a 
sensitive  point  in  its  develojnnent.  For  example, 
Tdndury  found  crystalline  lens  damage  in  em- 
bryos w'hose  mothers  had  mumps  or  hepatitis.  In 
mothers  who  had  been  revaccinated  wdth  vaccine 
virus,  he  also  found  two  embryos  expelled  spon- 
taneously who  exhibited  vaccinia  with  damage  to 
the  epidermis  and  to  the  mucous  membrane  of  the 
foregut  as  well  as  damage  in  the  placenta  itself. 
But  there  w^ere  no  malformations  as  in  the  case 
with  ridiella  virus. 


The  inlormation  presented  by  'rdndury  is  a 
warning  against  vaccination  with  any  live  virus  at 
any  time  throughout  the  whole  period  of  preg- 
nancy, against  irradiation  of  the  jrelvis,  against 
taking  any  drugs  during  pregnancy  known  or  not 
known  to  be  teratogenic  unless  absolutely  essential 
to  preserve  the  mother's  life.  It  is  a warning  against 
atomic  radiatton  and  a plea  for  vaccinating  women 
with  vaccinia,  rubella,  ])oli(j  and  even  influenza  if 
possible  before  pregnancy  is  undertaken,  in  order 
to  reduce  incideme  of  fetal  injury  anti  death. 

L.H.N. 
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Toxemia  Of  Pregnancy 

Tcjxemia  of  pregnancy  is  a di.sease  syndrome 
easily  reettgnized  from  its  three  characteristic  signs; 
excessive  weight  gaiti,  elevation  of  arterial  pressure, 
;ind  proteinuria,  signs  that  may  develop  in  any 
ortler.  If  more  than  five  pounds  weight  gain  occurs 
in  a w'eek,  it  is  “significant”  edema,  especially  if 
there  is  also  obvious  swelling  of  the  legs,  hands, 
face,  and  periorbital  regions.  Elevated  blood  pres- 
sure has  to  be  defined  as  a systolic  of  110  mniFIg  or 
over  and  a diastolic  over  90  and  this  must  be 
higher  than  tiormal  and  maintained  for  at  least 
six  w'eeks.  Proteinuria  is  the  most  reliable  of  the 
three  factors  ami  of  course  this  requires  that  urin- 
nary  tract  infection  must  also  be  ruled  out. 

There  are  three  categories  of  toxemia,  the  actite, 
chronic  hypertensive  vascular  disease  with  super- 
imposition of  toxemia,  and  those  toxemias  related 
to  stich  other  conditifins  as  renal  di.sease,  diabetes 
mellitus,  vasetdar  anomalies,  endocrine  disorders, 
blood  dyscrasias.  It  is  the  stage  in  toxemia  w’hen 
comulsions  develop  that  is  termed  eclampsia  and 
if  the  toxemia  is  allowed  to  reach  this  serious  stage, 
then  it  has  a far  more  serious  prognosis  for  both 
baby  and  mother.  It  is  for  this  reason  that  instruc- 
tions such  as  appeared  on  pages  525-526  of  the  July 
i,ssue  shoidd  be  given  to  prospective  mothers  by 
private  physicians  and  clinics. 

.At  least  two  things  are  obvious  w'hen  one  pon- 
ders the  triad  of  signs  in  toxemia.  One  is  the  gen- 
eralized vascular  nature  of  the  disease.  The  other 
is  the  invariable  renal  component.  This  latter  is 
emphasized  by  the  increased  frequency  of  toxemia 
in  patients  already  sidfering  from  renal  disease.  The 
generalized  vascular  involvement  in  toxemia, 
makes  it  umlerstandable  wdiy  patients  who  already 
have  vascular  disease  such  as  hypertension,  dia- 
betes mellitus  or  from  wdiatever  cause,  also  have 
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B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  cpiantities  of  vitamins  B and  C,  are  fonnnlated  to  meet  the 
increased  metabolic  demands  of  patients  witli  physiologic  stress.  In  chronic  ill- 
ness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


.EDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  Ne\w  York 
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SQUIBB  MOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage" 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  ho\wever,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body. ”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ”4 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. ”i 

“In  short,  treatment  is  indicated. ”i 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. i4 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  ear/y  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, 15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A,  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co. 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
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1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
J 4void  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  - capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 
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‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


increased  frequency  of  toxemia.  Prudence  there- 
fore demands  that  pregnant  women  in  these  two 
categories,  be  especially  carefully  watched  for  the 
onset  of  the  first  signs  of  toxemia. 

Since  toxemia  of  pregnancy  is  obviously  a vascu- 
lar disease,  it  is  to  be  expected  that  its  etiology 
would  be  found  in  the  existence  of  a j^ressor  agent 
and/or  an  associated  acute  damage  to  the  kidneys. 
Following  such  reasoning  further,  one  would  ex- 
pect some  permanent  damage  in  a goodly  propor- 
tion of  such  patients  months  or  years  after  the 
first  insult.  Furthermore,  recurrent  pregnancies  in 
women  w'ho  had  recovered  from  to.xemia  should 
expose  the  previous  insult  to  the  vascular  system 
by  making  the  incidence  of  recurring  toxemia 
higher  than  in  the  normal  w'oman. 

It  is  interesting  that  in  areas  of  the  world  like 
the  Northern  Japanese  Islands^  where  the  salt  in- 
take is  high  and  so  is  hypertension,  that  there  is 
really  a high  incidence  of  toxemia  in  the  summer 
months."  The  kidney  has  long  been  implicated 
because  of  proteinuria.  For  example  Altchek'"^ 
found  edema  of  the  glomerular  endothelium  by 
studying  renal  biopsies  in  women  with  toxemia 
with  the  aid  of  the  electron  microscope. ^ However, 
Landsman  and  Sproul  doubt  if  this  is  the  primary 
cause.  The  adrenal  gland  also  has  been  studied 
extensively,  but  although  aldosterone  excretion  is 
accelerated  in  toxemia,  this  is  considered  to  be  a 
secondary  finding  to  probable  increased  renin  lib- 
eration by  the  kidney.  However,  the  edema  in 
toxemia  could  well  be  due  to  aldosterone  excessive 
secretion. 

The  possibility  of  a toxin  or  a pressor  material 
arising  from  the  placenta  and  its  associated  struc- 
tures has  been  considered  by  many  investigators. 
Thus  Hunter  and  Landsman^  have  found  a pressor 
polypeptide  in  the  aminotic  fluid  which  they 
termed  Hysterotonin.  But  what  this  means  has  not 
as  yet  heen  completely  defined.  Another  suggestion 
is  that  a protein  such  as  renin  may  be  released  into 
the  aminotic  fluid  which  in  turn  interacts  with 
aminotic  fluid  globulins  to  produce  a pressor 
polypeptide  which  may  produce  the  vascular  toxe- 
mic process  throughout  the  body  in  the  kidney, 
heart,  retina,  placental  vascular  bed  and  elsewheie. 
This  idea  is,  of  course,  an  analogy  of  the  well- 
known  mechanism  of  renin-angiotensin  and  sec- 
ondary aldosterone  mechanism  in  renal  disease.  It 
is  clear  that  we  may  be  approaching  the  cause  of 
toxemia  of  pregnancy,  but  much  more  needs  to  be 
done  before  its  etiology  is  finally  established. 

As  was  mentioned  above,  if  the  underlying  dis- 
ease in  toxemia  is  an  acute  generalized  vascular 
disease  then  it  should  leave  a permanent  mark 
upon  the  vascular  system  in  a goodly  proportion 
of  women  who  have  recovered  from  toxemia.  Such 


women  should  show  a significant  increase  in  in- 
cidence of  permanent  hypertension.  Furthermore, 
recurrence  of  toxemia  in  subsequent  pregnancies 
should  increase  in  incidence.  An  attempt  to  deter- 
mine the  validity  of  such  inferences  tvas  under- 
taken by  Smythe,  Dennis,  and  Mclver^  in  a di/o 
year  prospective  study  of  158  patients,  86  of  whom 
had  pre-eclampsia,  25  eclampsia,  six  hypertensive 
cardiovascular  disease  and  43  normal  controls. 

The  study  reemphasizes  that  with  the  passage  of 
every  year,  toxemia  of  pregnancy  plays  an  impor- 
tant role  in  the  genesis  and  advance  of  degenera- 
tive vascular  disease.  In  half  of  the  pre-eclamptics, 
hypertension  reappeared  with  subsequent  preg- 
nancies and  one-fifth  have  become  permanent 
hypertensives.  The  true  eclamptics  had  even  a 
higher  incidence  of  recurring  hypertension.  None 
of  the  34  controls  developed  hypertension. 

These  clinical  findings  are  consistent  with  those 
obtained  in  the  118  renal  biopsies  taken  by  these 
authors  six  months  to  4 years  after  the  initial  epi- 
sode of  toxemia  in  61  of  these  patients.  Arteriolar 
lesions  persisted  in  47  per  cent  of  the  biopsies  at  six 
months  and  in  20  per  cent  of  those  at  1-4  years. 
This  is  exactly  the  percent  age  of  recurrences  of 
toxemia  in  subsequent  pregnancies  and  develop- 
ment of  permanent  hypertension. 

Desjtite  the  usual  opinion  that  glomerular  and 
arterial  lesions  of  pre-eclamptic  toxemia  heal  or 
disappear,  the  true  fact  is  that  the  vascular  insult 
of  the  first  episode  of  pre-eclampsia  is  not  com- 
pletely reversible  in  almost  half  of  such  patients 
and  sets  the  stage  for  recurrences  of  toxemia  in  sub- 
sequent pregnancies.  Pre-eclamptic  toxemia  is 
clearly  an  important  event  in  the  natural  history  of 
arteriolar  vascular  disease  in  women.  It  is  obvious 
why  a pregnant  woman  should  be  carefully 
Avatched  for  the  triad  of  signs  that  herald  the  onset 
of  toxemia,  especially  in  one  who  has  had  toxemia 
or  has  hypertension  and/or  vascular  disease.  It  is 
ample  justification  for  the  instructions  to  the  preg- 
nant Avomen  found  elseAvhere  in  this  issue. 

L.H.N. 
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Compensation  For  Heart  Attacks 
Occurring  During  Work 

The  “Report  of  llie  C>)niniitlcc  on  the  Ellccl  of 
Strain  and  'rrainna  on  the  Hcait  and  Cheat  \'es- 
scls’’  of  die  ,\meriean  Heart  Assoeiation  published 
in  1962  and  dealt  with  in  these  jiages^  is  not 
lengthy  and  disjilays  an  nnnsiial  ainonnt  of  wisdom 
beeanse  the  eonnnittee  also  inelndetl  a legal  snb- 
eonnnittee  whose  report  is  \ery  informative.  The 
whole  committee  report  revealed  the  practical 
])roblems,  reflected  an  interdisciplinary  nnder- 
standing  and  clearly  established  that  the  members 
had  a faculty  of  clear  thinking  based  upon  much 
prat  tical  experience,  d'he  first  of  the  specific  recom- 
mendations is  “that  further  consideration  be  given 
to  th.e  ])o.ssibility  of  removing  heart  disease  from 
the  provisions  of  the  Workman  Ciompensation 
.Vets  and  handling  it  under  various  insurance 
coverage.” 

It  might  be  interesting  to  consider  why  this 
should  be  so.  Fhe  first  is  what  might  be  called  the 
Doc  tor’s  Dilemma.  I'he  physician  of  such  a cardiac 
patient  properl)  abhors  the  part  he  needs  to  play 
in  the  courts  of  law.  Here  he  may  be  forced  into  an 
adversary  approach.  His  concept  of  causality  is  not 
that  of  “secjuence”  which  many  courts  and  lawyers 
still  pursue,  but  “conset|uence,”  the  only  scientific 
basis  for  etiedergy.  T he  doctor  is  subjected  also  to 
the  tedium  erf  waiting  for  the  trial  and  the  games- 
manship within  it.  lint  perhaps  from  the  physi- 
cian’s point  of  view  most  important  is  the  threat  of 
a rupture  of  the  physician-jiatient  i elationship,  if 
in  his  wisdom  he  concludes  that  no  relation  existed 
between  a patient’s  work  and  the  heart  attack. 

Most  jdiysicians  it  must  be  said  do  find  it  difhcnlt 
to  treat  a patient  and  assist  in  his  recovery  without 
becoming  emotionally  invested  in  him  and  his  wel- 
fare generally.  For  this  reason  it  becomes  difficult 
for  the  claimant’s  phy.sician  to  be  an  objective 
judge  of  the  possible  relation  of  an  incident  at 
work  to  a subsecpient  heart  attack,  especial!)  when 
medical  knowledge  about  such  a relationshi])  until 
a decade  ago  was  inadecjuate  and  in  .some  instances 
is  still  inaclecjuate.  Furthermore  an  adverse  recom- 
mendation by  the  doctor  may  prevent  receipt  of 
financial  aid  to  which  the  patient  and  his  family 
believe  they  are  entitled  and  which  they  often 
need  badly.  Indeed  if  the  patient  is  aware  that  a 
negative  opinion  by  his  doctor  prevented  such  an 
award,  it  inevitably  destroys  the  patient-doctor  re- 
lationship. It  really  would  be  better  that  the  at- 
tending physician,  even  if  a specialist  should  not 
be  asked  to  make  a judgment  as  to  causal  relation- 
ship on  his  own  jiatient  and  as  is  clone  in  Whish- 
ington  State,  haie  an  im]iartial  jianel  to  whom  the 
claimant  may  be  referred  to  make  this  judgment. 


It  is  all  too  easy  for  the  claimant  or  even  his 
physician  to  a.ssociate  two  events  closely  related  in 
time  as  a cause  and  effect  relationshi]).  .Vs  noted 
above  secjnence  is  not  consec|tience  and  yet  it  is 
likely  that  stich  ;i  mental  confusion  is  operative  in 
many  cardiac  industrial  cases.  Cases  still  apj)ear  in 
which  the  jthysician  states  in  e.ssence  “the  heart 
attack  hajjpened  on  the  job,  so  the  job  must  have 
caused  it.”  This  is  no  different  than  saying  the 
heart  attack  happened  while  he  was  asleep,  there- 
fore sleep  must  have  caused  it. 

(dearly  this  is  nnsounci  reasoning  even  if  it  is 
embellished  somewhat  by  introducing  elements  of 
emotion  or  nervoiisne.ss  (never  stating  how  intense 
and  lor  how  long)  . The  inevitable  ccmsecjucnce  of 
this  type  of  reasoning  is  to  raise  the  cost  of  main- 
taining an  aclecjuate  insurance  |jrogram  for  injuries 
clearly  related  to  werrk,  and  it  also  discourages  em- 
ployers from  hiring  cardiac  workers  or  permitting 
cardiac  patients  to  return  to  work  for  le;ir  of  in- 
creasing insurance  costs. 

However,  as  long  as  compensation  laws  are  in 
existence  in  m;iny  states,  the  need  for  establishing  a 
relationshi})  between  an  industrial  effort  and  a 
heart  attack  exists  and  it  was  necessary  to  establish 
medical  criteria  to  guide  in  this  determination  in 
any  iiulividual  case  and  this  is  what  the  rej)ort  of 
the  Committee  of  the  .Vmerican  Heart  Association 
was  all  abotit.  In  Washington  State-  they  estab- 
lished not  only  these  criteria  but  they  set  up  a 
cardiologist  j)anel  to  guide  the  Commission  in 
their  decisions.  Two  things  ])romptly  happened; 
there  was  a decline  of  awards  from  a total  of  124 
in  1950  to  average  55  since  1955  when  the  criteria 
and  cardiologist  panel  came  into  being.  Further- 
more the  incidence  of  disagreement  among  doctors 
fell  from  24  before  1955  to  12  after  1955.  1 his  data 
suggests  that  the  introduction  of  the  criteria  and 
})anels  was  of  value  particularly  in  achieving  a de- 
crease in  inconsistent  medical  opinions  and  a de- 
crease in  the  number  of  a|)])eals.  I’he  cases  were 
settled  more  etjuitably  with  greater  sjteed  and  less 
litigation.  Processing  of  the  remaining  cases  led  to 
moie  rapid  settlement,  earlier  availability  of  bene- 
fits, and  earlier  return  to  work  or  all  three. 

In  the  great  majority  of  cases  Board  decisions 
were  made  consistent  with  the  medical  judgment 
received.  In  most  cases  there  was  agreement  among 
informed  j)hysicians.  I here  were  .some  diflerences 
of  medical  oj)inion  on  the  basis  of  available  medi- 
cal information  which  could  be  snp|)lemented  in 
party  by  investigation  by  an  adjuster  who  is  told 
by  the  physician  the  missing  facts  needed  for  an 
infoiincd  oj)inioti,  and  especially  by  post-mortem 
fitulings.  At  the  end  of  this  column  will  be  found 
the  criteria  used  by  the  'Whashington  De])artment 
of  Labor  and  Industries  and  written  by  a commit- 
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tee  ()1  the  ^Vashington  State  Heart  Association.  It 
is  not  significantly  different  from  that  of  the  Amer- 
ican Heart  Association  ciiteria. 

In  the  meanwliile  we  ninst  remember  that  reduc- 
ing the  number  of  grants  for  comjtensation  of  heart 
diseases  occurring  dining  work  has  also  increased 
tlie  number  of  sick  workers  who  are  denieil  com- 
pensation. Would  it  not  be  preferred  that  social 
anil  meilical  security  in  general  apjdy  to  the 
worker  whether  at  work  or  not  in  regard  to  cardiac 
death  or  disability?  Meyer  Texon®  in  1954  stated 
“Just  as  the  (juestion  of  fault  for  injury  was  elimi- 
nated by  the  4Vorkman’s  Compensation  Lavr  so  all 
questions  of  time,  jtlace,  and  causal  relation  could 
he  eliminated  by  a comprehensive  accident  and 
sickness  disability  benefit  law.” 

The  present  arrangements  may  “discourage 
physical  activity.  It  will  encourage  exhibition  of 
undesirable  traits  of  character  (as  the  concealing  of 
syni|jtoms  outside  work,  and  lack  of  self-control  at 
work) , anil  incidcate  among  medical  referees  an 
unconscious  self-deception  practiced  under  the 
cloak  of  social  justice.”^  ft  is  time  we  re-evaluated 
our  thinking  about  compensation  for  heart  attacks 
occurring  during  work.  The  sick  worker  needs  help 
whether  the  illness  was  caused  by  his  work  or  just 
happened  in  the  course  of  his  work. 

Criteria  of  the  Washingtoji  State  Heart  Assuciatiuti 
used  to  establish  a causal  relationship  between 
work  and  heart  attacks. 

a.  Sudtlen  death  from  acute  coronary  disease  in 
which  symptoms  developed  during  the  course  of 
or  immediately  following  an  exertion  or  strain 
that  is  both  excessive  and  unusual  for  the  par- 
ticidar  individual  concerned:  this  exertion  may 
be  either  physical  or  emotional.  Stated  con- 
versely, any  such  exertion  or  strain  which  is 
usual  for  the  individual  concerned  should  not 
be  considered  a cause  of  acute  coronary  disease. 

b.  Coronary  occlusion  with  myocardial  infarction 
when  the  first  symptoms  or  signs  occur  during 
or  immediately  following  an  exertion  or  strain 
of  the  type  described  in  (a)  . 

c.  Acute  coronary  insufficiency  when  the  symptoms 
or  signs  appear  for  the  first  time  during  or 
immediately  following  an  exertion  or  strain  of 
die  type  described  in  (a)  . 

d.  .kcute  pulmonary  edema  or  heart  failure  first 
occurring  during  or  immediately  following  an 
exertion  or  strain  of  the  type  describeil  in  (a). 

e.  Contusion  of  the  Heart  when  symptoms  or  signs 
occur  within  a reasonable  time  after  non-pene- 
trating injury  to  the  chest. 

f.  Serious  cardiac  arrhythmia  occurring  during  or 
immediately  after  chest  injuries  or  exertion  of 
the  type  described  in  (a) . 

I..H.N. 
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Kinekard:  An  Exercise  In  The 
Scientific  Method 

Recently  a group  of  workers  at  the  Baker  Medi- 
cal Research  Institute  in  Melbourne,  Australia, 
have  isolated  from  the  blood  plasma  of  many 
species  ol  animals  a substance  which  has  a powerful 
action  on  both  heart  and  blood  vessels,  which 
has  no  species  specificity  and  which  they  called 
Kinekard. 1 

I'here  are  a number  of  cardioactive  substances  in 
plasma  which  was  recognized  as  long  ago  as  Bow- 
tliich’s  time  in  1872.  'When  a hypodynamic  state 
was  induced  in  a toad  heart  by  prolonged  perfu- 
sion with  a protein  free  salt  solution,  it  could  be 
reversed  by  substituting  serum  for  the  perfusion 
fluid.  Certain  simple  experiments  cotild  be  done 
on  the  toad  heart  to  determine  whether  the  sub- 
stance resembles  a cardiac  glycoside.  Nayler  and 
McCullock^  found  that  it  does  not  because  it  acts 
promptly  whereas  glycosides  take  up  to  an  hour 
before  its  action  develops. 

Another  problem  opened  up  by  this  observation 
on  cardioactive  action  of  plasma  is  whether  the 
plasma  contains  a factor  which  regulates  the  cal- 
cium binding  capacity  of  the  cell  membrane  and 
so  to  some  extent  regulates  contractility  of  the  myo- 
cardium. This  question  is  not  yet  answered  al- 
though Hadju  and  Leonard-  have  described  just 
such  a sidistance,  cardioglobulin,  a plasma  protein 
which  increases  contractility  of  isolated  cardiac 
mirscle. 

Nayler  and  McCtillocki  also  observed  seasonal 
variations  in  the  plasma  cardiotonic  activity  of  the 
toail  and  this  raised  the  possibility  that  plasma  nor- 
mally contains  a substance  which  may  be  under 
hormonal  control.  In  a hibernating  toad  when  they 
admitiistered  anterior  pituitary  extract,  it  partially 
restored  the  cardiotonic  response  to  plasma  in  the 
winter  toad.  Thus  it  became  apparent  that  the 
cardioactive  substance  in  plasma  may  be  under 
hormonal  control. 

This  problem  could  not  be  pursued  further  until 
Curtain  and  Nayler^  in  1963  succeeded  in  isolating 
from  human  blood  jilasma  the  specific  plasma  frac- 
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lion  that  exercises  a jiositive  inotropic  action  on 
the  isolated  toad  heart.  The  substance  turned  out 
to  be  a polypeptide  with  a molecular  weight  of 
5000-8000  which  they  chose  to  call  kinekard.  In 
ainj^hibian  plasma  kinekard  acticity  was  low  dur- 
ing hibernation  but  can  be  increased  by  injecting 
anterior  j^ituitary  extract  48  hours  before  assay  as 
noted  above.  Adding  kinekard  to  the  perfusion 
fluid  of  an  isolated  toad  heart  preparation  pro- 
duces an  increase  in  force  of  contraction,  augmen- 
tation of  oxidative  metabolism,  increase  efficiency 
of  energy  conversion  antf  a greatly  reduced  re- 
sponse to  cardiac  glycosides.  This  one  would  expect 
if  the  inotropic  action  of  kinekard  augmented  con- 
tractility maximally.  This  same  response  the  au- 
thors found  in  many  small  mammals  as  well.  Pro- 
tease completely  destroys  the  action  of  kinekard, 
proving  that  it  is  a polypeptide. 

■With  present  methods  of  extraction,  approxi- 
mately 60  /j.g  can  be  recovered  from  one  liter  of 
human  plasma.  Its  inotropic  action  is  10  times 
greater  than  that  produced  by  nor-epinephrine.  If 
injected  intravenously  into  an  anesthetized  rabbit 
in  a dose  of  .025  to  .05  ^ag  per  kg  there  results  a 
marked  pressor  response.  If  this  were  due  to  libera- 
tion of  nor-epinephrine  then  it  should  be  abolished 
by  agents  like  resperine  which  depletes  nor-epine- 
phrine states  or  by  prior  administration  of  pro- 
nethalol.  The  kinekard  action  was  not  affected  and 
the  concfusion  must  be  that  B adrenergic  neuro- 
humors are  not  invofved  in  kinekard 's  pressor  re- 
sponse and  immediate  increase  in  cardiac  output. 
Neither  is  the  response  modified  by  prior  removal 
of  kidneys  or  adrenals  and  this  rules  out  epine- 
phrin  and  the  renin-angiotensin  and  aldosterone 
system. 

There  is  a pressor  response  to  kinekard  which  is 
due  to  a direct  action  on  blood  vessels.  This  is 
proven  by  experiments  on  dogs  with  a cardio- 
pulmonary by-pass  and  in  various  hind  limb  prej> 
arations.  The  pressor  response  is  not  uniform 
throughout  the  vascular  system  because  it  is  accom- 
panied by  a redistribution  of  blood  flow  in  various 
regions,  there  being  a decrease  in  the  hind  limb 
and  renal  vascular  beds  with  a concomitant  in- 
crease in  coronary  blood  flow.  Coronary  artery  dila- 
tation is  produced  whether  the  heart  is  or  is  not 
artificially  paced  or  is  performing  useful  work. 
This  action  strongly  resembles  that  obtained  with 
alpha  adrenergic  discharge  and  epinephrine  and 
in  fact  agents  which  antagonize  epinephrine  effects, 
like  phenoxybenzamine  also  completely  aboli.sh 
kinekard  action  on  the  vascular  system. 

If  kinekard  has  an  epinephrine  like  action,  then 
it  should  increase  contractility  of  vascular  muscle 
and  induce  relaxation  and  cessation  of  contraction 
in  non-vascular  muscle.  This  in  fact  is  reported  by 


Lowe  and  Nayler.^-^  Aortic  strips  suspended  under 
isometric  conditions  contract  with  kinekard  and 
this  action  is  blocked  by  phenoxybenzamine.  Simi- 
larly kinekard  caused  relaxation  and  cessation  of 
spontaneous  contractions  of  an  isolated  segment  of 
rabbit  ilium.  It  also  inhibited  spontaneous  con- 
tractions as  well  as  acetyl-choline  induced  contrac- 
tions in  an  isolated  uterine  segment. 

Kinekard  concentrations  in  the  blood  as  men- 
tioned above  are  somehow  dependent  upon  the 
hypothalamic  pituitary  region.  In  the  hibernating 
toad  kinekard  activity  is  very  low  but  can  be  re- 
stored to  normal  by  parenteral  injections  of  an- 
terior pituitary  extract  48  hours  before  measure- 
ment. In  the  same  way  kinekard  levels  of  plasma 
go  down  if  one  produces  surgical  damage  to  the 
hypothalamic  pituitary  region.  Clearly  in  some 
way  as  yet  not  worked  out,  this  region  of  the  cen- 
tral nervous  system  is  involved  in  the  control  of 
circulating  kinekard. 

It  will  be  noted  that  there  are  many  similarities 
and  also  differences  from  various  other  substances 
in  plasma  which  act  on  the  vascular  system. 
Catechol-amines,  and  other  polypeptides  have  en- 
tirely different  molecular  weights  than  kinekard. 
However,  it  certainly  seems  likely  that  its  pressor 
activity  is  mediated  through  alpha  adrenergic  re- 
ceptors, though  not  by  release  of  locally  stored  cate- 
chotamines,  since  it  acts  even  in  absence  of  stored 
catecholamines  and  in  the  absence  of  the  adrenals. 
Its  inotropic  activity  in  the  isolated  heart  and  its 
pressor  activity  sets  it  apart  from  bradykinin.  Its 
ability  to  increase  coronary  blood  flow  is  in  sharp 
contrast  to  action  of  oxytocin  and  vasopressin 
which  sharply  reduce  coronary  flow. 

Thus  it  appears  after  beautiful  biochemical  tech- 
niques that  isolated  kinekard  in  pure  form  and 
after  extensive  jiharmacologic  investigations  to  pin- 
point the  nature  and  site  of  action,  that  kinekard 
is  a previously  unknown  highly  potent  stable  plas- 
ma constituent  that  may  be  a component  of  the 
mechanism  which  regulates  the  cardiovascular  sys- 
tem. The  widespread  occurrence  in  all  animals 
studied  and  lack  of  species  specificity  suggest  that 
it  should  have  biologic  significance.  The  fact  that 
it  occurs  in  relatively  equal  amounts  in  normal 
and  heart  failure  patients  reduces  our  enthusiasm 
that  we  may  have  in  kinekard  a breakthrough  in 
treating  the  failing  heart. 

L.H.N. 
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Aerobic  Capacity  In  The 
Cardiac  Patient 

We  have  long  recognized  that  palienls  sunering 
from  inflatnmatory  diseases  of  the  heart  need  rest. 
We  are  coming  to  accejJt  as  a lact  what  was  in 
doubt  two  decades  ago  that  jKitients  witlt  ischemic 
cotidilions  of  the  heart  do  not  need  rest  bitt  graded 
degrees  of  exercise.  Exercise  in  athletes  may  lead  to 
cardiac  hyperti  (jjdiy  and  presntnably  iticreased 
coronary  circttlaticm.  The  j)resmnption  therelore  is 
that  exercise  might  also  benefit  the  coronary  cit  e ti- 
lation  when  it  has  been  impaired  by  degenerative 
disease.  If  so  how  much  should  be  juesciibed— 
Eelliug  a patient  to  “take  it  easy,”  “don’t  do  too 
much,”  is  mcjre  likely  to  be  anxiety  isrc^voking  than 
therapeutically  beneficial.  We  should  be  able  to 
tell  our  patient  sjtecifically  when  he  is  doing 
enough  and  when  he  is  doing  too  much  exercise. 

Eo  give  sound  advice  to  our  jratients,  however, 
lecpiires  our  understanding  of  certain  concejJts  re- 
relating to  exercise.  One  is  the  patient’s  “aerobic 
capacity”  and  how  he  can  recognize  it.  This  con- 
cejjt  is  based  upon  the  maximum  amount  of  oxy- 
gen that  any  person  uses  at  maximum  levels  of 
exercise.  fit  young  person  utilizes  3.5  to  4 liters 
of  oxygen  at  his  maximum  capacity.  Elowever  at 
this  level  there  accumidates  a large  oxygen  debt, 
a build  up  of  lactic  acid  in  the  Irlood,  a rising  pidse 
rate  and  body  temperature  and  rajrid  onset  of 
fatigue  which  soon  limits  the  exercise.  .\t  hall 
maximum  levels  of  exercise  none  of  these  signs  are 
observed  because  the  subject  now  is  operating  with- 
in his  “aerobic  cajtacity.”  Me  is  not  producing  an 
oxygen  debt. 

Eor  example,  a given  normal  midille-aged  person 
can  walk  four  miles  an  hour,  use  uj)  ().,  at  the  rate 
of  1.1  liters  per  minute  and  his  jttilse  remains 
steatly  at  120.^  .-Vt  this  rate  he  can  continue  to  walk 
for  10  miles  and  when  he  stops,  the  pulse  returns 
to  the  resting  level  within  five  minutes.  This  means 


the  oxygen  tlebt  is  very  small,  the  blood  lactic  acid 
does  not  diange  and  no  fatigue  develops.  How- 
ever, il  he  walks  5 m.p.h.  using  1.5  liters  ()„  jier 
minute,  the  pid.se  will  not  remain  steady  at  120 
but  continue  to  rise  slowly.  Eatigue  sets  in  becau.se 
his  muscles  accimudate  lactic  acid,  his  resjiiration 
increases  and  he  would  have  difhcidty  iu  continu- 
iug  aftei  about  one-half  hour.  In  other  words,  this 
person  has  exceeded  his  aerobic  capacity  which  was 
1.1  liter  of  ().,  per  miimte. 

We  must  recognize  then,  the  symptoms  that  de- 
velop when  any  person  exceeds  his  aerobic  capac- 
ity; tachycaiclia,  dyspnoea,  fatigue,  and  of  course  in 
some  forms  of  i.schemic  heart  disea.se,  anginal  pain. 
Each  jicrson’s  aerobic  capacity  varies  and  is  limited 
by  the  power  of  the  circttlaticm  to  transport  0„  to 
the  working  muscles  and  to  his  heart  muscle.  How- 
ever, there  seems  to  be  uo  reason  why  such  a 
patient  shotild  not  work  up  to  the  limit  of  his 
aerobic  capacity  but,  of  course,  not  beyond  it.  Such 
exercise  in  fact  could  be  beneficial.- 

It  stands  to  reason  that  for  physiological  sttidies 
of  maximum  exercise  ca]>acity  and  aerobic  capacit) 
a power-driven  treadmill  which  would  allow  for 
acctirate  grading  of  exercise  and  meastirement  of 
oxygen  consumption  would  be  necessary.  Such  in- 
formation in  fact  is  the  foundation  for  the  concejn 
of  aerobic  capacity  and  the  reasons  for  the  symp- 
toms that  develop  when  this  limit  is  exceeded.  But 
the  jjhysician  cannot  accompany  his  patient 
through  every  stage  of  activity  and  the  differing 
intensities  with  which  they  might  be  carried  out. 
He  does,  however,  have  clues  as  to  the  symptoms 
and  signs  which  develop  in  the  form  of  tachycardia, 
dyspnoea  and  fatigue  in  a patient  who  exceeds  his 
oxygen  cajxicity. 

We  might  ask  ourselves  as  to  what  .sort  of  exer- 
cises are  likely  to  be  within  the  aerobic  capacity  of 
patients.  W’alking  is  an  activity  which  can  be 
readily  graded  to  suit  a patient’s  oxygen  cajxicity. 
I’he  energy  required  is  directly  related  to  speed 
and  to  the  weight  of  the  subject  and  is  found  by 
Passmore  to  be  the  same  for  both  sexes.  However, 
walking  ujj  a moderate  grade  (1  in  20)  increases 
expenditure  of  energy  by  about  30  per  cent  but 
walking  on  a steejj  hill  (1  in  10)  the  energy  needs 
are  doubled.  Increased  weight  of  obese  subjects  im- 
j)oses  a handicap  and  many  could  not  walk  at  four 
m.p.h.  until  the  weight  has  been  reduced. 

There  are  many  recreations  which  provide  suit- 
able “light”  exercise.  Industrial  work  has  been 
classified  as  lighP^  if  it  requires  an  expenditure  of 
energy  2.5-5  kilocalories  per  minute,  as  moderate 
if  between  5-7.5  kilocalories  per  minute,  and  as 
heavy  if  over  7.5  K.Ckjj.m.  Recreations  can  be  simi- 
larly classified.  However,  the  physician  can  recog- 
nize when  his  patient  exceeds  the  oxygen  capacity 
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by  inquiring  at  what  point  the  patient  begins  to 
experience  tachycardia  dyspnoea  fatigue  and  per- 
haps anginal  pain. 

Archery,  dancing,  golf,  billiards,  fishing,  swim- 
ming, bowling,  gardening,  table  tennis  and  croquet 
were  found  by  Passmore  in  exact  studies  of  oxygen 
utilization  to  provide  benehcial  and  enjoyable  ex- 
ercise for  partially  incapacitated  persons.  Of  course, 
we  must  not  forget  that  many  of  these  recreations 
can  involve  heavy  exercise  at  times:  the  sudden 
speed-up  of  dancing,  vigorous  digging  when  gar- 
dening, use  of  heavy  machinery  to  do  gardening 
with,  can  quickly  convert  light  into  heavy  exercise. 
If,  however,  the  activity  is  done  slowly  and  delib- 
erately such  exercise  as  weeding,  hoeing,  jjruning 
and  bedding,  can  be  made  into  “light”  exercise. 
Golf  is  usually  light  exercise  but  not  on  a hilly 
course  or  a strong  wind.  One  can  swim  slowly  and 
leisurely,  lightly  exercising  all  the  muscles  of  the 
body  since  the  swimmer  is  relieved  of  most  of  the 
effort  required  to  support  the  body  weight. 

The  list  of  exercises  mentioned  above  is  by  no 
means  complete,  but  it  does  offer  a choice  of  active 
recreations  which  may  be  recommended  to  middle- 
aged  and  elderly  patients  with  and  without  cardiac 
weakness  provided  they  always  use  “moderation.” 
However,  as  physicians  we  must  not  leave  them 
with  vague  words  like  moderation.  We  must  ex- 
plain to  them  the  symptoms  which  arise  when 
their  activity  exceeds  their  oxygen  capacity.  These 
guide-lines  will  help  them  to  sense  the  symptoms 
which  arise  when  they  are  exceeding  their  oxida- 
tive capacity  and  permit  them  to  enjoy  recreational 
activity  and  all  the  benefits  to  be  derived  from 
them. 

L.H.N. 
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Calcium  And  The  Heart 

Muscular  contraction  has  a chemical  basis  and 
can  be  studied  in  a test-tube,  but  it  required  first 
the  discovery  of  the  contractile  protein  actomyosin, 
of  adenosine  triphosphate  (ATP)  as  the  energy 
source  of  contraction,  and  the  recognition  that  a 
portion  of  the  actomyosin  supplied  the  enzymatic 
activity  required  for  the  utilization  of  ATP.^  Now, 
if  we  add  ATP  to  a protein  suspension  of  actomyo- 
sin in  the  presence  of  calcium  and  magnesium,  then 
shortening  of  actomyosin  occurs.  An  intact  resting 


cell  has  all  these  constituents,  but  contraction  does 
not  occur  until  the  cell  is  excited  by  an  electrical 
or  nervous  stimulus.  How  then  is  muscle  main- 
tained in  a state  of  rest  despite  the  presence  of  all 
the  ingredients  for  contraction?  A further  question 
presents  itself.  How  is  the  change  from  rest  to 
activity  accomplished  by  excitation. 

It  has  been  known  since  Ringer’s  time  that  with- 
out calcium  cardiac  contraction  ceases  and  since 
Mines  classic  experiments  in  1913  that  calcium  is 
needed  for  cardiac  contraction  but  not  for  electrical 
activity  of  the  heart.  How  then  does  the  calcium 
work  in  the  excitation  contraction  coupling?  A 
part  of  the  answer  comes  from  studies  on  skeletal 
muscle.2  The  cell  itself  has  a considerable  amount 
of  calcium  but  the  ionic  calcium  in  the  immediate 
environment  of  the  contractile  protein  is  extremely 
low'  being  approximately  one-tenth  of  that  required 
for  contractile  activity.  How'ever  there  exist  all 
along  the  contractile  protein  intracellular  organ- 
elles called  ‘‘relaxing  factor  vesicles”  because  they 
sequester  calcium. ^ 

These  vesicles  possess  a limiting  membrane 
(quite  analogous  to  the  cell  membrane)  across 
wdiich  calcium  is  actively  transported  from  cell 
cytoplasm  into  the  interior  of  the  vesicle.  In  this 
way  the  calcium  is  anatomically  very  close  to  the 
contracting  protein  but  not  directly  available  to  it. 
There  obviously  must  be  some  mechanism  to  in- 
crease calcium  in  the  cytoplasm  surrounding  the 
contractile  protein  before  contraction  can  occur. 
One  must  therefore  postulate  that  local  increase  in 
calcium  is  effected  by  a sudden  release  of  calcium 
from  the  vesicles  as  a result  of  excitation  and  thus 
permitting  contraction  to  occur.  This  is  then  fol- 
lowed by  resumption  of  calcium  uptake  by  the 
vesicles  leading  to  relaxation. 

In  the  heart  cell  local  increase  in  the  concen- 
tration of  calcium  is  also  necessary  for  contraction, 
but  here  at  least  part  of  the  activating  calcium  ion 
enters  the  cardiac  cell  from  the  external  medium 
rather  than  from  the  intracellrilar  vesicle.^’^  When 
we  reflect  that  the  extracellular  ionic  calcium  con- 
centration is  more  than  1,000.  times  that  in  the  cell 
interior,  one  realizes  that  chemical  forces  would 
strongly  favor  movement  of  calcium  into  the  cell, 
unless  the  cell  membrane  interposes  a resistance 
thus  preventing  calcium  from  diffusing  freely. 
When  cardiac  muscle  is  stimulated,  only  then  does 
the  permeability  of  the  cell  membrane  to  calcium 
increase  so  that  extracellular  calcium  can  diffuse 
into  the  muscle.  This  calcium  is  essential  for  con- 
traction in  the  heart  and  no  contraction  occurs  in 
the  absence  of  extracellular  ionic  calcium.  What  is 
especially  significant  is  that  the  magnitude  of  the 
contractile  response  appears  to  depend  on  the 
amount  of  calcium  wdiich  enters  during  the  period 
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()l  iiicinbrane  cicpolari/ation.  I his  aiiiouiil  can  be 
iiu'ieascd  by  incicasing  tlie  exlcinal  calcium  con- 
ceiUraiion  cjr  wlien  the  cluralioii  ol  depolarization 
is  ])i()longed.  hither  intervention  leads  to  an  in- 
eietised  contractile  response.*’ 

I he  retuiii  of  the  resting  state  alter  contraction 
is  c oinjjleted,  must  he  accomjjanied  by  the  removal 
ol  the  etdeiurn  which  h;id  entered  the  cell.  We  must 
postulate  therelore  that  the  cell  membrane  pos- 
sesses ;m  active  transport  system  which  retmiis  the 
tictivating  calcium  hack  to  the  extracelltilar  Iluid. 
1 he  hetirt  muscle  cell  like  the  skeletal  muscle  cell 
also  h;is  a vesicle  system,  .\pjxirently  in  the  heart, 
the  vesicle  system  is  not  sufficient  lor  full  actitatiem 
of  the  contractile  jirotein.  An  additional  inllux  of 
exinicellular  calcium  is  reejuired  and  the  magni- 
tude of  the  inlltix  inlluences  the  strength  of  the  en- 
suing contraction.  In  the  dcag  heart  Stanley  and 
Nahum  have  found  that  reducing  extracellular  c;il- 
cium  to  one-tenth  normal  completely  abolishes 
cardiac  contraction. 

It  is  tipparent  that  excitation  contraction 
(otipling  and  glaciation  ol  contractile  response  are 
closely  related  in  ctirdiac  muscle.  One  would  there- 
lore expect  to  find  mechanisms  in  the  intact  ani- 
mal for  regulating  cardiac  contractile  force  by 
altering  the  amount  of  ionic  calcium  th;it  enters 
the  cell  during  activation.  Leonard'  has  found  a 
cjirdioglobulin  in  the  plasma  which  increases  con- 
trtictility  of  isolated  cardiac  muscle.  This  carclio- 
globulin  is  bound  to  calcium  and  ni;iy  reletise  its 
calcium  into  the  cell.  Perhajis  this  protein  is  the 
one  tvhich  maintains  normal  cardiac  contractility 
through  calcium  release  at  the  membrane. 

The  regulation  of  contractile  response  through 
the  amount  of  calcium  entering  the  heart  cell  dur- 
ing depolarization  could  be  accomplished  in  other 
ways.  For  example,  there  could  be  control  of  the 
extent  of  increase  in  cell  membrane  permeability 
to  calcitim  occurring  during  excittttion.  There 
could  be  produced  great  reductions  in  the  extra- 
cellular ionic  cttlcium  which  could  abolish  con- 
traction. .Such  a preparation  might  ser\e  to  study 
eneigetics  of  carditic  cells  not  rehited  to  contrac- 
tion. It  itnght  well  turn  out  that  certain  t\pes  of 
congestive  heart  lailure  result  from  distuibances  in 
(ontrol  mechanisms  that  interfere  wtih  deliveix 
ol  ctilcitim  during  excitation. 

Cletirly  there  are  many  unsolved  clinical  jjiob- 
lems  ol  heart  failure.  Realizing  the  importance  oi 
the  cell  membrane  and  “relaxing  factor”  vesicles  in 
excitation  contraction  coupling,  we  have  a new 
frame  of  reference  for  further  study  which  hojje- 
lully  will  yield  new  contributions  to  be  aj)plied 
to  improve  the  failing  heart. 

L.H.N. 
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Curing  The  Carrier  State  Of 
Salmonella  Typhosa 

Fhe  only  known  reservoir  of  .Salmonella  typhosa 
is  the  human  patient  or  carrier.  The  problem  is 
very  considerable  since  over  2,000  cases  of  the  dis- 
ease occur  annutilly  of  whom  three  per  cent  are 
destined  to  become  carriers.  Tynes  rejtorted  that 
,S,()0U  chronic  carriers  of  Salmonella  tvpho.sa  were 
known  to  health  departments  of  46  states  ;nul  the 
District  of  Columbia.  'Without  doubt  new  carriers 
are  added  every  year.^ 

The  eradiciition  of  typhoid  fever  depends,  then, 
on  the  elimination  of  typhoid  bacilli  from  their 
luiman  hosts.  We  all  recognize  the  hazard  po.sed  by 
stihnonella  carriers  ]jarticularly  among  fcjod  haic 
dlers.  Although  the  carriers  themselves  are  not  ill, 
eradication  ol  their  pathogenic  bacilli  involves  ]jro- 
longed  use  of  antibiotics  and  even  cholecystectomy. 
One  wotikl  suppose  such  procedures  may  be  re- 
sisted by  “healthy”  peojde.  Flovvever,  the  typhoid 
carriers  once  they  are  discovered  feel  themselves 
to  be  “unclean,”  pariahs,  social  outcasts.  Their 
choice  of  tjccupation  is  limited.  They  become 
iifrtiid  of  normal  social  intercourse.  7'heir  families 
;ire  tisually  stibjected  to  jjeriodic  immunizations 
with  typhoid  vaccine,  sometimes  with  unpleasant 
reactions.  In  consecpience  it  is  not  dilfictilt  once  the 
ctnrier  is  discovered  to  induce  him  to  undergo 
treatment  for  eradication  of  the  ]jathogenc  organ- 
ism he  luu  bors. 

Fhe  su.sceptibility  of  most  strains  particularly  of 
.S.  typhosa  to  many  antibiotics  including  some  that 
ate  noimally  chissed  tts  bactericidal,  suggests  that  a 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths;  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

A ristocort  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 
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|)K)])er  use  of  these  agents  alone  sliould  oHei  a solu- 
tion to  the  problem  of  eradicating  the  carrier  state. 
There  is  one  difficulty,  however,  and  that  is  that  the 
hiliary  tract  is  the  major  site  of  these  organisms 
:j  and  the  choice  of  drugs  or  other  methods  of  curing 
the  carrier  state  must  take  this  into  account.  Obvi- 
ously antibiatics  must  enter  the  biliary  tract  in 
high  concentration  to  be  therapeutic. 

In  1962  Tynes  and  Utz^  studied  27  Salmonella 
carriers  whom  they  treated  with  a variety  of  anti- 
biotics alone  and  cured  the  carrier  state  in  three 
out  of  four  patients  who  did  not  have  gall  stones. 
They  used  chloramphenicol,  tetracycline,  ampicil- 
lin  and  a sulpha  derivative  as  well  as  kenamycin 
which  is  not  excreted  in  the  bile  because  it  is  not 
absorbed  from  the  gastrointestinal  tract.  However, 
if  the  patients  had  gall  stones  then  only  one  out 
of  five  were  cured  by  antibiotics  alone.  If  chole- 
cystecomy  alone  was  done  and  no  antibiotics  were 
used,  only  four  out  of  nine  patients  were  cured. 
A combination  of  antibiotics  plus  cholecystectomy 
effectively  eliminated  the  carrier  state  in  eleven 
patients. 

The  question  of  course  arose  as  to  why  the 
carrier  state  recurred  in  those  patients  with  gall- 
stones that  were  not  operated  upon.  Did  reinfec- 
tion come  from  infected  gallstones?  If  this  were 
title  how  explain  recurrence  of  the  carrier  state 
after  cholecystectomy.  Is  there  an  antibiotic  which 
could  be  effective  against  the  carrier  state  of  S.  ty- 
phosa  without  cholecystectomy? 

Simon  and  Miller^  asked  themselves  these  ques- 
tions and  report  their  results  of  15  S.  typhosa  car- 
riers with  the  use  of  ampicillin.  This  antibiotic  was 
introduced  in  1961  and  had  a high  activity  against 
gram  negative  bacilli,  yielded  a high  biliary  con- 
centration and  was  particularly  effective  against  all 
strains  of  typhosa.  Because  of  its  availability,  lack 
of  any  toxicity  more  significant  than  allergic  reac- 
tions common  to  all  penicillins  and  its  high  biliary 
concentration,  its  potential  usefulness  in  the  treat- 
ment of  typhoid  carriers  immediately  suggests 
i itself. 

I These  authors  used  high  doses  of  ampicillin  up 
I to  four  grams  per  day  by  mouth  over  a period  of 
I four  weeks  either  continuously  or  with  one  week 
nontreatment  after  the  third  week,  and  succeeded 
in  curing  13  out  of  15  chronic  carriers  and  achieved 
negative  stool  cultures  in  them  during  prolonged 
followup  periods.  Eleven  of  the  15  had  docu- 
mented cholecystitis  and  five  gallstones;  neverthe- 
less in  only  oire  of  these  was  a failure  encountered. 
They  concluded  that  chronic  biliary  tract  disease 
or  even  cholelithiasis  or  both  do  not  necessarily 
present  insurmountable  obstacles  to  successful 
treatment. 

It  should  be  noted  that  ampicillin  in  the  doses 
used  by  Simon  and  Miller  is  not  without  frequent 


side  reactions  which  occurred  in  ten  of  the  fiiteei? 
patients  varying  from  loose  stools  in  eight,  skin 
rashes  in  six,  and  in  one  patient  severe  urticaria 
which  forced  the  discontinuance  of  lire  tlrug.  From 
Simon  and  Miller's  study  it  cannot  be  claimed  that 
ampicillin  can  cure  every  typhoid  carrier  and 
clearly  there  will  be  failure  ami  the  relapse  rate  is 
still  significant. 

In  the  face  of  cholelithiasis  there  are  both  medi- 
cal and  surgical  indications  for  operation.  Further- 
more, in  such  patients  relapse  may  lorce  operation. 
However  effective  antimicrobial  treatment  before, 
during  and  after  surgery  should  reduce  ojjerative 
mortality  and  morbidity  and  allow  lor  better  selec- 
tion of  cases  when  the  carrier  state  presents  the 
chief  or  only  indication  for  operation. 

One  question  not  answered  by  Simon  and 
Miller’s  study  is  whether  the  gallstones  were  steril- 
ized by  ampicillin  in  those  patients  with  gallstones 
that  were  cured  of  the  carrier  state  by  ampicillin 
alone.  Tynan  thought  they  were  not.  There  is  at 
present  no  single  test  to  identify  the  persistent 
carrier.  However  it  .seems  unlikely  that  organisms 
inside  ol  gallstones  would  affect  the  serologic  status 
of  a patient  unless  or  until  they  could  also  infect 
the  biliary  tract. 
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The  Pineal  Gland,  A Neuro- 
Endocrine  Transducer 

Some  of  the  earliest  observations  on  pineal  func- 
tion, Relkin  in  his  excellent  review  points  out, 
come  from  clinical  cases.  Parenchymal  pinealomas 
which  were  found  to  be  associated  with  depressed 
gonadal  function  and  non-parenchymatous  lesions 
that  pressed  upon  and  destroyed  the  gland  were 
fotmd  to  be  associated  with  precocious  puberty. 
Thus  it  seemed  to  early  workers  that  the  pineal 
gland  was  an  endocrine  gland,  but  attempts  to 
relate  this  gland  to  a specific  endocrine  function 
were  inconclusive.  There  develop  calcification  in 
the  gland  as  age  jnogresses  but  early  attempts  to 
relate  this  event  to  epilepsy,  psychoses,  muscular 
dystrophy,  also  were  unrewarding. 

In  some  animals  like  fishes,  amphibians,  and 
some  reptiles,  the  pineal  gland  is  a photoreceptor 
organ  containing  sensory  cells  resembling  retinal 
cones.  In  the  frog,  the  cells  in  the  pineal  gland,  like 
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those  ill  the  eye  adually  convert  certain  wave 
lengths  into  nervotis  inipnlses.  In  the  inannnals 
however,  the  specific  parenchymal  cell  ol  the  pineal 
gland  the  pinealocyte  is  ptirely  secretory  and  only 
liberates  its  hormone  tinder  neural  control. 

In  1958“  Lerner,  et  al.  isolated  melatonin  and 
showed  that  it  piodnces  a contraction  of  the  j)ig- 
ment  grannies  in  melanocytes  which  results  in 
l)lanching  of  the  skin.  Since  then,  it  has  been 
shown  that  the  ])iectirsor  of  melatonin  is  serotonin 
which  is  more  abundant  in  the  pineal  gland  than 
in  any  other  tissue.  Besides  skin  blanching,  the 
pineal  has  been  shown  also  to  be  able  to  inhibit 
aldosterone  secretion.  Furthermore  melatonin  can 
suj)])ress  certain  serotonin  actions  such  as  the 
motile  response  of  the  duodenum. 

1 here  seems  to  be  a diurnal  variation  in  enzyme 
activity  in  the  pineal  gland  responding  to  light 
and  datkness,  a sort  of  circadian  rhythm.  The 
pineal  gland  ol  an  animal  kept  in  light  synthesizes 
.serotonin.  The  same  gland  in  an  animal  kept  in 
darkness  contains  large  amounts  of  melatonin, 
d'htts  the  pineal  gland  turns  out  to  be  a biological 
clock,  responding  to  light  and  darkness,  by  syn- 
thesizing either  serotonin  or  melatonin,  lliis  is  a 
very  interesting  phenomenon  psychogenetically.  In 
fishes  and  ampin'bia,  the  pineal  gland  responds 
directly  to  light  rays,  whereas  in  mammals  the 
jnneal  now  is  separated  from  direct  light  but  re- 
sponds to  light  now  through  netnal  connections 
with  the  eye.^ 

Fhe  real  jjroblem  is  what  does  melatonin,  the 
protluct  of  the  pineocyte  do.  It  is  found  concen- 
trated in  the  ovary,  in  the  iris  as  well  as  in  the 
]jincal  gland  and  is  taken  u]t  also  by  the  brain, 
the  pituitary  gland  and  the  vagina.  Melatonin 
seems  to  be  metabolized  rather  rapidly  since  in 
animals  kept  in  light,  the  melatonin  in  the  pineal 
gland  decreases  and  so  does  its  content  in  periphe- 
ral tissues.  In  such  an  animal  the  ovaries  hyper- 
trophy and  there  is  a tendency  to  persistent  estrus. 
Fhis  activity  is  pronpjtly  reversed  in  darkness  and 
by  melatonin.  1 hese  observations  jtoint  up  the  im- 
portance of  the  pineal  gland  in  the  regulation  of 
photoperiodic  influences  on  the  gonads.  It  is  inter- 
esting that  this  observation  in  basic  science,  the 
elfect  of  light  on  gonadal  function  has  been  put  to 
use  in  animal  husbandry  since  it  has  been  found 
that  hens  will  lay  more  eggs  if  the  light  is  kept 
on  in  the  hen  house. 

Recently  investigators  have  demonstrated  that  a 
light  photo-period  facilitates  the  release  of  gonado- 
trophic hormone  whereas  a dark  photo-period  en- 
courages their  synthesis.  There  must  however  be 
the  right  balance  between  light  and  dark  periods 
for  gonadotrophic  liberation,  for  excessive  light 
periods  will  exhaust  the  gonadotrophic  hormone. 


while  t(Jo  long  a period  of  darkness  will  increase 
synthesis  but  not  release. 

Since  common  lighting  conditions  also  inhibits 
nervous  discharge  of  the  pineal  gland,  the  tpiestion 
jtresents  itself  as  to  how'  light  influences  reach  the 
pineal  gland.  This  problem  has  been  much  studied 
since  Cajal’s  day.  Axelrod,  ^\hlrtman  and  Winget'* 
have  demonstratetl  that  the  pineal  circadian 
rh)thm  for  synthesis  ol  melatonin  is  completely  de- 
jjendent  on  lighting  conditions.  The  light  impinges 
on  the  retina  from  which  it  somehow  gets  to  the 
preganglionic  sympathetic  nerves  that  terminate  in 
the  superior  cervical  ganglions. i From  there  post- 
glanglionic  fibers  ascend  to  the  pineal  gland  where 
is  released  norepinephrine  or  serotonin.  These 
stibstances  act  on  the  jiineal  cells  to  either  induce 
or  block  melatonin  synthesis. 

Probably  impulses  reach  the  jjineal  gland  not 
only  from  the  sympathetics.  We  know  that  the 
visual  system  utilizes  limbic  pathways  to  inlluence 
neural  activities  in  the  septum,  hypothalamtis  and 
brain  stem.  "Fhe  human  pineal  gland  receives  fibers 
from  the  limbic  system. i Thus  there  is  reason  to 
believe  that  light  influences  pineal  secretion  by 
pathways  through  the  limbic  system  as  well  as  the 
sympathetics.  Otherwise  how  explain  Hoffman  and 
Reiter’s^  observations  that  olfactory  stimuli  can 
interfere  with  the  primary  inhibitory  effects  of  an 
active  pineal  gland? 

One  question  raised  by  Relkin^  is  whether  the 
pineal  gland  is  an  inhibitory  endocrine  retarding 
sexual  development  during  the  early  years  of  life 
by  controlling  the  hypothalamus.  In  favor  of  this 
view  is  that  melatonin  inhibits  synthesis  or  release 
of  T.S.H.  by  the  jiituitary  gland.  Another  argu- 
ment in  favor  of  this  view  is  that  the  pineal  gland 
throtigh  melatonin  exerts  its  antigonadotrophic  ac- 
tivity directly  on  the  hypothalamus  as  well  as  the 
hyphophysis.  When  melatonin  is  applied  to  the 
hypothalamus  directly  it  induces  sleep  in  cats.**  The 
pineal  gland  can  therefore  also  act  as  a modulator 
of  the  state  of  wakefulness  and  sleep.  Thus  the 
pineal  gland  certainly  has  profound  influences  on 
the  hypothalamus. 

The  first  clinical  association  between  sexual  be- 
havior and  the  limbic  system  is  Erickson’s  case"  of 
a 55  year  old  woman  in  whom  erotomania  had  de- 
veloped as  a conseqnence  of  a tumor  of  the  para- 
central lobtile  impinging  on  the  posterior  cingulate 
gyrus.  H)]jersexuality  in  monkeys  and  cats  were  re- 
ported after  ablation  of  portions  of  the  temporal 
lobe.  Electrophysiologic  changes  in  many  areas  of 
the  limbic  system  have  been  found  to  accompany 
the  hormonal  discharge  of  ovulation.  In  short,  the 
limbic  system  is  involved  in  sexual  behavior,  is 
knowm  to  iidluence  sexual  maturation  and  is  im- 
plicated also  in  being  a mediator  of  light  impulses 
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• Thenfadil^  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran"  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 
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nTz  Nasal  Spray 

(contains  Neo-Synephrine  HCI)  •». 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Once  merely  a man 
with  HAY  FEVER- 

now  a victim  of  his 
own  antibodies 

Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea and  sneezing  haven’t  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz'®  Nasal  Spray 
relieves  the  symptoms,  it  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
ibalanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine®*  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 
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must  penicillin 
be  a bitter  pill 
to  swallow? 


not  if  it  is 
V-Cillin  K. 


! 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  1 50-cc.-size  packages. 


V-CiUin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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affecting  the  septum  hypothalamus  and  upper 
brain  stem.  May  not  the  pineal  gland  be  a special- 
ized lunctional  part  of  the  limbic  system.  For  the 
pineal  gland  is  also  known  to  be  a light  dependent 
biologic  clock  and  also  exercises  control  over  sexual 
maturation  in  mammals  via  its  neurosecretion 
melatonin. 

The  pineal  gland  is  therefore  a neuroendocrine 
transducer  converting  neural  into  endocrine  in- 
formation. It  can  be  likened  to  the  hypothalamic- 
posterior  pituitary  system  which  secretes  antidiu- 
retic hormone  and  oxytocin.  Another  neuroendo- 
crine transducing  system  is  the  pituitary  releasing 
factors  system  in  the  hypothalamus  which  secretes 
polypeptides  that  control  the  pituitary  gland.  A 
fourth  such  system  is  the  adrenal  medulla  whose 
cells  respond  to  nervous  input  by  releasing  epine- 
phrine. 

L.H.N. 
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Hunger  And  Satiety 

Every  physician  who  is  engaged  in  reducing  an 
obese  person  needs  to  understand  the  pattern  of 
hunger  and  satiety  of  his  patient.  It  is  the  modi- 
fication of  hunger  and  satiety  of  a patient  on  a 
reducing  diet  which  needs  to  be  followed,  for  this 
forms  the  basis  of  decisions  on  how  allotted  calories 
should  be  divided  among  the  proper  number  of 
meals  and  snacks.  Eventually  knowledge  of  hunger 
and  satiety  will  determine  if  an  anorexigenic  agent 
is  necessary  as  well  as  its  dosage  and  timing  ol 
administration. 

Alayeri  by  a cpiestionnaire  given  to  800  persons, 
adult  and  adolescent,  obese  and  non-obese,  at- 
tempted to  obtain  data  on  the  sensory  aspects  ol 
hunger  and  satiety  in  man.  They  revealed  existence 
of  a large  number  of  sensations  varying  with  indi- 
viduals and  in  the  time  in  which  hunger  sensations 


are  experienced.  They  originated  in  the  gastric 
region,  throat,  mouth,  and  body.  There  was  great 
complexity  and  variability  in  moods,  degrees  ol 
urge  to  eat,  and  preoccupations  with  thoughts  of 
food.  But  in  all,  hunger  was  found  to  be  associated 
with  sensations  which  increase  in  number  and 
intensity  as  deprivation  progresses. 

Satiety  on  the  other  hand— the  cessation  of  any 
urge  to  eat— is  not  necessarily  associated  with  any 
characteristic  sensation.  Furthermore  it  does  not 
simply  coincide  with  the  disappearance  of  hunger 
sensations,  but  often  in  adults  or  others  with  a 
change  in  mood.  In  children  a sensation  of  gastric 
fulness  accompanies  satiety.  It  would  appear  that 
the  phenomenon  of  satiety  depends  on  events  oc- 
curring at  the  unconscious  level  and  as  a number 
of  neurophysiologic  and  behavioral  animal  studies 
suggest,  in  the  hypothalamus. 

Mayer  finds  that  both  in  obese  and  non-obese 
persons  abnormalities  in  satiety  might  be  more 
jjrevalent  than  differences  in  hunger.  Many  persons 
who  watch  and  keep  their  weight  down  have 
learned  over  the  years  to  eat  an  amount  of  food 
sufficient  to  allay  hunger  sensations  even  though 
satiety  is  not  reached.  These  people  experience  an 
urge  to  eat  at  the  end  of  each  meal  but  the  urge 
is  endurable  and  soon  disappears.  The  so-called  re- 
education of  appeite  in  fact  if  successful  is  based 
on  this  process.  The  practical  problem  of  reaching 
this  point  where  hunger  sensations  have  disap- 
peared even  though  full  satiety  has  not  been 
reached  forms  the  basis  of  rational  treatment  of 
the  obese  patient. 

Our  understanding  of  the  neurophysiologic  and 
biochemical  phenomena  involved  in  hunger  and 
satiety  is  excellently  reviewed  by  Mayer. ^ He  points 
to  Brobeck’s  classical  studies  on  bilateral  destruc- 
tion of  the  ventromedial  nuclei  in  the  rat  hypothal- 
amus which  caused  hyperphagia  and  obesity.  Ex- 
jieriments  in  the  mouse,  the  goat,  and  a number  of 
species  showed  a similar  mechanism.  However, 
when  more  lateral  parts  of  the  hypothalamus  are 
destroyed  the  animals  stopped  eating  completely. 
These  experiments  indicate  that  the  ventrometlial 
area  of  the  hypothalamus  appear  to  act  as  a satiety 
brake  inhibiting  the  constantly  acting  lateral 
“feeding”  areas 

The  question  of  course  arises  by  what  mechan- 
isms these  nuclei  are  set  into  operation.  One  idea 
was  that  the  neurons  in  the  ventromedial  area  re- 
spond to  the  levels  of  blood  glucose.  If  the  blood 
sugar  is  raised  by  injections  of  glucagon  then  gas- 
tric contractions  cease.  This  does  not  happen  if  the 
ventromedial  nuclei  are  destroyed.  It  is  clear  that 
the  ventromedial  area  exercises  a definite  measure 
of  control  over  gastric  hunger  secretions  and  it 
does  this  in  response  to  an  increase  in  glucose 
availability.  If  one  cuts  the  nerve  connections  from 
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ihc  nervous  system  to  the  stomach  (the  vagus) 
gastric  secretion  ami  motion  ceases. 

By  beaut il'nl,  highly  technical  methods  Mayer 
iouiul  a greater  uptake  ol  glucose  in  the  feeding 
aretis  of  hungry  nits,  whereas  fed  animals  showed 
;i  rehitive  increase  in  o.xygen  and  glucose  uptake 
by  ilie  ventromedial  regions.  I'lie  conclusion  is  un- 
misttikable  th;it  a glucostatic  mechtmism  apjK'ars 
to  l)e  one  of  essential  processes  through  which  the 
metabolic  retptiremeius  influence  the  “feeding” 
mechanism  and  through  which  energetic  homeo- 
stasis is  imiintained  in  ;tll  animals. 

d'he  hypothalamic  factors  controlling  hunger 
and  satiety  are  acted  upon  at  a given  time  to  influ- 
ence food  intake  by  many  factors  other  than  the 
glucostatic  mechanism.  There  appears  to  be  a 
thermostatic  component  sensitive  to  elevation  in 
l)ody  temperature  which  can  shut  off  feeding  be- 
havior. Some  may  respond  to  high  protein  intake, 
gastric  distention  and  dehydration.  I’he  monitoring 
of  food  inttike  by  the  mouth,  jjharynx,  taste,  emo- 
tion ;ind  habit,  may  at  a given  moment  also  influ- 
ence food  intake.  Finally,  Mayer  points  out  the 
long  term  factors  such  as  the  state  of  the  adipose 
tissue  which  also  may  regulate  food  intake. 

The  servomechanisms  whereby  the  body  adjusts 
ingestion  of  food  to  recpiirements  for  homeostasis 
and  growth  are  thus  becoming  clearer  through  our 
recognition  of  the  origins  of  hunger  and  satiety 
and  the  centers  in  the  hypothalamus  which  control 
these  sensations.  In  general,  bodies  remain  remark- 
ably constant  in  weight.  This  it  does  through  ad- 
justments of  energy  intake  to  expenditure  on  a clay 
to  chiy  basis.  There  must  however  be  longer  term 
regidation  of  fcjod  intake  which  corrects  the  errors 
of  the  clay  to  day  regulation. 

L.Il.N. 
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Glucostats  In  The  Body 

(ducose  is  the  vital  substance  which  the  brain 
tises  for  its  energy  t ecjuirements.  During  diabetes 
or  normal  states  the  brain  oxidizes  glucose  seem- 
ingly without  the  aid  of  insulin.  So  dependent  is 
the  brain  upon  glucose  that  there  is  a hypoglycemic 
threshold  wdiich  when  breached  leads  to  convul- 
sions. 

Certtiin  special  parts  of  the  brain  have  their  own 
glut osttitic  mechanism.  For  example,  the  ventro- 
medial area  of  the  hypothalamus  .shuts  off  the 
“feeding  center”  of  animals  when  the  blood  glucose 
level  exceeds  :i  certain  amount.  Cionversely  the 
“feeding  center”— the  more  lateral  areas  of  the 


hypothalamus— lead  to  sensations  of  hunger  and 
appetite  when  the  blood  glucose  level  tends  to  fall 
below'  a certain  level.  I'his  type  of  glucostatic 
mechanism  in  the  hypothalamus  is  obviczusly  an 
indirect  attempt  to  regulate  blood  glticose  levels  by 
means  of  the  sensations  of  hunger  and  satiety. 

I’he  beta  cells  of  the  pancreas  operate  in  an 
equally  intimate  relation  to  blood  glucose  levels.’ 
.\s  blood  glucose  rises  the  beta  cells  respond  by 
liberating  insulin  and  this  servomechanism  gets 
shut  off  as  the  blood  glucose  level  falls.  In  conse- 
cjuence  we  find  that  mammals  maintain  a concen- 
tration of  glucose  in  the  circidatory  blood  that 
varies  little  with  feeding  or  fasting  and  this  level 
lies  approximately  michvay  betw'een  the  concentra- 
tion at  w'hich  it  spills  in  the  urine  “the  renal  thres- 
hold” and  the  concentration  at  which  the  brain  is 
just  able  to  extract  adecpiate  amotmts  of  glucose 
to  maintain  normal  function. 

'Fhe  physiologist  may  w'ell  ask  what  can  be  the 
mechanisms  by  which  the  beta  cell  like  a continu- 
ous auto-analyzer  detects  glucose  concentration  and 
in  normal  persons  responds  appropriately.  He  may 
ask  further  whether  the  beta  cell  always  responds 
in  the  same  way  to  the  same  glucose  level  or 
whether  there  are  times  that  its  response  is  delayed 
or  whether  there  are  other  times  when  the  beta  cell 
is  over-sensitive,  responding  to  normal  or  even  low 
levels  of  blood  glucose  by  increa.secl  liberation  of 
insulin. 

In  idiopathic  hypoglycemia  of  infants  and  chil- 
dren Rosenbloom  and  Sherman-  found  impaired 
glucose  tolerance  which  develops  either  before  or 
after  remission  of  the  hypoglycemia.  The  families 
of  their  ten  patients  also  show'ed  a frequency  of 
diabetes  mellitus  comparable  with  that  of  families 
having  children  with  clinical  diabetes.  It  w'ould 
seem  that  as  the  idiopathic  hypoglycemia  continues, 
the  glucose  tolerance  gradually  begins  to  assume 
the  pattern  of  a familial  diabetic  disorder.  In  short 
over  responsiveness  of  the  beta  cells  to  normal  or 
low'  blood  sugar  levels  produces  sjiontaneotis  hypo- 
glycemia in  infancy  and  this  may  be  an  inherited 
disorder  of  the  beta  cells  which  leads  to  diabetes 
mellitus  later  in  life. 

Slone,  et  al.^  studies  w'ere  undertaken  to  deter- 
mine what  the  insulin  blood  levels  were  in  infants 
with  idiopathic  hypoglycemia.  They  measured  in- 
sulin levels  in  the  blood  by  a radioimmunoassay 
method,  and  found  a significant  elevation  of  in- 
sulin in  this  rare  disease  and  also  wide  fluctuations 
of  serum  insulin  even  in  fasting  conditions  in  the 
same  patient.  Thus  the  lesions  in  these  infants 
suffering  from  idiopathic  hypoglycemia  appears  to 
be  an  inability  of  the  beta  cell  to  ttirn  off  insidin 
release  w'hen  the  blood  stigar  falls  to  subnormal 
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levels.  In  essence,  there  is  an  over-sensitive  gluco- 
stat  in  the  beta  cells  and  as  a consequence  a me- 
chanism causing  excessive  work  by  the  beta  cells 
which  in  time  leads  to  their  exhaustion  and  the  on- 
set of  diabetes. 

There  are  many  conditions  that  can  lead  to  ex- 
cessive burdens  on  the  beta  cells  ultimately  leading 
to  their  exhaustion  and  appearance  of  diabetes 
mellitus.  Growth  hormone,  excessive  adrenal  corti- 
cal hormone,  excessive  food  intake,  and  now  an 
over-sensitive  beta  cell  glucostat  which  under  con- 
ditions of  normal  blood  sugar  levels  leads  to  ex- 
cessive inappropriate  insulin  secretion,  and  ulti- 
mately diabetes  mellitus.  We  owe  to  Rosenbloom 
and  Sherman  the  recognition  that  this  may  be  a 
mechanism  responsible  for  diabetes.  In  adults  also 
spontaneous  hypoglycemia  has  been  found  to  be 
an  early  manifestation  of  diabetes  mellitus  perhaps 
by  the  same  mechanism  of  excessive  burden  on  the 
beta  cells  and  their  premature  exhaustion. 

If  some  beta  cells  can  respond  inappropriately  to 
their  glucose  challenge  we  are  compelled  to  ask 
whether  other  glucostatic  mechanisms  in  the  hypo- 
thalamus controlling  hunger  and  satiety  may  also 
at  times  act  inappropriately  and  lead  to  overeating 
and  obesity  on  the  one  hand  and  premature  satiety 
with  a resulting  excessive  underweight  on  the 
other.  There  is  much  work  here  that  needs  to  be 
done  since  a rational  treatment  of  such  cases  of 
obesity  can  follow  only  such  physiologic  informa- 
tion. 

L.H.N. 
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Immunization  Of  Infants  And  Children 

The  effectiveness  of  active  immunization  against 
diphtheria,  pertussis,  tetanus,  smallpox,  poliomyeli- 
tis and  measles  is  well  established  and  all  children 
should  have  the  protection  of  vaccination  against 
these  diseases.  Immunization  with  BCG  vaccine, 
however,  is  advisable  only  for  susceptible  children 
who  risk  exposure  to  tuberculosis.  A suggested  im- 
munization schedule.  It  was  prepared  with  the  aid 
of  Medical  Letter  pediatric  consultants,  and  agrees 


generally  with  the  current  recommendations  of  the 
Committee  on  Control  of  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics  (the  Committee 
is  now  completing  revision  of  its  jM'evious  recom- 
mendations) . Only  the  recommendations  for  polio, 
measles,  and  tuberculosis  immunization  require 
comment. 

Immunization  against  poUomyelitis— Because  of 
ease  of  administration  and  the  greater  duration  of 
immune  response,  the  oral  live  poliovaccine  is 
favored  over  the  inactivated  type  for  routine  im- 
munization in  infants.  Three  doses  of  the  trivalent 
vaccine  (types  1,  2 and  3)  are  recommended  for 
primary  inoculation  alternatively,  a single  dose  of 
each  of  the  three  strains  may  be  given  sejrarately 
at  intervals  of  about  six  weeks.  There  appears  to 
be  no  difference  in  effectiveness,  but  errors  of  ad- 
ministration are  less  likely  with  the  trivalent  form. 
With  either,  a trivalent  booster  should  be  given  in 
one  year  and  again  when  the  child  eitters  school. 
To  minimize  the  possibility  of  interference  by  en- 
teric viruses,  oral  vaccines  are  best  given  during 
the  cooler  months. 

Immunization  against  7neasles.—Novrua\  infants 
should  be  immunized  against  measles  at  nine  to  12 
months  of  age.  Either  live  attenuated  measles  vac- 
cine (Edmonston  strain)  plus  measles  immune 
globulin  or,  alternatively,  further  attenuated  live 
vaccine  (Schwarz  strain)  without  concomitant  im- 
mune globulin  administration  is  recommended. 
(Inactivated  measles  vaccine  should  be  used  when 
immunization  before  nine  months  of  age  is  con- 
sidered necessary,  and  in  children  with  debilitating 
diseases  or  with  a history  of  convulsive  disorders.) 

Immunization  against  tuberculosis.— The  Acad- 
emy of  Pediatrics  advises  administration  of  BCG 
vaccine  in  children  with  negative  tests  who  live  in 
or  are  going  to  areas  where  tuberculosis  is  prev- 
alent; or  who  are  likely  to  be  exposed  to  persons 
with  active  tuberculosis  or  tuberculosis  arrested  less 
than  five  years.  Where  possible,  BCG  should  be 
given  at  least  two  months  prior  to  expected  ex- 
posure, but  it  should  be  withheld  where  exposure 
is  more  imminent. 

Reprinted  from  The  Medical  Letter  on  Drugs 
and  Therapeutics,  New  York,  N.  Y.,  Vol.  8,  No.  5, 
March  11,  1966. 


Note  On  Cancer  Issue 

Dr.  Hemy  M.  Williams,  who  was  Guest  Editor 
for  the  June  and  July  issues  of  Connecticut 
Medicine  on  cancer,  was  assisted  by  the  follow- 
ing guest  editorial  board:  Marcus  E.  Cox,  Henry 
Eisenberg,  Robert  B.  Golbey,  Donald  P.  Shedd, 
and  Carl  von  Essen. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


DON’T 
TURN  YOUR 
BACK  ON 
OLD 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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A More  Practical  And  Simplified  Method  Of  Colonic 

Exfoliative  Cytology 

A Preliminary  Report 

Vincent  F.  Vacca.  M.D.  and  Vincent  A.  DeLuca,  Jr.,  M.D. 


■ The  continuing  high  incidence  of  carcinoma  of 
the  colon  emphasizes  the  necessity  of  effective  and 
practical  methods  of  early  diagnosis.  Exfoliative 
cytology,  of  established  importance  in  the  diagnosis 
of  cancer  in  other  organs,  should  be  equally  as 
effective  when  applied  to  tumors  of  the  colon.  Both 
Raskin^’  - and  Cameron^  have  shown  this  to  be  true. 
However,  the  complexity  of  the  procedure  has  kept 
it  from  being  adopted  for  general  hospital  use.  As 
usually  carried  out,  it  is  a long  and  tedious  pro- 
cedure, often  exhausting  to  the  patient,  recpiiring 
equipment  too  complex  for  use  on  a large  scale,  and 
not  of  the  least  importance,  is  occasionally  offensive 
to  the  personnel  who  perform  the  study. 

We  have  developed  a simpler  method  of  per- 
forming this  procedure  which  yields  readable  epi- 
thelial cells  in  high  numbers.  This  method  reduces 
the  total  time  of  the  procedure,  usually  eliminates 
the  need  for  multiple  cleansing  enemas,  and  re- 
quires the  presence  of  a physician  only  for  the 
sigmoidoscopic  examination.  It  also  includes  a 
simpler  method  for  deriving  the  cellular  material 
from  the  enema  fluid.  This  method  is  presented 
with  the  hope  that  it  will  be  more  widely  used, 
resulting  in  the  accumulation  of  more  information 
concerning  colonic  cytology  in  general,  with  clari- 
fication of  its  true  value  in  the  diagnosis  of  car- 
cinoma and  other  disease  of  the  colon. 

Procedure 

The  Itasic  procedure  for  cleansing  the  colon  used 
in  this  study  is  a modification  of  that  described  by 
Raskin.  (Procedure  I and  II).  The  patient  is  pre- 
pared with  a low  residue  diet  for  at  least  2 days  prior 
to  the  study.  A laxative  is  employed  in  moderately 
strong  doses,  given  the  afternoon  and  evening  before 
the  study.  In  the  majority  of  our  cases,  we  have  used 
Senokot  granules,*  4 tsp.  in  water  at  1:00  P.M.  and 
2 tsp.  in  water  at  6:00  p.m.  On  the  morning  of  the 
test,  the  patient  is  allowed  a liquid  breakfast. 

* SENOKOT  — standardized  senna  concentrate-Purdue- 
Frederick  Company,  Yonkers,  New  York. 

JVe  are  grateful  for  the  support  of:  The  American  Cancer 
Society,  Connecticut  Division,  The  Purdue-Frederick  Com- 
pany, Yonkers,  New  York. 


The  procedure  is  begun  with  a cleansing  enema 
which,  though  more  conveniently  done  on  a 
mechanical  examining  table,  can  also  be  done  in 
the  patient’s  hospital  bed. 

The  enema  is  given  with  the  patient  in  the  Sim’s 
jrosition.  The  fluid  volume  used  ranges  from  1200  to 
3500  c.c.  of  isotonic  saline,  according  to  the 
patient’s  tolerance.  By  changing  the  position  of  the 
patient  to  his  back  and  right  side,  the  entire  colon 
can  usually  be  cleansed. 


Procedure  I 


A— Preparation 

1. 

Low  residue  diet  for  2 days. 

2. 

Strong  laxative  day  before  study. 

3. 

Liqtiid  breakfast  day  of  study. 

B— Cleansing  Enema 

1. 

Sim’s  position. 

2. 

Enema— 1200-3500  cc.  saline. 

3. 

Position  patient. 

4. 

Evacuate  and  examine  fluid. 

5. 

Rest  for  1 1/2-2  hours. 

Procedure  II 

C— Diagnostic  Enema 

1.  Sigmoidoscopic  examination. 

2.  Insert  rubber  Ewald  tube  and  withdraw  scope. 

3.  In  Sim’s  position  instill  800  cc.  isotonic  saline. 

4.  Position  patient  on  back,  then  right  side. 

5.  Massage  abdomen  for  5 minutes. 

6.  Siphon  fluid  into  beaker  in  ice  bath. 

7.  Remove  mucus  clumps,  smear  and  fix  in  95  per  cent 
alcohol. 

8.  strain  fluid,  smear  remaining  mucus  and  fix. 

9.  Centrifuge  lltiid,  smear  sediment  button  and  fix. 

10.  Remove  Ewald  tube. 


DR.  VINCENT  E.  VACCA,  G.  I.  Fellow,  Griffin  Hospital, 
Derby,  Connecticut. 

DR.  VINCENT  A.  DELUCA,  JR.,  Assistant  Clinical  Pro- 
fessor of  Medicine,  Yale  Medical  School,  Chief  of  Medicine, 
Griffin  Hospital,  Derby,  Connecticut. 

With  the  technical  assistance  of: 

Alice  S.  Wynnick,  C.T.  (ASCP)  —Griffin  Hospital,  Derby, 
Connecticut, 
and 

Elizabeth  Bassi,  R.N.— Griffin  Hospital,  Derby,  Connecticut. 
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l-ollowins^  evaciialion  into  a l)edside  commode, 
the  return  fluid  is  then  examined  to  deteimiue  the 
(juantity  and  cliaracter  of  any  fecal  material  jjiesent. 
In  a well  ])iepared  patient,  the  llnid  itself  will 
have  a yellowish  tinge  and  there  will  he  very  little 
j)owdery  sediment  at  the  hcjttcjin.  One  cleansing 
enema  is  usually  sulluient.  However,  if  there  are 
large  lecal  particles  or  grcjss  fecal  matter  jjrescnt, 
a second  ( leasing  enema  may  be  necessary.  Rarely, 
a third  enema  was  used  in  this  series.  It  has  been 
our  experience  that  a total  absence  of  fecal  material 
is  not  an  absolute  preretjuisite  for  a good  study. 

1 he  patient  is  then  allowed  tcj  rest  in  his  own 
bed  lor  a jjeriod  ol  one  and  a hall  to  two  hours. 
I his  allows  the  surface  epithelium  of  the  colon  to 
“prepare  itscH’’  for  exfoliation  by  loosening  its 
intetcellidar  bonds,  a process  which  occurs  natur- 
ally, and  forttinately  lor  our  ptirposes,  occurs  much 
more  rapidly  in  malignant  tissues.  I'he  patient  is 
then  returned  to  the  examining  room  for  the 
diagnostic  enema. 

Diagnostic  Enema 

I his  portion  of  the  procedure  is  begun  with  a 
routine  sigmoidcjscopic  examination.  Then,  with 
the  sigmoidoscope  in  place,  a rubber  Ewald  tidje  is 
inserted  through  the  scope  to  approximately  35 
centimeters,  i.e.  about  10  cm.  beyond  the  tij)  of  the 
scope.  I his  insures  that  the  smaller  amount  of 
fluid  used  in  the  diagnostic  enema  will  pass  beyond 
the  natural  barrier  of  the  rectcjsigmcjid  curve.  The 
sigmoidoscope  is  then  removed  Iea\ing  the  ridtber 
tube  in  place. 

Using  the  same  left  sided,  head  clown  position  as 
belore,  800  cc.  of  isotonic  saline  are  instilled  through 
the  tube.  The  previous  positions  of  5 minutes  on 
the  back  and  10  minutes  on  the  right  side  are  then 
repeated  with  the  Ewald  tid>e  in  place.  Next,  the 
1 abdominal  cjuadrants  are  vigorcjusly  massaged 
lor  abcnit  5 minutes,  with  special  attention  be- 
ing  given  to  any  area  containing  a suspected  lesion. 

I he  patient  is  then  jdaced  again  on  his  left  side  and 
the  fluid  is  siphoned  out  through  the  Ewald  tube 
into  a liter  beaker  2/j  submerged  in  an  ice  bath, 
riie  fluid  will  usually  gush  cnit  in  response  to  the 
peristaltic  contractions  of  the  bowel.  Occasicjnally  it 
will  be  necessary  to  help  it  along  with  mild  air 
insidllation  with  a bulb  syringe.  The  fluid  thus  col- 
lected is  usually  found  to  ccjiitain  small  fecal  par- 
ticles or  powder  and  cjften  small  streaks  or  clumps 
of  blood  and  a variable  amount  of  clear  or  blood 
streaked  mucus  clumps. 

It  is  to  these  mucus  clumps  that  we  give  our  im- 
mediate attention.  'Ehis  mucus  is  removed  from  the 
beaker  by  means  of  a spatula,  forceps,  or  a bulb 
pipette.  .A  portion  of  this  mucus  is  immediately 
smeared  on  a frosted  glass  slide  with  a sj^atida. 


then  thinned  out  by  the  “two-slide  technicpie”  and 
(juickly  placed  in  !)5  per  cent  alcohol  for  later 
staining.  The  fluid  remaining  in  the  beaker  is 
then  carefully  straitied  thrcjugh  ati  ordinary  1 or  5 
inch  food  straitier.  .\ny  mucus  particles  remaining 
in  the  mesh  of  the  strainer  are  also  smeared  and 
fixed  in  alccjhol.  I'he  filtrate  is  placed  in  60  cc. 
plastic  centrifuge  tubes,  centrifuged  for  2 minutes 
at  2500  RPM  and  its  buttciii  smeared  and  fixed  the 
same  way.  I hits  we  have  3 possible  sources  of  cel- 
lular material. 

l ire  Ewald  tube  is  then  removed  and  the  patient 
is  returned  to  his  bed  for  a period  of  rest  and 
observation.  If  the  subject  is  an  out-patient,  a 
pericjcl  of  (observation  of  approximately  one  hour  is 
wise  befcore  allcowing  the  patient  to  leave  the  hos- 
pital.  This  will  vary,  of  ccour.se,  acccording  tco  the 
general  ccondition  of  the  patient. 

Each  part  cof  the  procedure  usually  requires  ap- 
proximately one  hour,  so  that  the  nurse  is  with  the 
patient  for  about  2 hours.  The  rest  period  in  be- 
tween and  the  period  cof  observation  following  the 
study  clco  add  to  the  total  time  fcor  the  patient, 
but  we  have  not  found  this  tco  be  a problem,  even 
with  out-patients. 

It  shoidd  be  emphasized  that  once  the  personnel 
is  trained  to  dco  the  prcocedure  properly,  the  physi- 
cian’s presence  is  recjuired  conly  during  the  sig- 
nioidcosccopic  examination. 

We  have  seen  that  the  success  of  this  method  is 
directly  prcoportional  tco  the  enthusiasm  of  the 
personnel  performing  the  study.  It  is  important  to 
the  final  results  of  the  study  that  the  nurse  is  in- 
terested enough  in  this  type  cof  work  to  be  willing 
to  face  the  pcossibility  of  an  (occasional  unpleasant 
and  dcownright  messy  accident. 

We  originally  trained  a Registered  Nurse  to 
perform  the  procedure,  and  she  has  since  taught 
other  nurses,  sco  that  we  now  have  a well  trained 
groiqo,  the  members  cof  which  can  replace  each  (other 
as  the  need  ari.ses. 

The  RN  now  makes  the  mucus  smears,  thus  free- 
ing the  cyto-technician  from  having  tco  be  at  the 
bedside  during  the  last  part  of  the  procedure. 

Two  cases  are  presented  tco  show  the  value  of 
the  method. 

Case  No.  1 

.\  fifty-two  year  old  woman  was  admitted  with  cramping 
abdominal  pain,  associated  with  nausea  and  vomiting  of 
one  week's  duration,  and  increasing  abdominal  girth.  In  IQ.'iG, 
she  underwent  radical  mastectomy  followed  by  bilateral 
ovariectomy  for  carcinoma  of  the  breast.  During  the  past  year, 
she  had  developed  progressive  constipation,  and  her 
abdominal  pain  actually  began  approximately  one  year  prior 
to  admission,  hut  was  not  of  concern  to  lier  until  recently. 
There  had  been  no  melena.  .She  had  undergone  .x-ray  therapy 
for  metastatic  lesions  in  the  liip. 
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Figure  I 

Normal  colonic  epithelialxells. 

Pertinent  findings  on  physical  examination  revealed  the 
abdomen  to  be  slightly  distended,  the  liver  was  enlarged 
ami  palpable  2 finger-breaths  below  tlie  right  costal  margin 
in  the  mid  clavicular  line.  Its  edge  was  sharp  and  smooth.  A 
fluid  wave  was  easily  felt.  Barium  enema  examination  re- 
vealed a narrowed  area  in  the  distal  transverse  colon 
thought  to  be  due  to  extrinsic  pressure.  Cytological  studies  of 
the  ascitic  Huid  failed  to  reveal  any  evidence  of  malignancy. 

Colonic  cytology  washings  produced  normal  epithelial 
cells.  Fig.  I. 

Coninient:  Fig.  I represents  an  example  of 
typically  normal  epithelial  cells  which  helped  to 
substantiate  the  impression  that  no  intrinsic  disease 
existed  in  the  colon. 

Case  No.  2 

An  80  year  old  white  male  was  admitted  complaining  of 
abdominal  pain  of  24  hours  duration.  Over  the  few  months 
prior  to  admission,  the  patient  noticed  progressive  con- 
stipation with  increasing  abdominal  distention,  anorexia, 
a ten  pound  weight  loss,  and  for  24  hours  had  been  unable 
to  pass  even  gas  per  rectum. 

Fie  was  a slightly  emaciated  elderly  man  in  a poor  nutri- 
tional state,  pale  but  not  dehydrated.  His  abdomen  was 
distended  but  soft.  Rectal  examination  revealed  no  masses, 
tenderness  or  blood.  Barium  enema  examination  showed  an 
obstruction  of  the  colon  at  the  junction  of  the  descending 
and  sigmoid  segments.  Colonic  cytology  washings  were  positive 
for  malignant  cells.  (Fig  II)  . 

Comment:  Fig.  II  rej^resents  an  example  of 
typically  malignant  cells  that  can  be  obtained  in 
colonic  washings  from  lesions  above  reach  of  the 
sigmoidoscope. 

Discussion 

I'he  examination  described  here  may  be  per- 
formed on  patients  with  diverticulosis,  diverticulitis, 
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Figure  II 

Malignant  colonic  epithelial  cells. 


colonic  polyjis,  unexplained  rectal  bleeding,  change 
in  bow'el  habits,  or  suspected  colonic  cancer.  Its 
place  in  the  study  of  patients  with  ulcerative  colitis 
remains  to  be  determined. 

Our  experience  at  this  time  reveals  that  smearing 
the  mucus  clumps  simplifies  the  technicjue  of  colonic 
cytology,  and  results  in  adetpiate  numbers  of  well 
preserved  epithelial  cells. 

Summary 

In  an  attempt  to  simplify  the  procedure  of 
colonic  exfoliative  cytology,  we  have  derived  a 
method  using  the  simple  smear  technique  of  mucus 
clumps  derived  from  a saline  enema  following  ade- 
(juate  bowel  preparation.  It  has  been  our  experience 
that  mucus  so  derived  contains  adecpiate  numbers 
of  well  preserved  epithelial  cells  representative  of 
those  lining  the  colon.  The  cells  found  in  the 
mucus  are  not  only  greater  in  number  than  those 
derived  by  other  techniejues,  but  are  consistently  of 
better  cjuality  than  those  derived  from  the  sedi- 
ment. The  procedure  is  introduced  with  the  hope 
that  it  will  be  more  widely  used  in  other  hospitals, 
leading  to  a valid  assessment  of  its  diagnostic 
potential. 
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Recent  Advances  In  Leukemia  Therapy 

Pasquale  E.  Perillie,  M.D.  and  Stuart  C.  Finch,  M.D. 


Introduction 

■ Despite  intensive  basic  and  clinical  research 
human  leukemia  remains  a dreaded  and  incurable 
disease.  Development  of  definitive  therapy  has  been 
hampered  by  a lack  of  knowledge  concerning  its 
etiology.  Although  there  is  much  to  suggest  viral 
transmission,  this  is  far  from  certain.  It  now  seems 
likely  that  leukemia  will  be  neither  prevented  nor 
cured  until  its  etiology  and  pathogenesis  are  clearly 
understood.  Despite  these  major  obstacles  some  bold 
and  ijromising  forms  of  therapy  recently  have  been 
developed.  .Some  of  these  new'  procedures  are  de- 
signed to  reduce  morbidity  but  most  are  directed 
toward  the  prolongation  of  survival. 

'This  report  is  concerned  primarily  with  a variety 
of  new'  forms  of  leukemia  chemotherapy  and  ad- 
vances in  the  held  of  supportive  therapy.  Most  of 
this  information  is  related  to  the  treatment  of  acute 
leukemia  but  w'henever  appropriate  its  application 
to  chronic  leukemia  w’ill  be  noted.  Conventional 
forms  of  leukemia  therapy  will  not  be  described 
since  they  have  been  adecpiately  reviewed  else- 
w'here.^"^ 

General  Remarks 

No  discussion  of  the  results  of  acute  leukemia 
therapy  is  complete  wdthout  careful  consideration 
of  the  characteristics  of  leukemia.  Not  infretjuently, 
published  reports  fail  to  provide  information  as  to 
jjatient  age,  leukemia  type,  duration  of  illness,  en- 
vironmental contacts,  family  history  and  a variety 
of  other  important  clinical  data.  It  should  be  ap- 
preciated that  children  with  acute  leukemia  develop 
spontaneous  remissions  and  remissions  in  response 
to  chemotherapy  much  more  easily  than  do  adults. 
On  the  other  hand,  elderly  persons  wdth  acute 
leukemia  not  infretjuently  are  unchanged  or  worsen 
in  response  to  therapy  with  conventional  chemo- 
therapeutic agents.  Thus,  the  ratio  of  children  to 
adults  in  any  group  of  acute  leukemia  patients 
under  study  may  profoundly  influence  the  outcome 
of  an  evaluation  study.  The  importance  of  the 
leukemia  type  is  emphasized  by  the  fact  that  acute 
lymphocytic  leukemia  at  any  age  usually  responds 
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better  to  therapy  than  any  other  type  of  acute 
leukemia.  Patients  with  acute  monocytic  leukemia, 
in  contrast,  almost  invariably  respond  poorly  to  all 
types  of  therapy. 

Certain  specific  laboratory  and  cytologic  charac- 
teristics of  the  leukemia  may  be  of  importance  in 
consideration  of  therapeutic  results.  .Some  recent 
stiulies  suggest  that  acute  leukemia  patients  with 
leukopenia  at  the  outset  do  better  than  those  with 
an  initial  elevation  of  the  white  count.-  Surprising 
also  is  the  observation  that  acute  granulocytic 
leukemia  patients  with  blast  cells  containing  Auer 
rods  respond  better  to  therajiy  than  do  those 
patients  with  blast  cells  devoid  of  Auer  rods.^ 
'I  herapeutic  response  in  relationship  to  either  the 
chromosomal  or  enzymatic  characteristics  of  leu- 
kemia cells  also  may  be  important.  For  example, 
bulsulfan  (Myleran)  therapy  probably  is  more  ef- 
fective in  patients  with  chronic  granulocytic 
leukemia  w'hose  leukemic  cells  contain  the  Phila- 
delphia chromosome  than  in  those  wiio  do  not  have 
this  abnormality^. 

Chemotherapy 

Recommended  forms  of  chemotherapy  are  con- 
stantly under  revision  but  recently  promising  residts 
have  added  considerable  substance  to  some  of  the 
new'er  concepts.  In  childhood  acute  leukemia  high 
initial  remission  rates  (80-90  per  cent)  are  achieved 
w'ith  drugs  that  otherwise  might  be  too  toxic  for 
prolonged  periods  of  therajjy.  Once  a child  has 
experienced  a remission,  .some  less  toxic  chemo- 
therapeutic drugs  are  usetl  for  maintenance  therapy, 
d'here  now  is  little  doubt  but  that  survival  of 
patients  on  maintenance  drug  therapy  is  better  than 
the  survival  of  patients  who  are  not  maintained  on 
chemotherapy  during  remission.  It  also  now  is  quite 
clear  that  if  relapse  develops  while  on  a particular 
drug  it  is  most  unlikely  that  that  drug  will  ever 
be  useful  again.  Although  a variety  of  new'  drugs, 
new  condiinations  of  drugs,  and  new  drug  schedules 
have  been  tried  in  adult  leukemia,  little  improve- 
ment over  the  old  schedules  has  been  attained. 
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The  five  most  commonly  used  drugs  in  the  specific 
treatment  of  acute  leukemia  are  prednisone,  metho- 
trexate (Amethopterin) , 6-mercaptopurine  (Purine- 
thol),  vincristine  (Oncovin)  and  cyclophosphamide 
(Cytoxan)  . The  first  three  compounds  mentioned 
have  been  used  for  the  past  10  years  or  more  and 
their  use  alone  will  not  be  discussed.  Experience 
rvith  the  other  two  agents,  however,  has  been  only 
during  the  past  several  years. 

Vincristine  is  a vinca-rosa  alkaloid  with  proper- 
ties which  suggested  initially  that  it  would  be  of 
particular  value  in  the  treatment  of  the  lymphomas. 
One  of  the  most  advantageous  features  of  vincris- 
tine is  its  megakaryocyte  sparing  effect  making  it 
particularly  usefid  when  thrombocytopenia  is  a 
problem.  Neurotoxicity  associated  with  prolonged 
administration,  however,  limits  its  usefulness  in 
lymphoma  therapy  but  it  has  become  important  in 
the  induction  of  remissions  in  children  with  acute 
lymphocytic  leukemia.®  Used  in  combination  with 
prednisone,  remission  rates  of  80  per  cent  or  more 
are  achieved  in  previously  untreated  patients.'^  Vin- 
cristine occasionally  may  induce  remission  in 
patients  resistant  to  other  forms  of  chemotherapy. 
Maintenance  vincristine  therapy  during  remission, 
however,  is  inadvisable  because  of  the  neurotoxicity 
jrroblem. 

Cyclophosphamide  (Cytoxan)  also  is  used  prin- 
cipally in  the  treatment  of  the  lymphomas,  but  it 
has  limited  value  in  the  therapy  of  acute  leukemia.® 
It  is  not  particularly  useful  in  the  acute  leukemias 
of  adulthood  but  occasionally  it  will  induct  a re- 
mission of  short  duration.  Cyclophosphamide  has 
few  projrerties  that  recommend  it  to  the  therapy  of 
the  acute  leukemias  of  childhood.  Bone  marrow 
toxicity  is  somewhat  erratic  and  alopecia  is  not  an 
uncommon  sequelae. 

New  Chemotherapeutic  Regimens 

The  simultaneous  administration  of  several  anti- 
leukemic agents  has  been  under  recent  intensive  in- 
vestigation. The  rationale  behind  combination 
chemotherajjy  is  based  on  several  concepts.  There 
is  evidence  that  the  five  commonly  used  anti- 
leukemic agents  do  not  interfere  with  the  action  of 
one  another.®  In  experimental  leukemia  it  has  been 
suggested  that  all  leukemic  cells  within  a specific 
animal  may  not  respond  to  the  same  agent.  The 
lack  of  indications  for  the  selection  of  the  appro- 
priate chemotherapeutic  agent  when  time  is  of  the 
essence  has  made  it  clinically  impractical  to 
sequentially  administer  the  available  antileukemia 
drugs  in  most  patients.  Finally,  there  is  the  possi- 
bility that  synergism  or  potentiation  will  enhance 
the  beneficial  pharmacological  activities  of  drugs 
without  proportionately  increasing  their  toxicity. 
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Clinical  trials  with  many  combined  treatment 
schedules  now  are  in  progress  and  new  ones  are 
being  devised  faster  than  the  old  ones  are  evaluated. 
One  of  the  first  major  forms  of  combined  therapy 
was  develoj^ed  at  the  National  Cancer  Institute  and 
has  become  known  as  VAMP.  The  name  is  derived 
from  simultaneous  use  of  vincristine  (V) , amethop- 
terin (A) , 6-mercaptopurine  (M)  and  prednisone 
(P)  . It  is  reported  that  VAMP  is  capable  of  in- 
ducing remissions  in  the  majority  of  adult  and 
childhood  acute  leukemia  patients  treated  to 
date.^®'^’^  Although  the  initial  remission  rate  is  high 
it  is  discouraging  that  the  duration  of  remission 
probably  does  not  exceed  that  of  other  conventional 
forms  of  therapy.  Others  have  not  found  this 
regimen  particularly  effective  in  adult  leukemia. 
As  would  be  expected,  the  toxicity  of  this  combined 
form  of  therapy  is  quite  high.  Recently,  Thompson, 
Hall  and  Moloney  have  reported  extremely  high 
adult  acute  leukemia  remission  rates  on  a slightly 
modified  VAMP  schedule.^®  It  was  felt  that  the 
lowered  dosages  employed  reduced  drug  toxicity. 

Another  form  of  combined  therapy  consists  of  the 
initial  simultaneous  use  of  vincristine  and  perdni- 
sone.  Patients  experiencing  remission  from  these 
agents  then  are  treated  sequentially  with  metho- 
trexate, 6-mercaptopurine  and  cyclophosphamide 
for  two  courses  or  cycles  of  therapy.  This  method  of 
bi-cyclic  therapy  has  been  designated  as  the  BIKE 
regimen. 

Other  forms  of  combination  therapy  under  in- 
vestigation at  present  are  POMP  (similar  to  VAMP 
except  that  massive  parenteral  doses  of  all  agents 
are  used)  and  PAP  (POMP  without  vincristine) 

Another  approach  to  improving  the  therapeutic 
results  in  acute  leukemia  has  been  to  vary  rather 
drastically  the  duration  and  intensity  of  treatment 
with  some  of  the  standard  chemotherapeutic  agents. 
It  now  is  thought  that  leukemic  cells  are  most  sus- 
ceptible to  destruction  if  they  are  exposed  to  ade- 
quate concentrations  of  toxic  drugs  just  prior  to 
mitotic  division.  On  conventional  schedules  there 
may  be  long  periods  of  active  celluar  division  when 
drug  levels  are  too  low  to  be  effective.  Consequently, 
the  new  dosage  schedules  are  designed  to  provide 
either  intermittently  higher  or  more  sustained  drug 
levels  than  are  achieved  by  conventional  schedules. 
Extremely  promising  results  have  been  obtained 
with  variations  in  the  use  of  methotrexate.  This 
agent  acts  by  binding  the  intracellular  enzyme, 
dihydrofolic  reductase.  This  results  in  irreversible 
damage  to  the  rapidly  proliferating  cells  by  block- 
ing their  ability  to  synthesize  nucleoprotein.  Early 
experiences  with  methotrexate  indicated  that  leuk- 
emic cells  although  initially  sensitive  to  its  action, 
soon  become  resistant.  Later  it  was  suggested  that 
either  higher  or  more  sustanied  initial  blood  levels 


563 


()1  iiictiiotrexalc  might  more  cflcctivcly  destroy  the 
leukemic  cells.  1 hus,  regimens  h;ive  been  devised 
which  prescribe  either  periodic  short  intensive  oral 
courses  or  iutermitteni  parenteral  injections  ol  large 
doses. 

llugley  has  repotted  relaticely  high  remission 
rates  in  a small  series  of  adult  patients  with  acute 
leukemia  with  short  intensive  oral  courses  cjf  metho- 
trexate.'’’ He  has  employed  repetiti\e  5 day  courses 
or  oral  therajty  every  (i-8  hours  alternating  with 
10  day  periods  of  no  therapy,  doxicity  tissociated 
with  this  regimen  has  been  high  and  cpiite  unpre- 
dicttible.  d’his  jjrogrtmi  deserves  further  evaluation. 

Execellent  resiths  with  a cyclic  form  of  combined 
long  term  therapy  have  been  rejjorted  by  Zeluzer.'*' 
Following  induc  tion  of  remission  with  prednisone 
and  ()-mercaptopui  ine,  remissions  are  maintained 
in  children  with  alterating  3 month  ccjurses  of 
methotrexate  ;nul  b-mercaj)topuriue. 

Considerable  success  has  been  achieved  both  in 
children  and  adults  with  bi-weeklv  intravenous  iu- 
jectioiis  of  methotrexate.''^  Toxicity  is  low  and  the 
remission  rate  is  cpiite  high.  The  recently  reported 
results  of  actite  leukemia  therapy  in  children  con- 
sisting of  an  initial  ccjurse  of  urednisone  and  vin- 
cristine followed  by  biweekly  parenteral  metho- 
trexate are  most  remarkable.''  Of  the  80  per  cent 
who  initially  enjoyed  completed  remission  about 
80  per  cent  are  alive  and  well  2-1  months  later. 

New  Chemotherapeutic  Agents 

Twcj  agents  under  clinical  evaluation  during  the 
past  few  years  are  methylglyoxal-bis-guanyl- 
hyclrazone  (niethyl-Ci.\G)  and  hydroxyurea.'^'" 
.\lthough  both  agents  have  shown  some  acticity  in 
severtil  forms  of  ;icute  leukemia,  especially  in  the 
l)lastic  phase  of  chronic  granulocytic  leukemia,  it 
a]j]zears  that  their  extreme  toxicity  will  limit  their 
usefulness. 

Cytosine  arabinosicle  is  a potent  inhibitor  of 
nucleic  acid  syntliesis  which  .shows  some  promise 
in  the  treatment  of  acute  leukemia.-"  This  com- 
pound almost  invariably  produces  a megaloblastic 
anemia  and  varying  degrees  of  thrombocytojjenia. 
Clceralion  of  the  gastrointestinal  tract  also  may 
occur.  Another  agent  of  potential  value  is  BCNU 
(bis  chloroethyl  uitrciso  urea)  . It  is  extremely  active 
in  rodent  leukemiti.-'  .Although  the  hematologic  re- 
s|K)iise  in  some  ticlult  patients  with  acute  leukemia 
has  been  facc^rable  the  delayed  systemic  toxicity  of 
r>C\l>  has  been  a serious  proldem. 

Irradiation 

External  iiracliation  has  proven  of  limited  value 
iti  the  treatment  of  acute  leukemia.  Generalized 
irraclituion  may  depress  the  bone  marrow  with  re- 
sultant thrombocytopeniti  and  bleeding,  but 
selected  local  thertipy  may  be  of  \alue.  Local  ir- 


radiation often  will  resolve  leukemic  infiltrates  in 
restricted  areas,  such  as  the  skin,  CNS,  salivary 
glands,  middle  ear  or  tonsils.  Recently,  attempts  to 
treat  leukemia  with  extracorjioreal  irradiation  have 
been  reported.--  I'he  technicpie  involved  allowing 
the  patient’s  lilootl  to  pass  throtigh  a coil  of  tubing 
while  e.xposed  to  ionizing  radiation  before  it  re- 
enters the  body.  I'o  date,  although  the  results  of 
this  form  of  treatment  of  patients  with  chronic 
lymphocytic  leukemia  have  been  encouraging,  little 
success  has  been  obtained  in  the  treatment  of  acute 
leukemia. -- 

Enthusiasm  has  waned  for  the  treatment  of  acute 
leukemia  with  total  body  irradiation  followed  by 
homologous  bone  narrow  transplantation.  In  vir- 
ttially  all  instances  the  transj)lantcd  bone  marrow 
has  been  rejected  and  the  leukemia  has  recurred. 
Recently,  howevei,  Mathe  has  reported  some 
[nobable  success  with  total  body  irradiation  fol- 
lowed by  ;ui  infusion  of  marrow  obtained  from 
several  neat  rehitives.-^  It  is  now  apparent  that  a 
better  understanding  of  basic  immune  mechanisms 
is  a preiecpiisite  to  the  further  use  of  this  form  of 
treatment. 

Supportive  Therapy 

Patients  with  acute  leukemia  die  almost  in- 
variably from  either  infection  or  hemorrhage.'  -' 
The  ccjmplications  may  be  the  consecjuence  of  either 
the  leukemic  process  or  vigorous  chemotherapy.  If 
supportive  therapy  will  sustain  these  patients  until 
either  therapy  is  effective  or  there  is  marrow 
recovery,  then  life  expectancy  may  be  appreciably 
increased. 

Infection  is  the  primary  cause  of  fatality  amongst 
our  acute  leukemia  jKitients.-"  Many  succumb 
rapidly  to  organisms  of  low  pathcjgenicity  which 
nourish  in  the  jtresence  of  an  incompetent  cellular 
defense  mechanism.-"-''  Infection  may  develczp 
abruptly  or  insidiously  and  dillerentiaticzn  between 
infection  and  the  leukemic  process  often  is  most 
dillicult.  Many  of  the  febrile  events  recpiire  the 
jMompt  institution  of  antimicrobial  therapy  after 
the  appiojniate  cultures  are  obtained.  Gontinuance 
or  alteration  of  antimicrobial  therapy  is  contingent 
on  the  residts  of  the  bacteriologic  cultures. 

I'he  most  common  forms  of  bacterial  infec  t icjn  in 
pjitients  with  acute  leukemia  at  present  are  gram 
negative  in  ty])e  (proteus,  coliform  and  pseudo- 
monas) In  the  past  decade  gram  positive  in- 
fectiezns  have  become  less  prevalent  clue  in  a large 
])art  to  the  development  of  penicillins  active  against 
penicillintise  pioducing  staphylococci.-"  Local  or 
disseminated  fitngal  infections,  especially  those  due 
to  the  Candida  group,  h:ive  become  a major  j^rob- 
lem.-'  The  probability  of  gram  negative  sej«is 
tilways  should  inlltience  the  initial  selection  of  anti- 
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biotics.  The  recent  availability  of  cephalosporines 
along  with  such  agents  as  kanamycin  and  colistin 
have  helped  to  improve  the  outlook  of  leukemia 
patients  with  bacterial  infections.-® 

Dramatic  temporary  control  of  infections  in  chil- 
dren with  acute  leukemia  has  been  achieved  through 
the  transfusion  of  granulocytes  obtained  by  means 
of  plasmapheresis  from  patients  with  chronic  granu- 
locytic leukemia.®®  The  transfer  of  greater  than 
10^®  granrdocytes  per  square  meter  of  body  surface 
is  necessary  for  therapeutic  effectiveness.  An  adult 
male  w'ould  require  the  white  cells  from  2-3  units 
of  blood  containing  200,000  leukocytes  per  cu.  mm. 
in  order  to  increase  his  peripheral  white  count  by 
1,000  per  cu.  mm.  Only  about  5 per  cent  of  the 
transfused  cells  are  accounted  for  in  the  circulation 
of  the  recipient.  About  50  per  cent  of  the  transfused 
granulocytes  are  lost  per  day.  The  unavailability  of 
adequate  numbers  of  leukocyte  donors  makes  these 
transfusions  of  little  general  practical  value. 

Isolation  of  acute  leukemia  patients  from  any 
bacterial  organisms  also  is  being  explored  as  a 
means  of  prolonging  life  by  preventing  infections. 
Patients  are  rendered  “germ  free”  wdth  anti- 
microbial and  antiseptic  agents  and  are  maintained 
in  “life  islands”  (man  sized  versions  of  the  plastic 
isolators  used  for  germ  free  animal  studies)  Some 
bacteria  free  patients  with  severely  aplastic  bone 
marrows  have  been  maintained  for  several  weeks 
under  these  circumstances.  Plans  for  consti'ucting 
large  germ  free  rooms  for  several  patients  now  are  in 
progress.  Although  early  results  are  encouraging 
the  ultimate  value  of  this  technique  is  uncertain. 

Protracted  and  severe  bleeding  in  patients  with 
acute  leukemia  almost  invariably  is  the  result  of 
thrombocytopenia,  usually  with  platelet  counts 
below  30,000  per  cu.  mm.®®’®®  The  transfusion  of 
adequate  numbers  of  viable  exogenous  platelets  will 
temporarily  correct  the  thrombocytopenia  and  stop 
the  bleeding.  About  80  per  cent  of  the  platelets  in 
carefully  collected  ACD  blood  not  more  than  6 
hours  old  will  be  recovered  in  the  blood  of  the 
transfused  recipient.  Platelet  rich  plasma  (PRP) 
behaves  in  a similar  fashion  but  the  recovery  of 
concentrated  platelets  is  only  about  50  per  cent  that 
of  fresh  whole  blood  or  PRP.  Similarly,  the  platelets 
in  blood  stored  at  4°  C for  24  hours  is  about  50 
per  cent  as  effective  as  fresh  whole  blood  or  PRP. 
The  platelets  in  older  bank  blood  are  worthless. 
Some  very  recent  studies  indicate  that  further  acidi- 
fication of  conventional  ACD  blood  will  decrease 
platelet  stickiness  so  that  the  recovery  and  survival 
of  platelets  in  jdatelet  concentrates  compares 
favorably  with  that  of  fresh  whole  blood  or  PRP.®^ 
The  loss  of  transfused  fresh  platelets  in  the  recipient 
is  30-50  per  cent  per  day.  Transfused  older  platelets 
will  disappear  much  more  rapidly. 


The  platelet  count  in  a 70  kg.  man  will  be  in- 
creased about  12,000  per  cu.  mm.  immediately  fol- 
lowing transfusion  with  500  cubic  centimeters  of 
platelet  rich  plasma  less  than  6 hours  old.  The  use 
of  older  blood  or  plasma  or  platelet  concentrates 
requires  the  transfusion  of  more  platelets  to  achieve 
the  same  initial  result.  When  either  anemia  or 
hypovolemia  as  associated  problems,  fresh  whole 
blood  usually  is  administered  initially.  In  most 
other  settings  platelet  rich  plasma  or  platelet  con- 
centrates are  preferred.  Except  in  extreme  emer- 
gencies ABO  and  Rh  compatible  blood  shoidd  be 
used. 

A frequent  finding  in  some  forms  of  leukemia  is 
the  overproduction  of  uric  acid  either  as  a part  of 
the  primary  disease  or  in  relation  to  therapy.  The 
major  complications  of  hyperuricemia  are  secondary 
gout,  renal  calculi  and  even  renal  tubular  obstruc- 
tion. Previous  prophylactic  therapy  employed  to 
prevent  the  precipitation  or  urate  stones  consisted 
of  the  forcing  of  fluids  and  alkalinization  of  the 
urine.  A new’  and  useful  method  of  preventing  such 
a complication  is  the  use  of  allopurinal  (Zyloprim)  . 
This  agent  decreases  serum  and  urine  uric  acid 
levels  by  blocking  the  enzyme®®’®®  xanthine  oxidase 
which  is  responsible  for  the  oxidation  of  hypoxan- 
thine  to  uric  acid. 

As  one  reviews  the  recent  advances  in  the  treat- 
ment of  leukemia  it  is  apparent  that  some  progress 
has  been  made  in  improving  the  prognosis  of  the 
leukemia  victim.  Perhaps  the  major  contributions 
are  the  improvements  in  supportive  measures.  The 
newer  methods  of  specific  treatment  may  be  of  prin- 
ciple value  in  providing  greater  numbers  of  thera- 
peutic options  than  ever  have  been  available  pre- 
viously. 
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Negative  Results:  Gold  Leaf  In  Cataract  Surgery 


■ The  successful  use  of  charged  gold  leaf  in  surg- 
ery rvas  recently  reportedd  This  report  was  received 
with  enthusiasm  as  opening  new  vistas  toward  the 
elimination  of  sutures  in  general  surgery.-’^  The 
eye  is  an  excellent  organ  on  which  to  observe  di- 
rectly the  fate  of  the  new  material.  It  therefore 
seemed  desirable  to  test  the  charged  gold  foil  in 
cataract  surgery,  in  the  hope  that  here  too  it  would 
replace  sutures.  The  residts  were  thought  to  be  of 
interest  to  the  general  surgeon  as  well  as  to  the 
ophthalmologist. 

Material  And  Method 

Following  the  procedure  of  Gallagher  and  Ges- 
chickter,  commercial  pure  gold  foil  (No.  4,  soft)  * 
was  obtained.  A rubber  comb  tvas  sterilized  by 
soaking  it  in  Zephiran  for  24  hours,  and  a camel 
hair  brush  was  autoclaved  with  the  surgical  instru- 
ments. 

Two  female  patients,  age  62  and  65  years,  were 
operated  upon  February  1965  for  uncomplicated 
senile  cataracts.  A limbus  based  conjunctival  llap 
5 mm.  in  width  was  prepared.  The  anterior  cham- 
ber was  entered  ab  externo  by  a shelving  incision 
with  a knife,  2 mm.  beyond  the  insertion  of  the 
conjunctiva  to  the  cornea.  A peripheral  iridectomy 
was  done,  and  the  cataract  delivered  by  tumbling 
with  an  erisophake.  Three  sutures  of  6-0  chromic 
catgut  were  placed  at  9:30,  12,  and  2:30  o’clock. 
Tw'o  gold  leaves,  5x5  mm.  in  size,  were  electro- 
statically charged  by  stroking  the  camel  hair  brush 
against  the  rubber  comb.  The  charged  gold  was 
placed  on  either  side  of  the  12  o’clock  suture,  so 
that  2 mm.  of  it  rested  on  cornea  and  3 mm.  on 
sclera,  bridging  the  incision.  Once  the  leaf  was  ad- 
herent to  the  globe  further  charges  were  conferred 
on  it  with  the  brush  to  enhance  this  adhesion.  The 
conjunctival  flap  was  then  pulled  over  the  gold 
leaves  and  over  the  corneoscleral  sutures,  and 
sutured  in  place. 

Results 

As  soon  as  the  gold  was  covered  with  conjunctiva 
its  firm  clutch  to  the  globe  seemed  to  loosen.  In 
both  cases  the  immediate  postoperative  course  was 
mild.  Neomycin  with  Dexamethasone  ointment  was 


* Manufactured  by  The  J.  M.  Ney  Company,  Hartford, 
Connecticut. 


Harry  H.  Mark,  M.D. 

instilled  once  daily  for  three  weeks.  Two  weeks 
postoperative  the  anterior  chamber  in  both  cases 
still  had  -[-2  cells.  Atropine  ointment  was  therefore 
added  once  daily.  The  anterior  uveitis  subsided  in 
the  hrst  case  after  5 weeks,  and  in  the  second  after 
six.  The  usual  conjunctival  injection  subsided,  too, 
except  around  the  buried  gold.  In  one  patient  the 
gold  then  pierced  the  conjunctiva  and  hnally  fell 
out  spontaneously  at  the  end  of  the  sixth  week.  In 
the  second  patient  the  gold  extruded  only  partially, 
and  was  removed  with  forceps  9 weeks  postoper- 
atively.  Visual  recovery  was  not  impaired. 

dlie  second  patient  received  her  permanent 
glasses  one  week  before  the  remains  of  the  extrud- 
ing gold  were  removed. 

Comment 

When  a camel  hair  brush  is  stroked  against  a 
rubber  comb  it  obtains  a positive  (-f)  charge.  The 
living  tissue  is  assumed  to  be  negatively  (— ) 
charged.  It  was  therefore  said  that  the  positively 
charged  gold  adhered  to  the  tissue  through  electro- 
static forces.  This  is  true  as  long  as  the  other  sur- 
face of  the  charged  leaf  is  exjrosed,  hence  its  use- 
fulness in  covering  skin  defects.^  If,  on  the  other 
hand,  the  gold  is  covered  by  tissue,  an  electric  cir- 
cle is  formed,  and  all  charges  cancel  each  other. 
This  seemed  to  have  been  the  case  when  the  con- 
junctiva was  pulled  over  the  gold  leaf  adherent  to 
the  globe. 

Gallagher  and  Geschickter  used  gold  foil  mainly 
to  cover  bleeding  areas,  and  it  is  thus  likely  that 
the  adhesion  of  the  gold  to  the  tissue  was  affected 
by  other  than  electrostatic  forces. 

The  eyes  have  tolerated  the  buried  gold  very 
w'ell,  although  the  postoperative  anterior  uveitis 
lasted  longer  than  usual.  No  adhesions  between  the 
gold  and  surrounding  tissue  were  observed.  The 
foils  finally  extruded  completely,  leaving  no  perma- 
nent sequelae. 

Summary 

Following  a report  on  the  utility  of  charged  gold 
foil  in  general  surgery,  its  fate  in  the  eye  was  in- 
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vesligatcd.  Eleclroslalically  cliargcd  gold  leaves 
were  placed  over  the  corneoscleral  incision  in  two 
cases  operated  ior  cataract.  Once  covered  with 
conjunctiva  the  gold  seemed  to  lose  its  hold  on 
the  nndeilying  tissue.  It  extruded  spontaneously 
thiongh  the  conjiincti\a  within  nine  weeks,  leav- 
ing no  secjnelae. 
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Breast  Problems  And  Oral  Contraceptives: 

A Clinical  Note 

Jean  E.  Morin,  M.D.  and  Ira  S.  Goldenberg,  M.D. 


■ The  concern  of  modern  man  with  overpopula- 
I tion  has  led  to  the  development  of  varied  contra- 
ceptive methods.  Mechanical  devices  to  prevent 
conception  have  been  used  for  many  decades  but 
in  recent  years  numerous  exogenous  endocrine 
preparations  have  been  developed  to  suppress 
ovulation  “physiologically,”  and  these  have  been 
widely  accepted  on  grounds  of  convenience,  esthe- 
I tics  and  proven  effectiveness.  Physicians  who  pre- 
scribe these  preparations,  however,  must  weigh 
these  three  factors  against  the  possibility  of  side 
effects  as  well  as  certain  adverse  physiological  re- 
sponses in  individual  patients. 

Previous  reports  have  suggested  the  development 
I of  problems  such  as  thrombophlebitis  resulting 
j from  use  of  these  drugs  but  most  have  later  been 
I demonstrated  to  be  fortuitous  association.  Never- 
j theless,  during  the  past  year  the  authors  have  en- 
countered a considerable  number  of  women  receiv- 
ing contraceptive  drugs  who  presented  themselves 
with  abnormalities  in  breast  tissue.  Most  women 
are  aware  of  the  high  incidence  of  breast  cancer 
and  any  breast  tissue  alteration  creates  immediate 
anxiety  about  cancer.  This  report  is  to  call  atten- 
tion to  the  pathophysiological  effects  of  the  usual 
estrogen-progesterone  contraceptive  preparations  on 
breast  tissue  and  to  emphasize  that  the  physician 
must  be  prepared  to  deal  with  these  alterations  for 
as  long  as  the  medication  is  administered. 

The  following  are  synopses  on  three  patients  we 
encountered  and  have  selected  as  typical  of  prob- 
lems involved: 

1 .  A 32-year-old  mother  of  two  children  who  had 
a long  history  of  psychiatric  disturbance.  Eight 
months  prior  to  our  evaluation,  a therapeutic 
abortion  was  performed  on  the  basis  of  mental 
disturbance.  An  oral  contraceptive  had  been  pre- 
scribed after  the  abortion  and  it  was  continued  for 
the  eight-month  period  to  the  time  of  her  initial 
visit  to  our  clinic.  During  the  early  months  of  the 
drug  administration,  a pruritic  dermatitis  was 
noted  over  the  left  breast,  abdomen,  axilla  and 
back,  and  for  two  weeks  prior  to  evaluation,  a small 
amount  of  yellowish  discharge  had  been  noted 
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emanating  from  the  left  nipple.  There  Avas  no 
associated  breast  pain. 

Physical  examination  revealed  both  breasts  to  be 
soft  and  non-tender  but  there  was  a diffuse  nodu- 
larity jrresent.  A small  amount  of  yellowish  mate- 
rial coidd  be  expressed  from  the  left  nipple.  There 
Avas  no  axillary  adenopathy  and  mammography  re- 
vealed no  abnormality. 

The  contraceptive  drug  was  discontinued  follow- 
ing which  the  breast  discharge  ceased  and  the 
nodidarity  of  the  breasts  cleared. 

2.  A 22-year-old  woman  Avho  delivered  a normal 
child  seven  months  prior  to  our  evaluation.  The 
contraceptive  was  prescribed  after  delivery.  After 
tAvo  months  of  therapy,  the  patient  noticed  left 
breast  discomfort  Avhich  she  at  first  ignored  but 
thereafter  the  breast  became  progressively  more 
uncomfortable  until  she  sought  medical  advice. 

Physical  examination  revealed  normal  breasts 
save  for  fine  nodularity  bilaterally,  more  marked 
on  the  left  side,  and  a small  tender  mass  was  palp- 
able in  the  left  breast.  There  was  no  lymphadeno- 
pathy.  Mammography  demonstrated  no  gross  path- 
ology. 

The  contraceptive  Avas  discontinued  and  the 
symptomatology  promjitly  resolved. 

3.  A 22-year-old  unmarried  woman  AAdio  had  a 
history  of  premenstrual  tension  from  menarche, 
manifested  mainly  by  engorgement  of  her  breasts 
which  became  tense  and  tender  cme  week  prior  to 
each  menstrual  period.  Dysmenorrhea  Avas  also 
present  with  local  and  systemic  symptoms.  To  re- 
duce these  problems,  an  oral  contraceptive  prepa- 
ration Avas  prescribed  by  her  physician  several 
months  before  our  evaluation.  Two  months  prior 
to  evaluation,  breast  tenderness  became  a constant 
symptom  and  a small  mass  Avas  noted  in  the  right 
breast,  lire  mass  was  most  marked  in  both  size  and 
tenderness  immediately  prior  to  menstruation.  No 
nipple  discharge  had  been  noted. 


DR.  JEAN  E.  MORIN,  research  associate  in  surgery,  Yale 
University  School  of  Medicine,  Netv  Haven,  Conn. 

UR.  IRA  S.  GOLDENBERG,  associate  professor  of  surgery, 
Yale  University  School  of  Medicine,  New  Haven,  Conn. 
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Pliysical  examination  revealed  bilateral  nodular- 
ity of  the  breasts  and  marked  tenderness  of  one 
nodule  in  the  right  breast.  There  was  no  lympha- 
denopathy.  Mammography  demonstrated  no  ab- 
normal masses. 

'I'he  hormonal  preparation  was  discontinued  with 
rapid  clearing  of  the  breast  nodularity. 

Discussion 

In  1889,  Schin/inger  first  called  attention  to  the 
relationship  between  the  ovaries  and  the  breasts, 
particidarly  as  related  to  breast  cancer.  He  coidd 
not  define  precise  mechanisms  of  association  and  it 
was  not  until  15)00  that  Knauer  first  demonstrated 
the  endocrine  activity  of  the  ovary  by  use  of  auto- 
transplantation technicjues.  In  1923,  Allen  and 
Doisey  laid  the  foundations  for  modern  gynecologi- 
cal endocrinology  by  inducing  estrus  in  immature 
animals  using  a potent  ether  extract  of  liquor 
folliculi  aspirated  from  hog  ovaries.  The  associated 
effects  on  breast  tissue  were  clarihed  in  succeeding 
years  and  it  is  now  recognized  that  ovarian  estro- 
gen and  progesterone  each  induce  specific  changes 
in  mammary  tissue.  These  changes  include  growth 
and  development  of  the  alveolo-lobular  and  ductal 
systems.  Postpartum  lactation,  however,  is  induced 
solely  by  pituitary  activity.  The  cyclic  interplay  be- 
tween the  hypophysis  and  the  ovary  is  responsible 
for  ovulation  and  menstruation,  cycles  in  which 
mammary  gland  alterations  participate  preparatory 
to  further  development  of  the  breasts  during  preg- 
nancy and  subsequent  lactation.  It  must  be  ac- 
cepted that  administration  of  estrogen-progesterone 
combinations,  which  have  the  physiological  effect 
of  suppressing  pituitary  induction  of  ovulation 
while  at  the  same  time  maintaining  regular  men- 


struation, will  also  involve  intermittent  mammary 
tissue  changes.  This  is  not  a side  effect  of  the  con- 
traceptive drug  but  rather  a physiologic  effect 
which  must  be  anticipated. 

Tender  breasts  which  become  nodular  due  to 
jiroliferation  of  alveoli  and  ducts  and  do  not  re- 
gress with  induction  of  “artificial”  menses  alert  the 
patient  that  something  is  amiss.  Fear  of  cancer,  en- 
hanced by  educational  programs  for  detection,  be- 
comes overtly  manifest  and  anxiety  increases.  Ex- 
amination by  a physician  confirms  the  presence  of 
diffuse  breast  nodularity  and  a decision  must  be 
made  as  to  the  need  for  surgical  biopsy.  It  is  diffi- 
cult for  a surgeon  to  decide  what,  if  anything, 
should  be  biopsied. 

As  the  use  of  contraceptive  drugs  intensifies,  in- 
creasing numbers  of  patients  are  presenting  with 
these  problems  and  the  physicians’  dilemma  with 
respect  to  management  of  such  women  is  increasing 
proportionally.  At  present,  however,  when  a patient 
presents  with  breast  masses,  it  seems  imperative  to 
ascertain  whether  contraceptive  medication  is  cur- 
rently being  taken  or  has  recently  been  discon- 
tinued. Cessation  of  the  drug  will  usually  bring 
about  regression  of  drug-induced  changes  within  a 
few  weeks  so  that  pathological  entities  can  be  bet- 
ter delineated.  Occasionally,  biopsy  of  a particular- 
ly suspicious  lesion  may  be  necessary  before  drug 
cessation,  but  in  most  instances  it  can  safely  be  de- 
layed until  medication  effects  have  regressed  and 
more  normal  breast  tissue  status  restored.  Breast 
cancer  can  coexist  with  benign  breast  disease,  irre- 
spective of  the  etiology  of  the  latter,  and  it  is  of 
the  utmost  importance  that  all  breast  tumors  be 
completely  eA’aluated  lest  cancer  be  overlooked. 


Never  mistake  common  sense  and  tact  for  dishonesty  and  deceit  but  always 
remember  the  possible  dire  consecjuences  of  showing  the  pity  you  may  feel  for  an 
incurably  ill  patient  and  the  tragedy  that  must  result  if  he  rather  than  a responsi- 
ble member  of  his  immediate  family  is  frankly  told  the  truth  when  hope  alone 
may  be  the  feeble  flicker  that  sustains  Life.— Henry  V.  Hopkins,  Principles  and 
Methods  of  Physical  Diagnosis,  p.  2,  AV.  B.  Saunders  Company,  Philadelphia 
and  London,  1965. 
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A Pause  To  Honor,  To  Reflect  And  To  Wonder 

On  June  20th  the  physicians  of  Litchfield  County  and  elsewhere  in  Connecticut,  with  their 
wives  and  guests,  took  time  from  their  practices  to  attend  the  Bicentennial  Celebration  at  Hotch- 
kiss School,  Lakeville,  Connecticut.  This  gathering  convened  to  commemorate  the  founding  in 
1767  of  the  Litchfield  County  Medical  Association  as  a pioneer  organization  conceived  prior  to 
the  Revolutionary  War  and  persisting  through  the  present  period  of  implementation  of  national 
legislative  measures  which  many  consider  a revolution  in  medical  care.  In  addition  to  the  observ- 
ance of  this  milestone  by  appropriate  ceremonies,  it  was  an  expressed  purpose  of  the  meeting 
to  provide  an  opportunity  to  survey  the  vast  progress  made  by  the  medical  profession  during 
this  span  of  200  years  and  for  rededication  of  the  members  to  the  continuation  of  the  highest 
quality  of  medical  care  under  the  free  enterprise  system. 

Those  who  drove  on  that  morning  along  the  winding  roads  through  the  hills  glimpsing  the 
panorama  of  the  verdant  countryside  unfolding  its  everchanging  pastoral  scenes  began  the  day 
with  a refreshing  treat.  One  passed  houses  more  than  a century  old  which  had  been  the  resi- 
dences of  illustrious  doctors  in  these  rural  communities  and  of  their  patients  who  had  contrib- 
uted much  to  our  nation.  Stopping  at  a famed  inn  which  had  served  many  of  them  in  the  past, 
it  was  inevitable  that  one  would  recall  tales  of  the  drama  of  their  lives  and  times.  It  provoked 
a degree  of  sadness  to  be  shaken  from  this  contemplative  mood  by  the  tolling  of  the  village 
church  bell  to  announce  that  suddenly  it  was  9:00  a.m.  in  1966  and  to  remind  us  that,  as  much 
as  we  might  enjoy  nostalgic  reveries  of  life  of  the  past,  realities  of  the  present  were  upon  us  to 
be  faced. 

It  was  fitting  that  the  convocation  was  held  at  an  institution  which  stands  as  an  edifice  of 
progress  in  education  at  a level  whose  significance  is  often  lost  sight  of  in  the  long  trail  of  learn- 
ing the  potential  doctor  must  follow  and  especially  in  a building  dedicated  to  “Whit”  Griswold 
who,  as  President  of  Yale,  gave  new  life  to  the  so-called  “secondary  schools.”  What  we  were  to  ex- 
perience on  this  day  was  an  extension  of  the  continuing  process  of  education  essential  to  all  physi- 
cians. The  symposium  included  documentary  historical  resumes  and  references  to  legacies  of  past 
contributions  to  clinical  medicine.  It  is  anticipated  that  these  will  be  recorded  in  detail  in  a 
later  issue  of  Connecticut  Medicine 

In  forecasting  the  future,  a well-qualified  participant  brought  into  sharp  contrast  the  nature 
of  the  practice  of  medicine  during  the  past  centuries  with  those  changes  in  medical  care  which 
may  occur  as  a result  of  burgeoning  scientific  knowledge  and  rapid  developments  in  technology. 
While  calling  attention  to  the  impending  age  of  the  computer,  the  availability  of  batteries  of 
diagnostic  tests,  and  the  application  of  the  team-approach  in  an  era  of  increasing  specialization, 
he  noted  the  continued  value  of  the  experienced  judgment  of  the  individual  doctor  and  need  for 
preservation  of  the  personalized  patient-physician  relationship. 

Sprinkled  with  pleasant  social  activities,  and  climaxed  by  an  evening  reception  highlighted 
by  the  conferring  by  the  Connecticut  State  Medical  Society  of  three  Honorary  Memberships  and 
two  Honorary  Degrees  in  Medicine  upon  citizens  who  have  made  notable  contributions  to 
medicine,  the  historic  celebration  was  indeed  a memorable  occasion. 

It  is  hoped  that  doctors,  in  cooperative  efforts  exemplified  in  the  past  by  the  Litchfield 
County  Medical  Association,  will  exercise  similar  zeal  in  the  next  century  to  meet  the  medical 
needs  of  the  public. 

Orvan  W.  Hess^  M.D. 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power —Two  tablets  in  vitro^ 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (l0  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St,  Louis,  Missouri  63102 


Bamadex®  Sequels® 

CoiUraindicaliom:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a Second  aid  for  a 

button  popper  button  popper 


^^BAMADEX  , 

*n-H 


Bamadex"  Sequels" 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


trade-mark  (S) 


things  go 

better,! 

^with 

Coke 


FORMULA- 


lENTOCAIN  LOTION,  MILD 


Alcohol  70% 

Benzocaino  10% 

Chloroform,  4 mins,  per  fluidounce. 


KiOEHTOCAIN  lotion  mild  makos  it  oasior  to  go  through 
MkO.  troublesome  teething  period.  A small  amount,  applied  with 
' * massage,  brings  quick,  soothing  relief  to  irritated  and 

hmlotned  gum  tissue,  aids  in  getting  infant  back  to  steep. 

Mtc  Moilte^  , , , 

' % J^viding  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
; * LOTION  MILD  grants  the  mother  greater  peace  of 

several  odditional  hours  of  necessary  rests 
ADULT  is  also  useful  in  providing  temporary  relief 
pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield , Conn.,  U.S.A. 


Professional  samples 
and  descnptive 
literature  sent  on 
request. 
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FORTY-FIRST  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 
and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 

Yale-New  Haven  Medical  Center  — Mary  S.  Harkness  Memorial  Auditorium 

333  Cedar  Street,  New  Haven 

Wednesday,  September  28,  1966 

9:00  Registration  (Coffee  will  be  served  in  the  lobby  until  9:30) 

Morning  Session 

9:45  ^V^ELCOME  and  Opening  Remarks— 

Orvan  W.  Hess,  Presidejit  Connecticut  State  Medical  Society 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT  OF  LIVER  DISEASE 

Gerald  Klatskin,  Nero  Haven,  Presiding 

10:00  Diagnostic  Procedures 

■\Vdlliam  A.  Tisdale,  Burlinglon,  Vermont 

10:30  Surgical  Management 

Louis  M.  Rousselot,  Nevj  York  City 

11:00  Panel  Discussion  and  Questions 
Moderator:  Gerald  Klatskin 

Panelists:  William  A.  Tisdale  and  Louis  M.  Rousselot 
11:45  Intermission 

12:00  Clinical  Pathological  Conference 

Philip  K.  Bondy,  New  Plaven,  Presiding 

Patholoa-ist:  Averill  A.  Liebow,  ATrc  Haven 
Radiologist:  Arthur  R.  Clemett,  Neto  Haven 
Discussant:  Gerald  Klatskin 

1:00  Luncheon 


Afternoon  Session 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT  OF  THROMBOEMBOLISM 

Stephen  B.  Sulavik,  Neio  Haven,  Presiding 

2:30  Problems  of  Diagnosis 

Arthur  A.  Sasahara,  Roxbury,  Massachusetts 

3:00  Medical  Management 

Alyron  Stein,  Providence,  Rhode  Island 

3:30  Surgical  Management 

Ralph  A.  Deterling,  Jr.,  Boston,  Massachusetts 

4:00  Panel  Discussion  and  Questions 
Moderator:  Stejihen  B.  Sulavik 

Panelists:  Arthur  A.  Sashara,  Myron  Stein,  and  Ralph  A.  Deterling,  Jr. 

I.imclieoii  for  visiting  physicians  will  be  served  in  tlie  cafeteria  of  the  Yale-New  Haven  Hospital,  Memorial  Unit. 

The  registration  fee  of  .|5.00  provides  for  admission  to  all  sessions  of  the  Congress.  Hospital  residents  and  interns  and 
medical  students  will  be  admitted  without  charge,  if  a statement  of  their  position,  signed  by  an  official  of  the  hospital  or 
school,  is  presented  at  the  registration  desk. 

PLAN  NOW  TO  ATTEND 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIHL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  AAedical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  coupon  today  I 


Underwritten  by: 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York.  N.Y. 

IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Ine. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


Dr 

Address 
City  or  town 


Zip  Coda 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 


Peter  F.  Villano 
Director  of  Public  Relations 


William  R.  Richards^  m.d._,  General  Manager 

160  St.  Ronan  Street,  New  Haven,  Conn.  Josephine  P.  Lindquist 

Telephone  865  0587  Assistant  to  General  Manager 


SUMMARY  OF  COUNCIL  ACTIONS 
Wednesday,  July  14,  1966 
I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were;  Drs.  Hess,  Bradley,  W.  Martin,  Gold- 
berg, Brandon,  H.  Caplan,  M.  Caplan,  Polivy, 
Rogol,  Grendon,  Egan,  Abbot,  Spitz,  Shepard, 
Ayres,  Cramer,  Fabro,  Grant,  and  Pelz.  Also  pres- 
ent were:  Mrs.  Lindquist,  Mr.  Villano  and  Dr. 
Richards.  Absent  were:  Drs.  Gardner,  Weise,  Sr., 
Hastings,  Nolan,  Ciccarelli,  Petrie,  Wilson,  Palom- 
ba  and  Roch. 

II.  Routine  Business 

Approval  Of  Minutes 

As  printed  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  May  25, 
1966. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  Active 
Members  of  the  Society: 

Frank  Mongillo,  5 Elm  Street,  New  Haven 
(NHCMA) 

Edwin  G.  Reade,  P.  O.  Box  226,  Watertown 
(LCMA) 

Charles  T.  Schechtman,  62  Dover  Road,  New 
Britain  (HCMA) 

Morris  Slater,  1100  Dixwell  Avenue,  Hamden 
(NHCMA) 

student  Membership 

It  was  VOTED  to  elect  to  Student  Membership 
the  following  Connecticut  resident  who  is  attend- 
ing the  school  of  medicine  indicated: 

Dominic  Michael  Elba,  137  North  Street,  Ham- 
den 

Pre-Med:  St.  Michael’s  College 
University  of  Rochester— Class  of  1969 
Parent:  Andrew  F.  Erba 

Appointment  Of  Representative— AMA  Conference 
On  Rehabilitation 

It  was  VOTED  to  request  Kurt  Pelz,  Walling- 
ford, to  attend  this  Conference  as  a representative 


of  the  Society.  The  Conference  will  be  held  at 
Chicago,  September  8-9,  1966,  and  the  AM  A will 
assume  the  travel  expenses  of  the  representative. 

Representative— Governor's  Advisory  Panel 
On  Exceptional  Children 

In  response  to  a recpiest  from  Governor  Demp- 
sey that  the  Society  appoint  a qualified  representa- 
tive to  serve  with  an  Advisory  Panel  to  Study  Legis- 
lative Needs  for  the  Education  of  Exceptional 
Children,  it  was  VOTED  to  direct  the  Chairman, 
Dr.  Martin,  to  discuss  the  request  with  the  Gover- 
nor and  select  a suitable  CSVIS  member  to  serve  on 
the  Panel.  Time  being  short  (meetings  of  the 
Panel  to  begin  on  July  15) , the  selectee  of  the 
Chairman  is  to  be  appointed  without  further  ac- 
tion by  the  Council. 

Representative— R.l.  Conference  On  Medical 
Aspects  Of  Sports 

On  recommendation  of  the  Committee  on  Acci- 
dent Prevention,  it  was  VOTED  to  authorize  Isao 
Hirata,  Jr.,  New  Haven,  to  attend  the  5th  Post- 
graduate Conference  on  the  Medical  Aspects  of 
Sports,  Kingston,  Rhode  Island,  August  18-19,  1966, 
and  to  reimburse  Dr.  Hirata  for  usual  expenses 
plus  the  tuition  fee  of  $35.  The  Committee,  of 
which  Dr.  Hirata  is  a member,  is  planning  a Con- 
necticut conference  of  similar  nature  to  be  held 
later  this  year.  A report  to  the  Council  on  the  pro- 
ceedings of  the  Conference  is  expected. 

Representative— AMA  Regional  Conference  On 
Disaster  Medical  Care 

It  was  VOTED  to  authorize  John  Shoukimas, 
Hartford,  Chairman  of  the  CSMS  Committee  on 
Disaster  Medical  Care,  to  attend  this  Regional  Con- 
ference, Boston,  July  23-24,  1966,  as  a representa- 
tive of  the  Society,  and  to  reimburse  Dr.  Shoukimas 
for  usual  expenses  incurred  by  his  attendance.  A 
report  to  the  Council  on  the  proceedings  of  the 
Conference  is  expected. 

Date  Of  Next  Meeting 

It  was  VOTED  to  authorize  the  Chairman,  in 
considtation  with  the  General  Manager,  to  call  the 
next  meeting  at  such  time  as  the  amount  of  business 
to  be  considered  is  sufficient. 
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III.  Old,  New  And  Special  Business 

Report— AMA  Conference  Of  State  Society 
Mental  Health  Representatives 

|amcs  (^.  Johnson,  Jr.,  llartloicl,  a nicinbci  ol 
the  C;SMS  Connnittee  on  Mental  Health,  filed  a re- 
port on  the  proceedings  of  the  12th  Annual  Con- 
ference of  .Mental  Health  Representatives  ol  .State 
.Medical  Societies,  (Chicago,  .March  18-19,  1996, 

which  he  attetided  at  the  recpiest  ol  the  Council,  ft 
was  V'O  TKl)  to  accept  Dr.  Johnson’s  report,  with 
ccjinniendatioti,  and  to  assure  that  all  members  of 
the  CiSMS  Committee  on  .Mental  Health  receive 
coj)ies  of  same  for  their  information. 

Report— CSMS  Delegate  To  The  New  Hampshire 
Medical  Society 

Cdiarles  C.  Verstandig,  New  Htiven,  filed  a report 
on  the  proceedings  of  the  New  Hampshire  Medical 
Society  meeting  (held  jointly  with  the  Vermont 
.Medical  Soc  iety),  Wentworth  - by  - the  - Sea,  New 
Hampshire,  May  22-25,  1966,  which  he  attended  as 
CiSMS  Delegate.  It  was  VOT  ED  to  accept  Dr.  Ver- 
standig’s  report,  with  commendation,  and  (since 
his  service  as  a Delegate  is  now  concluded)  to  thank 
him  for  .serving  the  Society  well  as  an  ofhcial  repre- 
seiiLalive. 

ft  was  further  VOT'ED  to  inform  tlie  New  Hamp- 
shire and  V^ermonl  .Medical  Societies  of  the  Coun- 
cil’s reaction  to,  and  concern  with,  the  V.MS  de- 
cision (noted  in  Dr.  Verstanclig’s  report)  to  make 
the  results  ol  the  V'MS  membership  “fee  profile” 
survey  avtiilahle  to  Blue  Cro.ss-Blue  Shield  (serving 
both  V'ermont  and  New  Hampshire)  hut  not  to 
“other  non-profit  organizations,  jnivate  insnrance 
carriers  or  to  physicians  as  individuals  or  groujis 
. . .”.  Commending  the  joint  intent  of  the  Societies 
that  the  profile  “not  he  used  to  esttihlish  a .so-called 
‘fee  schedule’,”  the  Ciouncil  expressed  doubt  as  to 
the  wisdom  of  limiting  availability  of  the  profile  to 
the  Blues  and  excluding  other  recognized  third 
party  agencies. 

Report— CS/VIS  Delegate  To  The  Medical  Society 
Of  New  Jersey 

E.  Tremaiti  Bradley,  Norwalk,  filed  a rejjort  of 
the  proceedings  of  the  200th  annual  meeting  of  the 
MSNJ,  .Atlantic  Ciity,  May,  l‘)66,  which  he  attended 
as  a CiSMS  Delegate.  It  was  X’OT'ED  to  accept  Dr. 
Bradley’s  report,  with  commendation,  and  to  call 
it  to  the  attention  of  the  members  of  the  .\d  Hoc 
(Committee  on  .Administrative  Organization  atul 
Planning,  who  presently  have  under  study  ways  and 
means  of  improving  and  making  more  eilective 
meetings  of  the  CS.MS  House  of  Delegates. 


Report— Committee  On  Cooperation  With  The 
Yale  School  Of  Medicine 

Edward  Nichols,  Hartford,  (diairman  of  the 
CCA'SM,  filed  a report  on  a meeting  (‘l/28/6())  of 
the  Connnittee  with  their  connterp;irts  from  Yale, 
at  which  plans  for  implementing  P.E.  89-2S9  (the 
DeBakey  legislation  on  heart  disease,  cancer,  stroke, 
and  related  disea.ses)  were  reviewed.  It  was 
\'()T'ED  to  accept  Dr.  Nichol’s  rejiort,  with  thanks, 
as  inforniatioti,  and  to  recpiest  him  and  the  mem- 
hers  of  the  Committee  to  keep  the  Ciouncil  in- 
formed of  progress  with  P.E.  89-2.S9  on  a continu- 
ing basis,  particnlarly  with  respect  to  plans  for 
assuring  a maximum  amount  of  (larticipation  by 
physicians  engaged  in  the  private  practice  of  medi- 
cine. 

Report— Council  Representative  To  Meeting  Of  The 
American  College  Of  Surgeons 

As  recpiested  by  the  (Council  (5/25/(i6)  , Charles 
Policy,  Hartford,  filed  a report  on  the  proceedings 
of  an  organizational  meeting  (to  form  a Cionnecti- 
cnt  Chapter)  of  the  ,\nierican  College  of  .Surgeons, 
New  Haven,  June  2,  l!)6(i.  It  was  \’()T'ED  to  accept 
Dr.  Policy’s  re]iort,  with  thanks,  as  information, 
noting  that  a Connecticut  Chapter  of  .ACS  has  now 
been  formed  as  a “forum  for  consideration  of  mat- 
ters of  ethical,  economic,  social  and  political  im- 
portance allecting  the  care  of  the  surgical  patient” 
and  that  the  audience  (of  .ACS  niember.s)  “was 
pleased  to  know  of  the  (Council’s  interest  . . . and 
imitation  (to  .-VCS)  to  work  with  the  .Advisory 
Committees  of  CiS.MS  in  the  pursuit  of  (the  Cliaji- 
ter’s)  ^nirpose.” 

Report— Delegate  To  The  Maine  Medical  Association 

Sydney  I.nria,  Bridge]iort,  filed  a brief  report  on 
the  annual  meeting  of  the  Maine  Medical  .Associ- 
ation, June,  1966,  which  he  attended  as  a Delegate 
from  CSMS.  It  was  VOT'ED  to  accept  Dr.  I.uria’s 
report,  with  thanks,  as  information. 

Selection  Of  Date  And  Place  For  1967  Annual  Meeting 

.\fter  considering  all  reasonable  alternatives 
presently  available,  it  was  \’OT'ED  to  hold  the 
1967  .Annual  Meeting  at  the  Statler  Hilton  Hotel, 
Hartford,  .April  25-27,  1967. 

Report— Committee  On  Building  Management 

T he  Committee,  having  reviewed  the  premises 
of  the  Society’s  headc|uarters  building,  recom- 
mended that  the  Iniilding  be  painted,  inside  and 
out,  and  that  certain  alterations  and  refurbishing 
be  undertaken.  .Accept ing  the  Committee’s  re])ort, 
including  a choice  (among  five  bidders)  of  a paint- 
ing contr.'ictor,  the  Council  \'OT'ED  to  authorize 
the  expenditure  of  up  to  .lb, 009  of  funds  set  aside 


578 


CoN.NEcrricarr  .MiiitcaNi-,,  .Aucmsr,  1966 


i'or  Building  Depreciation  lor  the  redecorating,  al- 
terations, etc.  recommended  by  the  Committee. 

Request— Committee  On  Postgraduate  Education 

It  was  VOTED  to  approve  a request  of  the  Com- 
mittee that  authorization  be  given  to  dedicate  the 
19o6  Clinical  Congress  to  the  memory  of  John  C. 
Leonard,  M.D.,  Hartford,  late  Director  of  Medical 
Education  at  the  Hartford  Hospital  and  Clinical 
Professor  of  Afedicine  at  the  Yale  School  of  Medi- 
cine, and  longtime  active  member  of  the  CSMS 
Committee  on  Postgraduate  Eduaction. 

Report— Committee  On  Aging 

The  Committee  on  Aging  filed  a comprehensive 
report  on  its  study  of  the  problem  of  arranging 
utilization  review  committee  coverage  for  extended 
care  facilities  in  Connecticut.  The  report  was 
drafted  after  lengthy  discussions  were  held  with 
representatives  of  the  Connecticut  Chronic  and 
Convalescent  Hospital  Association,  the  State 
Health  Department  (which  certifies  nursing  homes 
for  participation  in  Medicare  A)  , and  others. 

Acting  on  the  three  major  sections  of  the  re- 
port, the  Council  VOTED: 

(a)  To  approve  a series  of  six  “principles”  form- 
idated  by  the  Committee  recommended,  as  guide- 
lines for  utilization  review  committees  for  extended 
care  facilities,  as  folloivs: 

1.  The  Committee  on  Aging  hereby  goes  on 
records  as  underwriting  the  principle  of  the  private 
practice  of  medicine  and  the  total  responsibility 
of  the  physician  for  the  care  of  his  patient  without 
interference  and  modification  by  third  parties. 

2.  d'he  Committee  on  Aging  goes  on  record  as 
approving  the  principle  of  utilization  committees 
for  extended-care  facilities. 

3.  The  validation  for  the  care  of  patients  in  ex- 
tended-care facilities  (ECF)  shall  be  determined 
by  the  utilization  committees  composed  of  physi- 
cians only,  in  the  best  interest  of  all  patients. 

4.  The  Committee  on  Aging  has  been  charged 
by  the  Council  of  the  Connecticut  State  Medical 
Society  with  the  responsibility  for  setting  up  guide 
lines  under  which  utilization  committees  for  ex- 
tended-care facilities  will  function. 

5.  The  Committee  on  Aging  of  the  CSMS  ap- 
proves of  the  reimbursement  of  physicians  serving 
on  utilization  committees  in  extended-care  facil- 
ities, such  reimbursement  to  be  charged  to  the 
government  or  appropriate  fiscal  intermediary  as  a 
compensable  cost  of  hosjaital  care  under  parts  18A 
and  19,  P.L.  89-97. 

6.  The  Committee  on  Aging  recognizes  the  need 
for  communication  between  this  committee  and 


(lie  physicians  of  Connecticut  to  promote  the 
recognization  of  their  obligation  to  provide: 

1)  continued  high  quality  medical  care  and, 

2)  compliance  with  the  principle  established 

above. 

(b)  'Eo  authorize  the  Committee  on  Aging,  on 
request,  to  assist  an  extended  care  facility  or  a 
related  group  of  extended  care  facilities  to  obtain 
a satisfactory  utilization  review  committee,  com- 
posed of  physicians,  and  to  contact,  when  necessary, 
county  medical  associations  and/or  local  medical 
societies  for  the  purpose  of  oittaining  their  cooper- 
ation in  hnding  physicians  willing  and  able  to 
serve  on  such  committees  for  extended  care  facil- 
ities in  the  cotinty  or  local  area  concerned. 

(c)  To  authorize  the  publication  in  the  Journal 
of  a snitably-wordetl  notice  (to  be  worked  out 
jointly  by  Dr.  Pelz  and  the  General  Manager)  urg- 
ing physicians  to  report  to  the  Committee  on  Aging 
instances  in  which  it  is  believed  that  old  people 
are  being  taken  advantage  of  or  are  not  getting 
value  received  from  the  providers  of  goods  and 
services. 

Formation— A Fiscal  Advisory  Committee  To  The  Council 

Acting  on  a suggestion  offered  by  Charles  Polivy, 
Hartford,  it  was  VOTED  to  authorize  the  forma- 
tion of  a “fiscal  advisory  committee,”  its  functions 
to  include  furnishing  continuing  advice  to  the 
Council  on  all  fiscal  matters  and  to  serve  as  the 
budget  ccmimittee  which  advises  the  Council  con- 
cerning the  preparation  of  the  annual  budget  and 
the  fixing  of  membership  clues  for  each  ensuing 
fiscal  year.  It  was  further  VOTED  to  direct  the 
Chairman  of  the  Council  to  appoint  such  a com- 
mittee, and  to  name  the  Treasurer  the  chairman 
thereof.  In  brief,  it  is  intended  that  the  committee 
shall  (in  addition  to  its  duties  as  the  budget  com- 
mittee) give  prior  review  to  all  proposed  expendi- 
tures which  are  not  specifically  provided  for  in  the 
budget,  and  to  make  recommendations  to  the  Coun- 
cil concerning  same. 

Review  Of  Malpractice  Suits  In  Connecticut 

Introduced  by  |.  Alfred  Fabro,  Torrington,  it 
was  VOTED  to  adopt  a motion  as  follows: 

IT  IS  MOVED:  That  the  CSMS  Conference 
Committee  with  the  Connecticut  Bar  Associ- 
ation submit  a report  to  the  Council,  in  a 
reasonable  time  as  determined  by  it,  preferably 
within  the  year,  on  medical  malpractice  in 
Connecticut. 

It  would  include,  but  not  be  restricted  to  the 
following: 

(i)  The  number  of  cases  in  Connecticut  during 

the  last  several  years. 
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(a)  Whether  the  legal  suits  in  nialpractice  tire  or 
tire  heeoniing  a problem,  or  are  increasing. 

(15)  Does  the  (Committee  lielieve  we  in  Connecti- 
ent  should  tulopt  ti  plan  lor  “impartial”  testi- 
mony as  has  been  adopted  by  the  Medical  Soci- 
ety iincl  the  Supreme  Court  of  New  jersey?  The 
]trinciple  of  “nonpartisan”  panels  has  been  en- 
dorsed by  the  A.M.A.  (icjhi). 

(.j)  Any  inlormaticju  or  suggestions  as  to  the  re- 
liitionshi]«  of  insurance  carriers  to  the  profes- 
sion, and  as  to  the  relationshijis  between  the 
legid  and  medical  professions  in  this  field. 

(5)  Any  recommendations  and  iidormation 
which  the  Committee  feels  should  be  of  interest 
or  help  to  the  Council  in  fulfilling  its  responsi- 
bility tcj  the  legal  and  medical  jjrofe.ssions  and 
to  the  public  in  this  field. 

Resolution— Cancer  Coordinating  Committee 

As  jtroposed  by  the  CSMS  Cancer  Coordinating 
(Committee,  it  was  VOTED  to  adojtt  a resolution 
concerning  the  Connectic  ut  Tumor  Registry  which 
“resolves”  that  all  physicians  be  urged  to  continue 
to  report  cases  of  neoplastic  disease  to  the  Registry 
(diagncjsis,  therapy,  follcnv-up,  etc.),  particularly 
with  reference  to  the  therapy  and  progress  of 
ptitients  treated  on  an  outpatient  basis  (in  the 
jdiysician’s  office,  etc.)  with  radiation  and  the 
newer  chemical  agents.  As  adopted,  the  resolution 
will  be  embodied  in  a letter  to  be  sent  to  all  prac- 
titioners by  the  State  Health  Department,  and  will 
also  be  featured  in  an  early  issue  of  the  Journal. 

Pursuant  to  the  disettssiem  prompted  by  the  reso- 
lution, it  was  further  VOTED  to  incjuire  of  the 
d'umcjr  Registry  what  provisions  are  made  for  fol- 
lowing registered  patients  who  leave  Connecticut 
and,  conversely,  what  jtrovisions  are  made  to  pick 
up  cases  coming  ter  Connecticut  from  other  ]jlaces. 

Proposal— Office  Of  Dependents  Medical  Care 

Having  been  informed  that  legislation  is  now 
under  considenition  by  the  Congress  to  expand  the 
scope  of  the  DMC  Program  (formerly  Medicare)  b\ 
adding  outptitient  services  for  the  dejrendents  of 
active  military  persomtel,  care  for  the  mentally  re- 
taicled  and  physically  handicapped  children  of  ac- 
tive jrersonnel,  and  comprehensive  medical  care  for 
retiretl  |rersonnel  and  t//eir  dependents,  the  Coun- 
cil was  asked  by  ODMC  officials  if  the  Society 
would  “desire  to  continue  its  contractual  relation- 
ship (with  ODMC)  in  the  administration  of  the 
expanded  program.” 

Noting  that  authorization  to  exjKuul  the  Pro- 
gram had  apparently  not  yet  been  grantetl  by  Con- 
gress, the  Council  VOTED  to  refer  the  proposal  to 
the  Athisory  Committee  on  Dependents  Medical 
Care  Program  for  study  and  report,  informing  the 
Committee  that  the  Cfouncil  is  disposetl  tiof  to 


lavor  siuh  expansion  or  to  consitler  such  expansion 
unless  and  until  ODMfi  has  agreed  to  adopt  re- 
imbursement policies  which  are  in  keeping  with 
the  Society’s  principles  of  “usual  and  customary 
fees,  as  determined  at  local  level.” 

Request  For  Opinion — CS/\1S  Section  On  Ort/iopaec^ics 

Notice  was  received  from  Charles  T.  Elynn,  Jr., 
Meriden,  Secretary,  that  the  members  of  the  Section 
on  Orthojjaedics  feel  that  the  Section  might 
“achieve  better  identification  and  stature”  if  it 
were  known  as  “The  Connecticut  Orthopaedic 
Society”  and  recjiiest  the  opinion  of  the  Council 
as  to  whether  such  a change  in  name  would  be 
jjermi.ssible  under  the  CSMS  bylaws.  Assurance 
was  given  that  the  Section  wished  “to  remain,  as 
always,  a sub-group  of  the  parent  organization 
(CSMS)  .” 

VMicing  no  objection  to  the  proposal,  as  such, 
the  Council  VOTED  to  convey  to  the  Section  the 
opinion  that  the  }jre.sent  bylaws  retjuire  that  sec- 
tions of  the  Society  be  called  “Sections,”  and,  there- 
fore, that  the  proposed  change  in  name  to  “The 
Connecticut  Oilhopaedic  Society”  would  not  be 
permissible. 

Resolution— CSMS  Section  On  Orthopaedics 

Projtosed  by  the  Section,  it  was  VOTED  to  adopt 
;i  resolution  on  automotive  safety  legislation  as 
fol  low's: 

W’hereas:  T he  number  of  people  killed  in  traffic 
accidents  has  increased  i8  per  cent  in  the  past  three 
years;  and 

W'hereas:  T his  unprecedented  traffic  toll  has  oc- 
curred in  sjtite  of  the  vigorous  and  faithful  efforts 
of  the  National  Safety  Council,  its  Icrcal  chajtters, 
the  multitude  of  state  and  local  police  authorities, 
and  many  other  public  and  jjrivate  agencies  that 
have  worked  for  improved  traffic  stifety;  and 

Whereas:  The  development  and  use  of  automo- 
tive safety  devices  and  design  features  has  received 
little  attentiem  or  use  by  the  motoring  public;  and 

W’hereas:  Legislation  has  been  the  only  success- 
ful means  of  introducing  safety  devices  and  design 
letitures  as  evidenced  by  safety  belts  which  are  in- 
stalled in  all  new  cars  and  are  legally  re(|uired  in 
24  states:  and 

Whereas:  The  Federal  gervernment  has  estab- 
lished safety  standards  for  government-purchased 
cars  beginning  with  the  1967  models;  and 

W'hereas:  The  Federal  government  is  diligently 
develojnng  and  revising  these  standards  as  new 
knowledge  is  made  available  through  research 
and  experience;  and 

W’hereas:  These  staiulartls  will  reduce  the  in- 
cidence of  accidents  and  severity  of  injuries  caused 
by  accident;  therefore  be  it 
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Resolved:  That  the  Connecticut  State  Medical 
Society  vigorously  support  the  legislation  which 
will  apply  safety  standards  to  all  new  cars  and 
which  will  design  and  test  a prototype  safety  car 
and  thus  develop  new  safety  standards;  and  be  it 
further 

Resolved:  That  the  Connecticut  State  Medical 
Society  through  our  elected  delegates  submit  a 
similar  resolution  to  the  American  Medical  Asso- 
ciation House  of  Delegates  at  its  next  regularly 
scheduled  meeting  and  that  copies  of  this  resolu- 
tion be  sent  to  President  Johnson  and  Governor 
Dempsey. 

CSMS  Policy  On  Direct  Billing  Under  Medicare  B 

Having  heard  the  reports  on  pertinent  actions  of 
the  AMA  House  of  Delegates  (June  26-30),  and 
having  reviewed  present  policies  of  the  Society  with 
respect  to  acceptable  and  preferred  methods  of  re- 
imbursing j:)hysicians  for  their  services  under  all 
government-operated  medical  care  programs,  the 
Council  VOTED  to  adopt  a motion  on  “direct 
billing”  as  follows: 

It  Is  Moved:  That  the  Council  of  the  Connecti- 
cut State  Medical  Society  find  that  direct  billing 
of  the  patient  by  the  physician  for  services  ren- 
dered under  Part  B of  the  Medicare  Law,  being 
both  legal  and  ethical,  is  the  preferred  method  of 
obtaining  reimbursement  for  such  services;  and  it 
is  further 

Moved:  That  the  Council  strongly  commend 
such  direct  billing  to  the  members  of  the  Society 
as  the  preferred  method  for  their  use,  and  through 
CONNECTICUT  M.D.  and  CONNECTICUT 
MEDICINE,  fully  inform  the  members  of  the  ad- 
vantages to  the  physician  and  the  patient  of  direct 
billing  vs.  the  acceptance  of  assignment  of  bene- 
fits. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  July 
14,  1966.  Detailed  minutes  of  the  nieetmg 
are  on  fde  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 


PLACEMENT  WANTED 

G.P.— with  2 years  training  in  Internal  Medicine, 
8 years  practice  in  medicine,  washes  opportunity  as 
associate  in  Southern  Conn.  Will  consider  salaried 
position  leading  to  partnership  or  position  in  In- 
dustrial Medicine  or  a hospital  appointment. 

OBS.-GYN.— 35  years  of  age.  Board  eligible,  mili- 
tary obligations  completed.  University  trained, 
would  like  to  form  either  an  association  or  join  a 
group  practice. 


ANESTHESIOLOGIST-40  years  of  age.  Board 
eligible,  Connecticut  license.  Military  obligations 
completed,  would  like  to  associate  wdth  another 
physician  or  in  an  institution. 


PLACEMENT  OPPORTUNITIES 

PEDIATRICIAN— Another  Pediatrician  to  join 
a multi-specialty  group  in  New'  Britain.  Board  cer- 
tification or  eligibility  and  Connecticut  license  or 
eligibility  for  licensure  required. 

G.P.  OR  INTERNIST  wanted  for  full-time  or 
part-time  practice  with  another  physician  in  the 
Stratford,  Connecticut  area.  No  investment  needed. 
Net  income  $25,000  to  $35,000. 

MEDICAL  EDUCATION  DIRECTOR  - Eull- 
time  Director  w'anted  for  190-bed  expanding  hospi- 
tal that  will  include  400  beds.  Salary  open.  Report 
to  Chairman,  Medical  Education  Committee,  Mt. 
Sinai  Hospital,  Hartford,  Connecticut  06112. 

WANTED— General  Practitioner  or  Internist  for 
General  Medical  and  Surgical  Accredited  State 
Veterans’  Hospital.  Duties  are  those  of  ward  officer 
on  a general  medical  ward.  Older  physicians  are 
acceptable,  many  fringe  benehts  such  as  housing 
and  maintenance  are  at  minimal  cost.  Salary  range 
$13,040  to  $17,040.  Apply:  Personnel  Officer,  State 
Veterans  Home  & Hospital,  Rocky  Hill,  Connecti- 
cut. 

PSYCHIATRIC  RESIDENCIES  available  in  a 
state  hospital,  comprehensive  treatment  facility  for 
Central  Conn,  area,  associated  with  Yale  University 
Department  of  Psychiatry  & Neurology,  which  pro- 
vides supervision  in  hospital  and  opportunities  for 
training  in  areas  of  special  interest.  Psychoanalytic 
training  available  at  Western  New'  England  Psycho- 
analytic Institute.  Personal  analysis  encouraged  and 
can  be  arranged.  Salary  scale:  1st  Year,  $8160  to 
$8800;  2nd  Year,  $8400  to  $9440;  3rd  Year,  $9180  to 
$11,100.  Many  fringe  benefits,  openings  available  at 
1st,  2nd  and  3rd  Year  levels.  Please  send  full  resume 
with  first  letter  to  John  F.  Lowney,  Jr.,  M.D.,  Super- 
intendent, Connecticut  Valley  Hospital,  Box  351, 
Middletown,  Conn. 

PSYCHIATRIST  - Needed  for  a community 
oriented  mental  hospital,  to  direct  service  within  a 
300-bed  comprehensive  mental  health  unit,  which 
is  one  of  several  in  a 2,000  bed  State  mental  hos- 
pital. Opportunity  for  teaching,  clinical  work  and 
research.  Has  to  develop  and  direct  team  of  social 
workers,  psychiatric  residents,  psychologists  and 
more  than  80  nursing  staff  personnel.  O.P.D.,  day 
care,  in-patient  consultation  and  emergency  care 
available.  Opportunity  for  association  w'ith  Wes- 
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Iey;m,  and  I'niversily  ol  Conn.  Salary:  I>l  1,210- 
,'>20.000,  dc|)Ciuling  on  c|iialirKalions  and  exper- 
ience. Excellent  Iringe  benefits  and  annual  leave  to 
attend  medical  cone enlions.  All  parlicnlais  shotild 
be  in  first  letter,  iiulitcling  relereiices.  .Apply— joint 
E.  Lowiiey,  Jr.,  .\I.I).,  Snpt.,  (ionnec  tic  ttt  X'alley  Hos- 
pital, Micldlelowii,  Conn.  Obl.aH. 

I*.\  EHOEOC.IS'E  — Enll  or  hall-time  to  direc  t 
clinical  laboratory  in  a 2,S00-becl  mental  hospital. 
.\mple  ojtportnnity  lor  research  and  teaching  avail- 
able. Well  ecpiijtped  and  staffed  laboratory,  em- 
phasis on  nein opathology.  Bcjarcl  certified  oi  eligible 
pathologist  preferred.  Salary:  $E1,740-,|  19,000.  Excel- 
lent fringe  benefits.  .Ml  paiticnlars  and  relereiices 
should  be  sent  in  first  lettei.  (iontitct  John  E. 
Eowney,  Jr.,  M.D.,  Snpt.,  Conn.  A'alley  Hospital, 
Box  .H;")!,  .Middletown,  Conn.  0()-158. 

Cil.INlC.M.  DIREC'EOR  — f O develop  medical 
program  in  psychiatric  hospital  with  emphasis  on 
psychcrsomatic  medicine.  Ojjpoit unity  lot  exper- 
ience in  eni])loyees’  health  clinic  , wot  kitten’s  com- 
pensation, clinic  and  psychojrhar,  acologic  drug 
research.  W’ill  direct  department  stalled  by  seven 
physicians.  EECi,  ER(i,  Radiology.  Opthahnology 
Depts.  already  litlly  eeptipped  and  stalled.  Con- 
snltants  available  in  all  medical  and  psychiatric 
specialties.  Salary:  ,‘i>l 5,4()0-$20,000,  excellent  fringe 
benefits,  aiimtal  leave  to  attend  medical  conven- 
tions. All  particulars  and  references  should  be  in- 
cluded in  first  letter.  Apply— John  E.  l.owney,  Jr., 
,\I.I).,  Stipt.,  Conn,  \hilley  Hosjjital,  Box  ,H,51,  Mid- 
dletown, Conn.  00458. 

ANYONE  1N'EERE,STE1)  IN  EHE  ABOVE  IS 
ASKED  TO  CON  I AC  E THE  GENERAL  MAN- 
AGER’S OEEICE,  160  ST.  RONAN  S I REE  E, 
NEW  HAVEN,  CONNEC  EIGHT  06511. 


The  Paper  Jungle  Of  Drug  Research 

d'o  a member  of  the  clinical  research  staff  of  a 
phamarceutical  inaiuifacturer  the  inij)act  of  the 
new  clrtig  law  and  E.l)..\.  regulations  has  been 
overwhelming.  I he  immediate  and  tmprintecl  re- 
action reflects  the  enormous  increase  in  pajrer 
work  and  the  infinite  detail  that  are  now  de- 
manded of  the  individual  responsible  for  the  clini- 
cal development  of  a drug  lor  a pharmaceutical 
manufacturer  . . . You  have  all  been  regaled  by 
accounts  of  the  si/e  of  the  current  new  drug  ap- 
plications. Otir  latest  weighed  550  pounds,  and  is 
l)y  no  means  a recogtl.  Sending  in  supplementary 
ca.se  data  on  that  particular  ajrplication  involved 
rejn'ocluc ing,  collating  and  forwarding  over  80,000 
individual  sheets  of  pajjer'— Irwin  C.  ^V’inter, 
Ph.D.,  M.D.,  in  Jourual  of  New  Drugs,  4:6  (Nov.- 
Dee)  1964. 


Homosexuality  Needs  Understanding 
Treatment 

IMiysicians  shotild  lie  jirepared  to  give  tmcler- 
stiinding  treatment  to  homosexuals,  and  at  the  same 
time  realize  the  discouragingly  small  chance  for 
their  i ehaijilitation,  says  an  article  in  the  current 
Journal  of  the  .American  Medical  .Association. 

Medical  literature  suggests  that  only  about  one 
in  four  homosextial  patients  are  “cured”  Iiy  jjsychia- 
tric  treatment— that  is,  returned  to  heterosexual 
inteiests,  said  Philip  H.  Heersema,  M.D.,  of  the 
Department  of  Psychiatry,  Stanford  Hnicersitv 
Medical  School,  Stanford,  Calif. 

Ereatment  is  needed,  however,  becatrse  homo- 
sextiality  is  a Aast  and  probafilv  increasing  problem, 
.said  a Journal  editorial. 

1 he  treatment  ol  a homosextial  is  almost  entirelv 
|)sychological.  Dr.  Heersema  said.  It  “cannot  be  de- 
fined l)y  what  the  physician  does  or  says,  but  is 
defined  by  what  he  is  to  the  patient.” 

Homosexuality  shotild  be  designated  an  illness, 
not  an  elected  “way  ol  life,”  the  doctor  pointed  out. 
I he  homose.xual  is  one  whose  personality  growth 
was  arrested  or  has  regre.ssed  to  an  adolescent  level. 


cuan(;ed  yohk  address 

RECENTLY? 

If  you  have  changed  your  address  recently,  or 
intend  to  do  so  shortly,  plea.se  return  this  coupon 
properly  filled  out  to  insure  tininterruptetl 
delivery  of  yottr  copies  of  CONNECTICUT 
MEDICINE.  Send  your  change  of  address  to: 
CONNECTICUT  MEDICINe',  160  St.  Ronan 
Street,  New  Haven,  Conn.  06511. 

Name 

Former  address: 

Street  

City  

State  

Neiv  address: 

Street 

City 

State  Zip  code  no. 

Journals  mailed  to  the  wrong  address  are  returned  to  the 
Journal  office  which  pays  an  average  of  10<^  per  copy.  To 
insure  prompt  delivery  and  keep  journal  expenses  at  a mimi- 
mum,  please  notify  this  office  as  far  in  advance  as  possible. 
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Special  Article 


HOSPITAL  OF  ST.  RAPHAEL 

REPORT  OF  PERINATAL  MORTALITY  AND  MORBIDITY  COMMITTEE 

Calendar  Year  Of  1964 


This  is  the  7th  annual  report  of  this  committee. 
^\"e  have  been  meeting  regularly  every  two  months 
to  discuss  and  re\iew  every  perinatal  death  (from 
the  20th  week  of  gestation  through  the  28th  post 
partum  day)  and  to  attempt  to  evaluate  in  particu- 
lar those  deaths  which  are  considered  preventable 
or  possibly  preventable.  Thus  we  might  be  able  to 
offer  recommendations  to  help  reduce  these  pre- 
ventable deaths. 

The  committee  members  have  been  consistently 
loyal  in  their  attendance  at  these  meetings.  In 
addition  there  has  been  a lively  interest  on  the  part 
of  the  Obstetric  and  Pediatric  house  staffs,  nurses 
and  the  sister  supervisor  of  Obstetrics  who  are 
always  in\ited  and  who  contribute  considerably  to 
our  discussions  about  perinatal  deaths.  At  times 
other  guests  are  invited,  such  as  the  chiefs  of  Ob- 
stetrics and  Pediatrics  and  individual  obstetricians 
who  might  have  a special  interest  or  be  involved 
with  a particular  case. 

The  following  statistics  have  been  gathered  for 
the  year  1964. 

Total  Livebirths  = 2410 

Total  Stillbirths  = 42 

Total  Infants  Delivered  = 2452 
{Prematures  ( 186  = 7.7% 

(1963  = 11.8% 

(1962  = 6% 

Deaths  (Neonatal  (Newborns)  = 42 
(Fetal  (Stillbirths)  = 42 

Total  84  (corrected 
= 75) 

Note:  I'he  corrected  figure  is  the  result  of  ques- 
tionable cases  where  the  weights  were  below  500 
gms,  or  whose  gestational  age  was  questionable,  i.e. 
around  20  weeks.  These  cases  could  conceivably  be 
eliminated  from  our  statistical  tabulation  and  so 
reduce  our  perinatal  rate. 

Neonatal  Deaths  = 42  (35  white 

( 7 non-white  = 20% 
(15.4%  in  1963) 

Stillbirths  = 42  (33  white 

( 9 non-white  =27% 
(16%  in  1963) 


As  noted,  there  is  an  increase  in  the  non-white 
deaths  over  the  previous  year.  This  has  been  a 
trend  during  the  past  several  years. 

Perinatal  Mortality  Rate  = 84  = 


2410  4-  42 

84  X 1000  = 34.2 
2452 

Corrected  Rale  = 75  = 

2405  + 38 

75  = 30.7 

2443 

Perinatal  Rates  — past  3 years  = 27.1  — 1961 

26.2  - 1962 
(corrected)  30.9  — 1963 

The  rate  for  1964  is  much  the  same  as  for  1963, 
but  considerably  greater  than  the  two  previous 
years.  This  could  be  explained,  at  least  in  part,  by 
the  increase  in  non-white  deaths  with  their  greater 
incidence  of  prematurity  and  poor  prenatal  care. 
When  compared  with  the  national  rate  of  about 
24/1000  our  figure  cannot  be  considered  good.  In 
the  past  few  years,  however,  other  cities,  particular- 
ly large  ones  like  Chicago,  New  York  and  Balti- 
more, have  shown  increasing  rates  rather  than  the 
reverse  trend  which  was  more  common  in  the  years 
preceding  1963. 

Analysis  Of  Deaths 

A.  Neonatal  Deaths: 

501  - 1000  gms  = 15  (37/42  = 

1001  — 2500  gms  = 22  ( 88%  prematures 

over  2500  gms  = 5 

B.  Fetal  Deaths 

501  - 1000  gms  = 12  (32/42  = 

1001  — 2500  gms  = 20  ( 76%  prematures 

over  2500  gms  = 10 

C.  Neonatal  Deaths  by  months 

JFMAMJJASOND 

501  - 1000  gms  1 0 2 0 0 0 2 0 2 0 5 2 
1001  - 2500  gms  011242112332 

over  2500  gms  00002000101  1 
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1).  Fc’lal  Deaths  by  mouths 

J F M A M } I A S <)  N 1) 

501  _ 1 ()()()  gins  .S  1 3 1 0 0 2 0 1 0 0 1 

1001  - 2500  gms  12  2 1-1  2 2 2 2 0 2 0 

over  2500  gms  12  0 1 10  0 2 1 2 0 0 

1 don’t  iliink  we  can  draw  any  delinite  conclu- 
sions Irom  this  monthly  pattern  except  to  say  that 
the  tnotuh  ol  November  showed  the  largest  number 
ol  neonatal  dettths,  with  a laiily  eveti  distribution 
throughout  the  rest  of  the  ye;ir.  The  letal  deaths 
showed  very  little  trend  from  month  to  month.  I'he 
tnonthly  distt  ibutioti  of  jjerinatal  deaths  is  con- 
trolled for  the  most  part  by  chance. 

Causes  Of  Deaths 

\.  Neouatal 

501-1000  gms  (15)  — .Ml  the  results  of  pre- 
mature separation  of  the  placenta,  cause  un- 
knowti.  Every  one  was  very  immature  and 
cited  iti  a matter  of  mitmtes  or  hours,  otie 
only  over  24  hour,s.  RDS  noted  iti  00%.  1 pla- 
centa jitevia.  Pyelonephritis  in  one  mother. 
In  2 cases  drugs  were  given  for  first  tiimester 

l)leeding  (e.g.  Depoprovera).  0 reported  hav- 
itig  no  or  itisuflicient  pretiatal  care. 

Iti  this  groitp  5 cases  were  cotisidered  ejues- 
tionable— aroutul  500  gms  or  less  than  20 
weeks  gestation. 

1001  — 2500  gms  (22)  — 12  — Itnmaturity, 
due  to  pretnature  separation  atitl  placenta 
previa,  all  showitig  RDS.  No  toxemia  re- 
ported. 

7—Coiigeuital  A nomalics 

1)  Mongolism  ab.sence  of  lelt  hatitl,  intest- 
itial  obstructioti,  surgical  reduction  of 
xolvulus,  resection  of  Meckel’s  lecal 
fistula.  Died  in  (i  hours,  weight  5#  1 oz. 

2)  Polycystic  kidneys,  fetal  ;itelectasis  with 
massive  hemorrhage.  4\’eight  5#  2 oz. 

3)  Fused  lower  extremities,  no  genitalia, 
no  anus,  absence  of  descending  atitl  sig- 
moid colon  and  rectum.  Partial  atelec- 
tiisis.  Weight  3#  13  oz. 

1)  r.E.  fistula,  mongolism,  tio  surgery  per- 
formed. Given  Enovitl  in  1st  trimester 
for  bleeding.  ^Veight  1#  12  oz. 

5)  1 A septal  defect  in  a very  imnutture 
itihuit  with  cerebral  hemorrhage. 
W’eight  3#  10  oz. 

6)  Microcejihaly,  tio  nose,  cleft  lip  and 
palate,  congenital  heart  (?  Trisomy)  . 
Weight  4#  2 oz. 

7)  Achondrojilastic  dwarf,  markedly  de- 
formed. ? congenital  genetic  defect. 
Mother  had  heart  surgery  with  stormy 
course  and  was  oti  Demerol  and  Digi- 
talis. WTight  3#  9 oz. 


'i—Erythrohlast  os  is  Fetal  is 

1)  Very  immature— negative  titre.  W’eight 
2#  5 oz. 

2)  Title  1:12H.  \Ary  poor  condition, 
fiydrops,  died  in  15  mitiutes.  Weight 
4 # 11  oz. 

3)  Title  1:1()  at  33  weeks.  Died  in  2 days 
with  RD.S.  Weight  4#  13  oz. 

2— Cerebral  Hemorrhage— 10  oz.,  3#  14  oz. 
1 —Aspiration  Pueumotiia — 1# 

\ —Diabetie— poor  care,  3#  5 oz. 

\— Internal  Hydroeephaliis—}  cause.  2#  10  oz. 

.\s  usual,  considerable  overlapping  in  the  causes 
of  death  was  present.  Several  babies  had  2 or  3 
causes  of  death  (e.g.  RDS  & Diabetes:  immaturity 
and  congenital  anomalies  + RDS,  etc.)  . 

Over  2500  gms  (5) 

1)  Fetal  pneumoyiia  and  HMD.  No  pretiatal 
c;ire,  5#  14  oz. 

2)  Separation  of  p/c/ccot/c/— cerebral  hy]X)xia, 
convulsions.  Poor  prenatal  care,  weight  fi# 
8 oz. 

3)  Congenital  Heart  Disease.  Large  IV  Septal 
defect  and  large  D.\— weight  (i#  10  oz. 

4)  Congenital  Heart  />tsc«sc^— Truncus,  Pneu- 
monitis as  a complication.  W'eight  5#  1 1 oz. 

5)  />/ct/;cdci— Tlypertensive  mother.  Gaesarian 
Section— H .\ID— weight  (>#. 

If.  Fetal  (Stillbirths)  — 

501-1000  gms  (12) 

.\11  clue  to  premature  separation  of  the  pla- 
centa but  eause  unknown  in  every  instance. 
W’eights  varied  from  12  oz.  to  2#  2 oz.  Four 
cases  reported  weights  below  1 lb.  although 
gestational  periods  were  more  than  20  weeks. 
One— clue  to  tiiaternal  injury  2 weeks  before 
delivery.  Two  clue  to  renal  disease  in  mother 
(one  treated  with  Furadantin)  . 

1001-2500  gms  (20)  - 

11  — Rejiorted  to  be  elite  to  ineomplete  separa- 
tion of  plaeenta,  cause  unknown. 

2— Congenital  Anomalies 

1)  Tetralogy  of  Fallot  with  large  IV  and 
I A defects.  Sitigle  umbilical  artery,  wt. 
2#  4 oz. 

2)  Anencephaly— weight  3 lbs. 
2—Ditrauterine  strangulation— due  to  cord 

around  neck. 

\— Erythroblastosis  Fetalis.  Bad  history  of  pre- 
vious trouble.  Titre  1:512.  ^Vgt•  5#  6 oz. 
l—Ditrauterine  Anoxia—}  Cong,  anomalies, 
weight  3#  0 oz. 

]—Fre-eclam psia— weight  3#  12  oz. 

\—Fibrotic  placenta.  80%  fibrotic.  Wgt.  5# 
2 Ol. 
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Placental  Irisufficiency—?,n\2i\\  placenta. 
Bleeding  during  1st  trimester.  On  Enovid, 
wt.  4#  12  oz. 

over  2500  gins  (10)  — 

?>— Premature  Separation  of  placenta  with 
cause  unknown. 

2— Asphyxia  due  to  strangulation.  One  had  a 
small  cord  @ neck,  the  other  torsion  of 
cord. 

2— placental  insufficiency.  Poor  con- 
trol in  both  instances. 

2— Post  Maturity 

1)  One  case  of  neglect— not  seen  during 
last  5 weeks.  Weight  7#  6 oz. 

2)  Intrauterine  asphyxia  during  labor. 
Fetal  distress.  Emergency  C.S.  Weight 
8#  10  oz. 

\—Amnionitis.  Membranes  ruptured  for  sev- 
eral days.  Weight  7#  12  oz. 

Preventable  Or  Avoidable  Deaths 

A.  Inadequate  or  no  Prenatal  Care  (13)  = 

15.4%  of  the  total  perinatal  deaths.  A large  pro- 
portion of  these  are  non-whites  or  whites  in  the 
low  income  class.  This  group  from  year  to  year 
consistently  contributes  the  largest  number  to  our 
preventable  deaths. 

B.  Others 

1)  Mother  a known  diabetic  since  5 years  of 
age  with  3 previous  abortions.  Very  poorly 
controlled.  Weight  3#  5 oz.  With  more 
careful  control  of  her  diabetes  the  baby 
might  have  been  saved. 

2)  Maternal  injury  2 weeks  before  spontane- 
ous labor  (kicked  by  a horse) . This  infant 
might  have  gone  on  to  term  and  survived 
without  the  accident.  Weight  12  oz. 

3)  Postmature  injarit—Ad  weeks.  Mother  neg- 
lected to  see  her  doctor  during  the  last  5 
weeks.  If  she  had  sought  proper  care,  this 
infant  might  have  lived.  Weight  7#  6 oz. 

4)  Arnnionitis  in  a mother  whose  membranes 
were  ruptured  for  several  days.  Weight 
7#  2 oz. 

5)  Overweight  diabetic  mother  (270  lbs)  with 
poor  diabetic  control.  Weight  7#  5 oz. 

6)  Postmature  patient  (42i%  weeks)  . Intra- 
uterine asphyxia.  Emergency  Caesarian 
section  during  labor  because  of  fetal  dis- 
tress. The  question  of  not  seeking  a con- 
sultation for  a primipara  in  labor  over  12 
hours  is  raised. 

I The  total  preventable  or  questionably  prevent- 
! able  deaths  = 19  (22.6%  of  the  total  perinatal 
I deaths)  . This  percent  hasn’t  changed  much  in  the 
I last  3 years,  (20%  in  1962  and  21%  in  1963)  but 
I a slight  rise  is  noticeable. 

I 
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Autopsies:  (newborns  = 27  (64%) 

(stillborns  = 15  (36%) 

Leading  Causes  Of  Death 


Immaturity 

32% 

Average 

37% 

R D S 

41.7% 

26% 

Congenital  Anomalies 

15.5% 

12% 

Birth  Injuries 

3.6% 

10% 

Others  (Includes  E.F.  (4) , Dia- 

7.2% 

8% 

betes  (2),  Aspirations  (1),  In- 
fections (4) , Postmaturity  (2), 

Cord  Strangulation  (2) , Toxe- 
mia (2) 

Conclusions: 

1)  Prematurity  remains  the  single  most  impor- 
tant factor  in  perinatal  mortality.  In  oiir  hospital, 
the  premature  rates  seem  to  be  increasing  from 
year  to  year,  wdth  88%  neonatal  deaths  and  76% 
fetal  deaths  in  this  category  during  the  past  year. 

2)  R D S (Respiratory  Distress  Syndrome)  seems 
to  be  on  the  increase.  This  could  possibly  be  due 
to  our  higher  rate  of  prematures. 

3)  The  most  significant  changes  are  noted  in  the 
rising  number  of  deaths  due  to  congenital  anoma- 
lies, and  a decrease  in  those  due  to  birth  injuries. 
This  may  indicate  an  improvement  in  our  Obstet- 
rics, but  factors  responsible  for  the  increase  in 
anomalies  still  remain  obscure,  particularly  factors 
that  might  play  a role  in  the  1st  trimester,  i.e. 
maternal  infections  and  ? medications. 

4)  Poor  prenatal  care  continues  to  be  a most 
important  factor,  occurring  in  about  15%  of  our 
perinatal  deaths,  and  showing  no  improvement 
from  year  to  year.  This  situation  prevails  about 
twice  as  many  times  in  non-whites  as  in  whites. 

5)  Our  perinatal  death  rates  show  evidence  of 
not  imj^roving.  In  fact,  during  the  last  two  years 
it  has  increased  rather  than  fallen.  We  do  not  feel 
that  this  is  due  to  inferior  Obstetrics  or  Pediatrics, 
but  it  is  possibly  due  to  an  increase  in  the  num- 
ber of  non-white  and  low  income  patients  coming 
to  this  hospital.  M'e  consider  Obstetrics  and  Pedi- 
atrics, as  practiced  in  HSR,  of  high  calibre. 

Recommendations 

1)  Improved  education  and  facilities  to  handle 
our  low  income  families  more  adequately.  Perhaps 
community  prenatal  clinics  could  be  set  up  to  help 
those  who  have  difficulty  in  getting  to  our  hos- 
pital clinic.  In  this  way  fewer  patients  would  be 
in  the  “poor  prenatal  care”  category,  and  as  a con- 
sequence the  prematurity  rate  would  fall. 

2)  More  careful  evaluation  of  the  newer  meth- 
ods of  treating  R D S,  and  the  possible  adoption  of 
a proven  technique  such  as  the  use  of  IV  glucose 
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and  bicarbonate  based  on  PH  studies,  as  reconi- 
inended  by  Sinitli,  Usher,  and  others,  (iood  lal)ora- 
lory  co-operation  is  essential.  .\  lab  set-up  and  port- 
able x-ray  unit  might  be  considered  lor  the  Pedi- 
atric newborn  area. 

.^)  More  intensive  study  and  research  ol  lactors 
that  might  jtlay  a role  in  the  lormation  of  anom- 
alies, particularly  drugs  and  infections  in  early 
pregnancy.  .V  research  lab  in  the  de])artment  of 
Obstetrics  should  he  considered. 

1)  Development  of  newer  technicpies  in  the  pre- 
natal study  and  treatment  of  erythroblastosis  feta- 
lis. Exciting  developments  in  the  past  year  or  so 
have  led  to  great  advances  in  this  field,  with  more 
and  more  formerly  hopeless  infants  being  sa\ed. 
■Amniocentesis  with  chemical  and  spectrophoto- 
metric  methods  of  measuring  bilirubin  content  can 
help  determine  very  accurately  the  optimum  time 
to  induce  labor  and  to  give  fetal  transfusions.  Clo.se 


co-o]K'ration  between  the  Obstetric  and  Pediatric 
Departments  is  imperative  to  obtain  the  best 
results. 

.5)  Reference  is  made  to  the  various  local  state 
and  federal  agencies  that  are  interested  in  prevent- 
ing fetal  loss,  such  as  the  Polio  Foundation,  Associa- 
tions for  the  Retarded,  Cerebral  Palsy,  N.I.H.,  etc. 
Considerable  research  is  now  being  directed  toward 
this  field. 

Respectfully  submitted, 

William  (iLAsi'.R,  m.d.,  Chairman, 
Perinatal  and  Morbidity  Committee. 

Perinatal  and  Morbidity  Members: 

Whlliam  Cflaser,  M.D.,  Chairman 
Robert  Nesbit,  M.D. 

.Michael  Lavorgna,  Af.D. 
liernard  .Swan,  M.D. 

Norton  Ka/anjian,  M.D. 


SAVE  THE  DATE 

NOVEMBER  16,  1966 

for 

One-Day  Seminar  On  Perinatal  Problems 

Mary  Harkness  Auditorium  — Cedar  Street,  New  Haven 

Speakers  include:  .Arthur  J.  Lesser,  .M.D.,  Deputy  Chief,  (Children’s  Bureau, 
Welfare  .Administration,  Department  of  Health,  Education  and  Welfare;  Robert 
E.  Cooke,  M.D.,  Chairman,  Department  of  Pediatrics,  Johns  Hopkins  University, 
School  of  Medicine;  Robert  E.  1..  Nesbitt,  Jr.,  Af.D.,  Chairman,  Department  of 
Obstetrics  and  (iynecology.  State  Ibiiversity  of  Netv  A’ork,  Upstate  Medical 
Center,  Syracu.se;  and  Sydney  Cfellis,  M.D.,  Professor,  Department  of  Pediatrics, 
Eufts  University,  College  of  Afedicine. 

Sponsored  by:  (Connecticut  State  Afedical  Society’s  Committee  ou  Perinatal 
Morbidity  and  Mortality,  Department  of  Pediatrics,  A'ale  Ibiiversity  School  of 
.Medicine,  and  Connecticut  State  De])arimenl  of  Health. 
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IMPORTANT  - PLEASE  READ 
TUMOR  REGISTRY  REPORTING 


At  the  Council  meeting  of  July  14,  1966,  a resolution  concerning  the  Tumor 
Registry  (published  below)  was  adopted.  The  purpose  of  the  resolution  is  to 
remind  practitioners  of  the  importance  of  continuing  to  cooperate  fully  with 
their  hospital  registries,  as  they  have  in  the  past,  and  to  emphasize  the  growing 
importance  of  making  follow-up  reports  to  those  same  registries  on  cases  in  which 
therapy  is  administered  primarily  in  the  doctor’s  office  or  other  outpatient  facility. 

Whereas:  The  medical  profession  of  Connecticut,  through  the  Con- 
necticut State  Medical  Society,  was  responsible  for  the  passing  of  the 
bill  establishing  the  Connecticut  Tumor  Registry  in  the  State  Health 
Department,  and 

Whereas:  The  physicians  have  always  cooperated  with  their  respective 
hospital  registries  in  reporting  and  following  all  cases  of  cancer 
diagnosed  in  Connecticut,  and 

Whereas:  The  members  of  the  medical  profession  voluntarily  have 
continued  to  support  this  activity  which  has  resulted  in  the  better 
cjuality  of  the  information  submitted  to  the  Central  Registry,  there- 
fore bringing  about  better  diagnoses  and  treatment  of  the  cancer 
in  Connecticut,  and 

Whereas:  dire  data  thus  collected  in  the  registries  have  been  and  con- 
tinues to  be  used  by  the  physicians  of  the  state,  the  nation,  and 
internationally  in  the  analysis  and  interpretation  of  all  phases  of  the 
cancer  problem,  therefore  be  it 

Resolved:  That  the  Council  of  the  Connecticut  State  Medical  Society 
urge  the  physicians  of  Connecticut  to  continue  their  cooperation 
with  the  State  Health  Department  and  the  Central  Tumor  Registry 
by  working  together  with  the  hospital  registries  in  completing  re- 
quests for  follow-up  information,  and  be  it  further 

Resolved:  That  the  Council  also  urge  that  all  subsequent  treatment 
known  to  the  physician,  with  special  emphasis  on  x-ray  and  drug 
therapy  administered  on  an  out-of-hospital  basis,  be  brought  to  the 
attention  of  the  hospital  registry  secretary  by  the  treating  physician. 
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HALL- BROOKE  HOSPITAL 

Westport,  Connecticut  Telephone:  227-1251 

A Dynamically  Oriented  Hospital  for  the 
care  and  Treatment  of  Psychiatric  Disorders, 
within  a Therapeutic  Community. 

Accredited  By;  The  Central  Inspection  Board  of  the  American 
Psychiatric  Association. 

The  Joint  Commission  on  Accreditation  of  Hospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


Nursiiij^  Home  Placement 
Service  of  Connecticut 

50  FARMIINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency:  Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 


Westfield  Road,  Meriden 

CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  CONDITIONS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

120  Private  and  Semi-Private  Beds 


WESTFIELD 

NURSING  HOME 
Inc. 


LIFETIME  I 

INCOME  I 

If  you  should  become  disabled  and  k 

never  able  to  work  again  due  to  I 

sickness  or  accident.  Mutual  of  f 

Omaha  income  protection  could  . 

pay  you  a tax-free  emergency  cash  k 

income  each  month  for  the  rest  of  I 

your  life.  Call  or  write — T 

D.  A.  LONG  ASSOCIATES  k 

representing  MUTUAL  OF  OMAHA,  in  ■ 

CONNECTICUT  with  oHiees  in  . . . ’ 

BRIDGEPORT  — HAMDEN  — NEW  LONDON  — WATERBURY  A 
WETHERSFIELD  — STAMFORD  — TORRINGTON  I 


Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 


FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 
NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  ot  Nursing 

Telephone 

238-1291 


tncorporntrd 

WESTFIELD  ROAD 

MEKIOIN,  CONN 

Telephone  238-1291 

Horold  Oedvnck  Admlnistrotor 
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NOTICE  OF  SPECIAL  REPORT* 

For  many  years,  the  State  Health  Department  and  other  agencies  have  been  using  as  a guide  to 
evaluatino-  obstetrical  departments  in  Connecticut  a document  titled:  “Recommended  Standards 
for  Obstetrical  Care.”  On  May  25,  1966,  the  Council  accepted  a report  filed  by  the  Society’s  Com- 
mittee to  Study  Maternal  Morbidity  and  Mortality  which  revised  that  section  of  the  document 
titled:  “Prevention  and  Treatment  of  Toxemias  of  Pregnancy”;  authorized  publication  of  the  re- 
port in  Connecticut  Medicine;  and  approved  its  transmittal  to  the  State  Department  of  Health 
and  the  chiefs  of  community  hospital  obstetrical  services  to  be  used  voluntarily  as  a guide  to  evalu- 
ating the  structure  and  function  of  such  services. 


REPORT  OF  THE  COMMITTEE  ON  MATERNAL  MORBIDITY  AND  MORTALITY 
OF  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


Subject:  Recommendations  For  The  Prevention  And  Treatment  Of 

Toxemias  Of  Pregnancy 


Prenatal  Routine 

I.  Prophylaxis 

A.  Frequency  of  patient’s  visits  to  physician 

through  prenatal  course. 

1.  A minimum  of  one  visit  every  four  weeks 
up  to  28  weeks. 

2.  A minimum  of  one  visit  every  two  weeks 
from  28  to  36  weeks. 

3.  A minimum  of  one  visit  every  week  from 
36  weeks  to  delivery. 

B.  Content  of  first  visit. 

1.  Complete  history  and  physical  examina- 
tion. 

2.  Complete  urinalysis. 

3.  Blood  group  and  Rh  determination. 

4.  Instruction  as  to  diet  and  weight  control. 

C.  Content  of  each  subsequent  visit. 

Each  visit  should  include  as  minimum: 

1.  The  recording  of  blood  pressure  and 
weight. 

2.  The  testing  of  urine  for  albumin  and 
sugar. 

3.  The  questioning  of  patient  regarding 
symptoms  of  edema,  headache,  epigastric 
pain,  blurring  of  vision. 

4.  Instructions  as  to  diet.  Sodium  restriction 
(eliminating  salty  foods,  table  salt,  and 
baking  soda) , high  protein,  high  mineral 
high  vitamin. 

5.  Check  on  weight  control— gain  of  no  more 
than  two  pounds  per  month.  Total  weight 
gain  of  no  more  than  20  pounds  over 
ideal  weight. 

* This  identification  was  inadvertently  omitted  in  the 
July  issue. 


6.  Special  attention  given  to  abnormalities. 
More  frequent  visits  for  patients  with 
essential  hypertension,  diabetes,  urinary 
disease  and  previous  toxemias.  Obstetrical 
consultation  is  desirable  in  such  cases  be- 
cause of  their  tendency  to  develop  toxe- 
mia. 

II.  Management  of  the  office  patient  who  shows: 

A.  Excessive  weight  gain. 

1.  Diet,  low  sodium,  high  protein,  mineral 
and  vitamin.  Have  patient  tabulate  diet 
for  one  week  and  submit  the  same.  Diu- 
retics may  be  considered. 

2.  More  frequent  visits. 

3.  Hospitalization  if  uncontrolled. 

B.  Hypertension. 

1.  Blood  pressure  140/90  or  over,  or  rise  of 
diastolic  of  10  or  more,  or  a systolic  of 
20  or  more. 

2.  Check  urine  for  infection  (culture  clean 
catch  specimen)  . 

3.  Diet,  low  sodium  and  high  protein. 

4.  More  frequent  visits, 

5.  Rest  at  home. 

6.  Sedation. 

7.  Report  headache,  edema,  epigastric  pain 
or  blurring  of  vision  at  once. 

8.  Hospitalization  if  not  controlled. 

9.  If  in  doubt,  have  obstetrical  consultation 
prior  to  admission. 

C.  Edema  of  face,  hands  or  feet. 

Treatment  same  as  for  excessive  weight  gain. 

D.  Albuminuria. 

Treatment  same  as  for  hypertension. 
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1”..  Hospitalizalion  should  be  uigetl  il: 

1.  In  s|)ite  of  good  conseivalive  tieaiment 
weiglii  continues  to  increase  excessively. 

2.  Klevaled  blood  pre.ssure  {ontinues  (HO/ 
00)  or  blofHl  pre.ssure  continues  to  rise  in 
spite  of  good  tonservative  treatment  as 
outlined. 

."I.  Persistent  edema  together  with  unusual 
weight  gain. 

•1.  .\lbunnnuria  continues  to  be  present  or  is 
increasing  in  amount. 

f.  Patients  reporting  any  of  the  following  symp- 
toms should  he  seen  immediately: 

1 . Severe  headache. 

2.  Sudden  edema,  particidarly  of  the  face. 

•S.  Epigastric  pain. 

4.  Blurring  of  vision. 

G.  Immediate  hospitalization  if  there  is; 

1.  Sudden  ri,se  in  blood  pressure  (such  as 
160/100) . 

2.  Evaluate  other  symptoms  and  if  due  to 
toxemia,  admit. 

3.  Convulsion. 

II.  Early  hospitalization  of  toxic  patient  is  of 
paramount  importance  in  preventing  more 
severe  or  e\en  fatal  progress  of  this  disease. 

In-Hospital  Procedures 

Upon  admission  to  hospital  toxemia  routine 
should  be  started  and  consultation  rules  adopted 
by  the  hospital  should  be  adhered  to.  It  is  strongly 
recommended  that  wherever  toxemia  patients  are 
being  treated,  a special  toxemia  tray  containing 
necessary  emergency  drugs  and  IV  solutions  be 
readily  available. 

If  patient  is  pre-eclamptic  upon  admission  to 

hospital: 

1.  Treat  conservatively  for  24-48  hours  or 
longer. 

2.  If  patient  is  not  near  term  and  good  re- 
sults are  being  obtained  from  conserva- 
tive treatment,  ideally  continue  hospital- 
ization. If  patient  becomes  sufficiently  im- 
proted,  patient  may  be  seen  in  doctor’s 
office  at  least  twice  a week.  Treat  conser- 
vatively until  baby  is  \iable  or  as  long  as 
possible.  If  it  is  apparent  that  conservative 
treatment  is  failing,  re-hospitalize  patient. 

3.  I'oxic  jjatients  must  be  seen  frec|uently 
by  nurses  and  doctors. 

4.  If  patient  is  at  or  near  term,  consider 
delivery: 

(a)  Whether  multipara  or  primigravida, 
induce  if  possible. 

(b)  If  induction  in  either  case  seems  im- 
possible or  is  unsuccessfid.  Caesarean 
section  should  be  considered. 


B.  I oxemia  with  convulsions  (eclampsia) 
shoidd  be  treated  conservatively  until  con- 
trolleil.  Ehcn  deliver  by  the  most  feasible 
method.  Avoid  Caesarean  section  if  jjossible. 
Consider  induction  by  oxytocin  drip  and 
rujjture  of  membranes. 

Toxemia  Routine  For  Hospitalized 
Maternity  Patients 

1.  Cionsultation  recommended. 

2.  Single  bedroom  if  possible  and  no  visitors. 

3.  Complete  bed  rest. 

4.  ^\Tigh  patient  on  admission  and  daily. 

5.  Record  intake  and  output. 

6.  Low  sodium,  high  protein  diet. 

7.  Blood  ])ressure,  temjjerature,  pulse,  respi- 
rations, and  fetal  hearbeat  every  four 
hours. 

8.  Clean  catch  urine  on  admission  for  rou- 
tine analysis  and  culture;  daily  clean 
urine  thereafter  for  routine  analysis. 

1).  Blood  chemistries 

(a)  Draw'  blood  on  admission  for  BUN, 
Creatinine,  uric  acid,  total  serum  pro- 
tein, CO,  combining  jjower,  sodium, 
potassium  chlorides  and  blood  sugar. 

(b)  Repeat  chemistries  as  indicated. 

10.  Hematocrit  and  hemoglobin  on  admi.s- 
sion. 

11.  Sedation. 

12.  At  least  one  24  hour  urine  for  total  pro- 
tein if  3+  or  4-f  albuminuria  is  present. 

Important 

It  must  be  clearly  understood  that  no  routine 
w'ill  cover  all  pre-eclamjnic  patients.  The  above 
routine  is  merely  intended  as  a guide.  It  will  be 
modified  for  the  patient  who  is  responding  satis- 
factorily—and  will  be  changed  somewhat  for  the 
patient  who  is  not  improving— and,  of  course,  must 
be  modified  drastically  for  the  patient  who  is  a 
severe  toxemia  with  imminent  convulsions  or  has 
already  convulsed.  It  is  most  important  (a)  that 
the  toxic  jiatient  both  before  and  alter  delivery  be 
watched  carefully  even  though  she  may  appear  to 
be  improving  (her  condition  may  change  quickly)  ; 
(b)  that  a competent  consultant  accept  the  re- 
sponsibility for  the  patient’s  care. 

Postpartum  Toxemia  Routine 

It  is  assumed  that  there  are  routine  postpartum 
orders  in  each  hospital  licensed  by  the  Connecticut 
State  Department  of  Health  to  take  care  of  obstet- 
rical jxitients. 

Treatment  of  the  postpartum  toxic  patient 
cantiot  be  made  a routine  except  iti  principle.  The 
first  lorty-eight  hours  jtostpartum,  and  particularly 
the  first  eight  hours,  are  the  most  critical. 
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It  must  be  remembered  that  in  the  care  of  post- 
partum toxemia,  pre-eclam|rsia  or  eclampsia  that 

(1)  it  may  develop  for  the  first  time  postpartum, 

(2)  pre-eclampsia  may  be  made  more  severe  by 
labor  or  may  progress  into  eclampsia.  With  this  in 
mind,  the  follotving  recommendations  are  made. 

I.  Urine. 

Test  urine  taken  at  time  of  delivery  for  al- 
bumin immediately. 

B.  Examine  subsequent  urines  for  albumin  daily 
if  signs  of  toxemia  persist. 

C.  Obtain  clean  catch  urine  on  the  third  day 
postpartum  for  urinalysis  and  culture  (in 
order  to  detect  pyelonephritis). 

II.  Blood  Pressure. 

Take  and  record  blood  pressure: 

A.  Immediately  following  deli\ery. 

B.  Then  every  half  hour  for  two  hotirs. 


C.  Then  every  one  to  two  hours  for  six  hours. 

D.  Then  q.i.d.  until  discharged. 

III.  Medication. 

A.  Continue  medication  postpartum  under  con- 
sultant’s orders. 

IV.  Activity. 

A.  Continue  with  complete  bed  rest  until  patient 
is  ordered  iqj  by  physician. 

V.  Intake  and  output.- 

A.  Record  intake  ami  output  until  discontinued 
by  physician. 

VI.  Blood  chemistries— repeat  as  indicated. 

VII.  Diet. 

A.  Continue  low  sodium  diet  postpartum  until 
signs  of  toxemia  have  disappeared. 

VIII.  Hospitalization. 

A.  Extend  usual  hospital  stay  as  indicated. 


Early  Days  Of  Frozen  Foods 

John  Gorrie,  an  American,  is  credited  with  having  invented  in  1849  a cold-air 
refrigerating  machine  such  as  was  used  there  in  the  early  stages  of  the  frozen- 
meat  trade.  Patents  for  producing  cold  and  making  ice,  either  by  expansion  of 
compressed  air  or  by  the  evaporation  of  volatile  licpiids,  began  to  follow  one 
another  at  fairly  frequent  intervals  in  the  1850s,  and  probably  the  first  refrigerat- 
ing plant  to  be  applied  to  a manufacturing  process  (in  a paraffin  factory)  was 
due  to  James  Harrison— who  improved  iqron  the  Perkins  machine.  Harrison  was 
a native  of  Glasgow  but  emigrated  to  Australia  in  1837.  He  became  editor  of  the 
“Melbourne  Age”  and  is  reported  to  have  been  the  first  to  see  the  “enormous 
source  of  wealth  that  lies  still  undevelojjetl  in  the  export  of  meat  from  the 
Australian  pastures.”  It  will  be  remembered  that  Australia  was  the  first  country 
to  export  canned  meat.  Harrison  interested  him,self  in  refrigeration  and  erected 
an  ice-factory  at  Rodey  Point  in  Victoria  at  a cost  of  ,£1000.  In  1851  he  installed 
a refrigerating  machine  for  a brewing  firnt  at  Bendigo,  which  was  the  world’s 
prototype  of  such  machines.  Later,  Harrison  devoted  himself  to  meat-freezing 
and,  at  Melbourne  in  1873,  several  carcasses  of  sheep,  sides  of  beef,  poultry,  and 
fish,  which  he  had  kept  frozen  for  six  months,  were  consumed  at  a public 
banquet.— Morris,  T.  N.:  “Management  and  Preservation  of  Food,”  in  Singer,  C., 
et  al  (eds.)  : A History  of  Technology,  vol.  5,  Oxford:  Clarendon  Press,  1958, 
pp.  46-47. 
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special  Notice 


Letter  To  The  Editor 


OCCUPATIONAL  MEDICINE 

A sjKTial  course  in  occupational  medicine  will  he  ollered 
by  the  Yale  School  of  Medicine,  Department  of  Eindemiology 
and  I’ublic  Health,  during  the  fall  term.  Profes,sor  Richard 
Schilling,  Head  of  the  Department  of  Occupational  Health 
and  .\pplied  Physiology  of  the  London  School  of  Hygiene 
and  Lropical  Medicine,  will  be  in  New  Haven  (hiring  that 
period.  He  and  Dr.  .\rend  liouhuys  of  the  Pierce  Potmdation 
will  a.ssist  Dr.  J.  W'ister  Meigs,  .\ssociatc  Professor  of  Epi- 
demiology (Occupational  Medicine)  in  teaching  the  course. 
It  will  consist  of  a comhination  of  field  trips  to  selected  in- 
dustries, class  discussions  and  c|)idemiological  a.ssignments. 
The  .schedule  will  imolve  2 classes  a week  of  airproximatciv  2 
hours  each,  althotigh  field  trijrs  may  recpiire  tijr  to  3 hours. 
The  course  is  ojicn  to  physicians  without  charge.  Eurther  in- 
formation may  he  obtained  from  J.  U istci  Meigs,  M.D., 
Room  407,  (it)  Ciollege  .Street,  New  Haven,  Conncctictit.  OOjlO. 

Date  and  time  to  be  annottticed. 


CLASSIFIED  ADVERTISING 

§9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50(f  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  AD\’ANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


K)R  S.ALE:  200  ma.  4\estinghotisc  X-ray  machine  with 
Huoroscope  and  spot  lilm.  Capabilities  iticlude  Gall  Bladders, 
Crastiointestinal  Series,  Intravenous  Pyelograms,  Barium 
Enemas.  .Ml  accessories  included.  Write  to:  R.H.E.  c/o  Con- 
NKCiicuT  Midicink,  160  St.  Ronan  Street,  New  Haven,  Conn. 


ELDERLY  PSYCHI.LTRIST,  ]rre])aring  to  retire,  has  at- 
tractive oflice  space  available.  Excellent  location  on  East  side 
of  Bridgeport.  Ciall  Bridgejtort  334-2755  or  write  D.P.G,, 
c/o  CiONNI-CttCUT  .MEtnci.Ni;. 


IN  I ERN.VL  ME.DIC.VL  jiractice  for  sale.  .Modern,  well  fur- 
nished office;  excellent  hospital;  heaches  and  all  .sports  within 
three  miles.  \\'ill  introduce.  Lelephone— Rhode  Island 
401-596-7951. 


SECOND  E'LOOR,  front  oflice  14  ,x  15,  unfurnished,  air  con- 
ditioned, car|)eteti,  in  professional  building.  INe  of  ftirnished 
secretary's  office,  wtiiting  room  and  toilet  facilities.  Suittible 
for  psychiatrist,  clinical  psychologist  or  psvchiatric  .social 
worker.  Sublet  from  July  I -Sept.  30  with  jiossibilitv  of  signing 
lease  Oct.  1.  Call  or  write:  Edward  .M.  Keelan.  M.D.,  32 
Imperial  venue,  Westport,  Connectictit,  Lei.  227-8001. 


Dear  Dr.  Nahum: 

1 his  is  a belated  tribute  to  yoti  for  an  excellent  editorial 
in  the  Septemfier  1965  isstie  of  Connecticut  Medicine.  The 
title  is  “'4\  ho  is  Suggestible?”  and  it  is  .sotintl  and  sensible. 
Imther,  I've  never  cncotintered  this  (rartictilar  attittide  and 
explanation  in  my  reading  elsewhere. 

Now,  at  81,  I do  little  hypnosis  but  I'm  sure  I will  have 
occasion  to  keep  your  thotights  in  mind. 

DVMIt.  P.  (iRIEFtN,  M.I). 

Bridgeport,  Connecticut 


Letters  to  the  Editor  are  welcome  and  u’ill  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  with  other  material  which  is  submitted  for  publication, 
all  letters  will  be  subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Ediior,  Ct)XM;c;Tic:UT  Mei)Ic:ine, 
160  .St.  Ronan  Street,  New  Eiaven,  Connecticut,  (16511. 


Now  Available 

Cojiies  of  the 

Connecticut  State  Medical  Society 

1966  ROSTER 

$5.00*  a copy 

’"'phts  3'/2%  sales  tax  for  Connectictit  delivery  (.$5.18). 


Order  Form 

To:  Connecticut  Medicine 
160  St.  Ronan  Street 
New  Haven,  Connecticut,  06511 

Enclosed  is:  $ . . 

Send  to:  Name 

Address  
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Around  The  State 


CONNECTICUT  MEDICAL  PRESS  AWARDS 


Dr.  Orvan  \V'.  Hess  (right) , Society  President,  presents  the 
1966  Connecticut  Medical  Press  Award  for  feature  writing 
to  Ned  Thomas  of  the  New  Haven  Sunday  Register.  In  the 
center  is  Robert  J.  Leeney,  Executive  Editor  of  the  Register. 


The  Hartford  Times  captured  two  awards  in  the  1966  Con- 
necticut Medical  Press  Awards  competition.  Council  Chairman 
Dr.  Stevens  J.  Martin  (left)  presents  plaque  and  .|150  check  to 
Ivan  Rolrinson  (center)  , winner  of  the  news  reporting  cate- 
gory, and  E.  Malcolm  Stannard,  who  took  honors  for  edi- 
torial writing. 


Three  veteran  newsmen  have  been  presented  the  196(3  Connecticut  Medical  Press  Awards  of  the  Con- 
necticut State  Medical  Society. 

The  winners  are:  E.  Malcolm  Stannard,  Editorial  Page  Director  of  the  Hartford  Times;  Ned  Thomas, 
Eeature  Writer,  New  Haven  Sunday  Register;  and  Ivan  Robinson,  News  Reporter,  Hartford  Times. 

1 he  award-recipients  were  each  given  a $150  check  by  Dr.  Orvan  W.  Hess,  Society  President,  and  Dr. 
Stevens  J.  Martin,  Council  Chairman.  They  also  received  bronze  plaques. 

The  editorial  writing  citation  presented  to  Stannard  stated:  “His  grasp  of  the  dominant  role  played 
by  socio-economic  problems  in  the  life  of  our  nation  and  his  knowledgeable  discussion  of  these  problems 
constitute  a real  public  service.” 

Thomas,  who  received  the  feature  writing  award,  was  cited  for  his  six-part  series  on  progress  in  medi- 
cine which  “offeretl  the  lay  reader  a highly  readable  presentation  of  the  new  techniques  and  drugs  being 
employed  to  curb  and  possibly  cure  man’s  principal  killers;  it  is  one  of  the  most  comprehensive  medical 
series  seen  in  Connecticut  newspapers.” 

The  citation  presented  to  Robinson  in  the  news  reporting  category  stated:  “His  knowledge  and  subject 
matter  are  wide-ranging,  covering  diverse  aspects  of  pure  medicine  as  well  as  socio-medical  problems; 
he  has  the  professional  writer’s  control  of  his  subject,  and  his  articles  are  crisply  and  tightly  written.” 

The  Judging  Committee  was  headed  by  Dr.  Luca  E.  H.  Celentano,  chairman  of  the  Public  Relations 
Division. 
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The  Connecticut  Hospital  Association 
Annual  Meeting 


Officers  of  tfie  Coimecticiil  Hospital  Association  are,  front 
the  left:  Edimind  S.  Wolfe,  a trustee  of  Bridgeijoit  Hospital, 
treasurer;  T.  ,Ste\vart  Hamilton,  executive  direcloi  of  Hart- 
ford Hospital,  newly-elected  president;  Lewis  E.  Ca|)lan, 
retiring  president;  and  Philip  A.  Coleman,  a trustee  of  Hiis- 
lol  Ho,spital,  president-elect.  Hamilton  is  a foimer  president 
of  the  American  Hos|)ital  A.ssociation. 


1 . Stcwail  Haniilioii,  M.D.,  executive  diietlm 
(jt  Ilai'tlord  H().spital,  was  elected  president  ol  the 
Conncctictit  Hospital  Association  at  the  orgatii/.a- 
tion’s  recent  annttal  nieelitig.  Me  sneteeds  Lewis  L. 
(iaj)lan  ol  New  llaveti. 

Dr.  Hamilton  is  a loriner  jrresidefit  ol  the  Aineri- 
cati  Hospital  Association. 

Other  new  ollicers  are:  Philip  A.  Coleman,  a trus- 
tee ol  Bristol  Hospital,  presidcmt-elec t;  and  Edmund 
S.  W'olle,  a trustee  ol  BricIge]tort  Hosjtital,  treastirer. 

A high  point  ol  the  meeting  was  a report  by 
.Vrthnr  Rogers  ol  W'alerltiiry  cjii  jriogress  ol  the 
newly-lormed  Hospital  Phuming  Commission,  a 
coordinating  body  lor  hospitals  and  rehited  he;dth 
lacilities. 

Lhe  principal  speaker,  John  H.  Knowles,  M.D., 
general  director  ol  Ahissaclmsetts  General  Hospital, 
discussed  “Experts,  Enclaves  and  the  Public  In- 
terest.” 


ADVERTISE 
IN  THE 
JOURNAL 


News  From  Yale  University 
School  Of  Medicine 

I he  A’ale  .School  ol  Medicine  ;ind  the  Univer- 
sity ol  (.onnectient  .Schcjol  ol  Medicine  will  head 
one  ol  the  nation’s  live  jtioneer  planning  jnojects 
under  the  new  lederally-sponsored  jjrogram  to 
combat  heait  disease,  cancer,  stroke,  and  related 
cli.seases. 

I he  Nation;d  Instilntes  ol  Health  announced  an 
award  ol  .‘>7.59, ()()!)  Ictr  joint  ])l;tnning  by  the  two 
medical  schocjls. 

In  a slatemenl,  Dean  Vernon  W'.  Lijtpttrd  ol  the 
Vale  School  ol  Medicine  and  Dean  John  W.  Pat- 
terson ol  the  University  ol  Connectictit  School  ol 
Medicine  said  that  “the  grant  places  the  Connecti- 
cut region  in  the  lorelront  ol  tlie  planning  jthase  ol 
this  unprecedented  efiort  to  develop  regional 
medical  programs  lor  improving  the  health  ol  the 
people.” 

Ehe  purpose  ol  the  grant  is  to  finance  a two-year 
program  ol  studies  and  planning  lor  a luture  co- 
operative network  in  Connecticut  among  the  medi- 
cal schools,  physicians,  community  hospitals,  and 
voltmtary  health  organizations  lor  research,  educa- 
tion, and  related  demonstrations  ol  patient  care. 

Imjjlementation  ol  the  planning  program  will 
begin  this  July  I,  according  to  Robert  P.  Lawton, 
■\sscjciate  Dean  of  the  \’ale  School  ol  Medicine,  who 
is  program  coordinator  lor  administering  the  grant. 
An  initial  step  will  be  the  recruitment  ol  a pro- 
fessional stall,  intituling  a planning  director,  as  well 
as  research  a.ssistants  and  clerical  personnel. 


1966  MEETINGS 

September  28  — 41st  Connecticut  Clinical  Con- 
gress to  be  held  at  Mary  S.  Harkness  Audi- 
toritim.  Vale  University  Metlical  School,  New 
Haven,  Connecticut.  The  program  will  be  de- 
votetl  to  “Recent  .Atlvances  in  the  Diagnosis 
;ind  Management  ol  Liver  Disease”  and  “Re- 
cent Advances  in  the  Diagnosis  and  Manage- 
ment ol  4’hrombophlebitis.” 

Seplemlter  29-30— Seminar  on  Diabetes.  Deau- 
\ ille  Hotel,  Miami  Beach,  Florida.  G.  F.  Cahill, 
S.  S.  Eajans,  V\’.  J.  Harrington,  A.  G.  Hills, 
E.  C.  Miller,  M.  Sijicrstein,  \V.  C.  Thomas,  will 
be  guest  speakers.  Florida  Diabetes  .Associa- 
tion, R.  L.  Rengarts,  M.D.,  Secretary,  P.O. 
Box  2h8,  .Sebring,  Florida  .S.S870. 
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WOM 

AN’S  AUXILIARY 

President 

Mrs.  fohn  D.  O’Connell,  'West  Hartford 

President-Elect 

Mrs.  .Anthony  Cipriano,  Hamden 

Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbidl 

First  Vice-President 
Mrs.  Henry  Sherwood,  Middletown 

Corresponding  Secretary 
Mrs.  Irving  H.  Krall,  West  Hart[ord 

Second  Vice-President 
Mrs.  Edward  P.  .Allen,  Orange 

T reasurer 

Mrs.  Forest  D.  Gibson,  Farmington 

Woman's  Auxiliary  To  The  American  Medical  Association  — June  26-30,  1966 

Chicago,  Illinois 


Capsule  Report 


Connecticut’s  Mrs.  Norman  Gardner,  former 
State  Auxiliary  President  was  elected  as  one  of 
the  10  new  directors  of  the  National  Auxiliary 
Board  at  the  Convention.  Betty  also  gave  an  excel- 
I lent  report  as  the  Retiring  Chairman  of  the  Na- 
I tional  Rural  Health  Committee. 

Mrs.  William  Richards,  your  immediate  past 
president  was  first  on  the  podium  with  her  know- 
ing report  on  the  Connecticut  State  Auxiliary’s 
Projects  and  Programs  for  the  year  1965-1966. 

Freddie  worked  many  long  hours  as  a member 
of  the  Election  Committee  for  the  National  Auxil- 
iary during  the  Convention. 

Connecticut’s  Delegates  to  the  convention  were: 
Mrs.  John  D.  O’Connell,  Presidential  Delegate; 
Mrs.  William  R.  Richards,  Delegate;  Mrs.  Max 
Caplan,  Delegate;  Mrs.  F.  Erwin  Tracy,  Delegate; 
Mrs.  Edwin  R.  Connors,  Delegate. 

Bylaws,  amendments  providing  major  structure 
revision,  a new  high  in  AMA-ERF  contributions 


and  an  open  forum  for  state  presidents  and  presi- 
dents-elect  were  outstanding  features  of  the  con- 
vention. 

In  her  inaugural  address,  Mrs.  Asher  Yaguda,  the 
National  President,  urged  auxiliaries  to  escalate 
their  leadership  roles  in  voluntary  service  and  to 
reassess  the  auxiliary  program  plan,  stressing  health 
programs  for  all  age  groups. 

Confusion  of  interpretation.  Profusion  of  Metli- 
cal  Services  and  Infusion  of  huge  sums  of  Federal 
Monies  seemed  to  be  the  status  of  Medicare  as  dis- 
cussed at  the  convention. 

Mrs.  Anthony  Cipriano 

Dates  To  Remember 

Board  Meetings— Sept.  19,  Oct.  17,  Jan.  16,  1967, 
March  20,  1967.  Semi-Annual  Meeting— Nov.  14  or 
15.  Annual  Meeting— April  26,  1967. 


I 
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* PHYSICIANS'  PLACEMENT  SERVICE 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

Are  you  looking  for  an  opportunity  to  practice  in  Connecticut?  Do  you  need 
an  associate  or  partner?  Are  there  towns  in  your  area  in  need  of  additional 
physicians?  If  your  answer  is  YES  to  any  of  the  above  questions,  contact: 

*Physicians'  Placement  Service 
Connecticut  State  Medical  Society 
160  St.  Ronan  Street 
New  Haven,  Connecticut  06511 

* No  fee  for  this  service. 


Volume  30,  No.  8 


595 


Doctor’s  Office 


OBITUARY 


Anlliony  P.  lioiclli,  M.D.,  amiouiices  the  opening 
of  an  oflice  for  the  practice  of  obstetrics  and  gyne- 
cology on  the  Xewtown-Danbnry  Road,  Xewtotvn. 

\fatthew  1’.  Cainpione,  M.l).,  annoinues  his  asso- 
ciation in  the  practice  of  general  surgery  with  Dr. 
Donaltl  H.  Ratlner  and  Dr.  Alfred  T'.  ,St.  James  at 
405  Broad  Street,  Meriden. 

Xorinan  M.  (ianter,  M.D.,  announces  his  asso- 
ciation with  Dr.  .\ndrew  Owens  in  the  practice  of 
general  surgery  at  50  Ridgefield  Avenue,  Bridge- 
port, and  325  Reef  Road,  Fairfield. 

AVilliain  M.  Edmonstone,  M.D.,  Richard  M. 
Barry,  M.D.,  and  L.  Edwin  Spronl,  M.D.,  announce 
the  removal  of  their  office  in  Mystic  to  Sandy 
Hallow  Road  in  that  city.  Their  Xew  London  office 
will  remain  at  104  Ocean  .Avenue,  Xew  I.ondon. 

.Adolph  Fran/,  .M.D.,  announces  his  association 
with  Drs.  George  Fox,  T.  C.  F'lynn  and  Francis 
Tonkonow,  in  the  practice  of  orthopedic  surgery 
at  147  W'est  Main  Street,  Meriden. 

Robert  |.  Kerin,  M.D.,  announces  his  association 
in  the  practice  of  orthopedic  surgery  with  Dr. 
Michael  Mcl.oughlin  of  Boston,  Massachusetts  and 
Dr.  Earl  Fi.  A^anDerwerker  of  Hartford  at  112 
Broad  Street,  Milford. 

Harry  R.  Kormos,  M.D.,  announces  the  removal 
of  his  office  for  the  practice  of  psychiatry  to  34 
Imperial  .Avenue,  ^\Tstport. 

John  .A.  Muccino,  M.D.,  announces  the  openitig 
of  an  office  for  the  practice  of  olistetrics  and  gynt“- 
cology  at  21  Woodland  Street,  Flartforcl. 

Michael  R.  Sharon,  M.D.,  atinounces  the  open- 
ing of  ati  office  for  the  jiractice  of  internal  medicine 
and  cardiology  at  57  Lhiion  Street,  Rockville. 

Frank  E.  Smith,  Jr.,  M.D.,  announces  the  associ- 
ation of  Peter  H.  Gott,  M.D.,  with  hitn  in  the  prac- 
tice of  medicine  in  Lakeville  and  at  the  Ganaan 
Savitigs  Bank  Building  in  Ganaan. 


Thanks  for  Support 

Our  advertisers  serve  the  medical  pro- 
fession and  support  your  Journal.  All 
advertisers  are  approved  by  your  publi- 
cation committee.  It  ivill  help  you  and 
your  Society  to  mention  your  Journal 
when  loriting  them. 


Alfred  Schiavetth  M.D. 

1905  - 1966 

Dr.  .Alfied  Schiavetti  died  less  than  twenty-four 
hours  after  suffering  a heart  attack  on  .April  14, 
I !»()(). 

He  was  born  in  Xewark,  Xew  Jersey,  attended 
Golumliia  University  and  receiced  his  M.D.  from 
'Fidts  University  School  of  Meclicitie  in  1930.  .After 
serving  his  internship  at  St.  .Mary’s  Hospital  in 
Floboken,  a residency  at  the  Jersey  Gity  Medical 
Genter  and  one  at  Manchester  Memorial  Hospital, 
Manchester,  Gonnecticut,  he  set  up  practice  in  Staf- 
ford Springs,  Gonnecticut  in  1!)35. 

He  was  for  many  years  chief  of  staff  and  chief  of 
surgery  at  the  Johnson  .Memorial  Hospital.  Ffe  also 
served  as  (Corporator  and  a member  of  the  Board 
of  T rustees  at  Johnson  Memorial  Hospital. 

He  was  a member  of  the  Connecticut  State  Medi- 
cal Society,  Tolland  (County  .Medical  .Association, 
.Americati  Medical  .Association  and  the  .-Vmerican 
Society  of  .Abdominal  Surgery. 

He  is  survived  by  his  wife,  Betty,  three  children, 
Dreda,  .Allred,  Jr.,  and  Xitholas  and  one  grand- 
daughter. 

His  utitimely  death  has  been  a great  lo.ss  to  the 
community  where  he  was  for  so  long  a respected 
citi/en  and  physician-surgeon. 

.Ai.IURT  M.  Df.TORA,  M.t). 


COURSE  IN  POSTGRADUATE  GASTROENTEROLOGY 
October  27,  28  and  29,  1966 

Tlie  .Annual  Coiir.se  in  Postgraduate  Gastroenterology  of  the 
.American  C.ollege  of  Ciastroenterology  will  he  given  at  the 
Hellevue  .Stratford  in  Philadelphia.  Pennsylvania,  27,  28,  29 
October  I9(i(). 

The  nuxlerators  for  the  course  will  again  he  Dr.  I.  Snapper, 
C.onsultant,  Kt.  Hamilton  A’eterans  .Administration  Hospital, 
Prooklvn,  N.Ah  and  Dr.  John  I..  .Madden,  Clinical  Profes,sor 
of  Surgery,  New  York  Medical  College  and  Director  of  Sur- 
gery, St,  Cilare’s  Hospital,  New  York.  N’.Y. 

1 he  faculty  for  the  course  will  be  drawn  from  the  .Medical 
Schools  in  and  around  Philadelphia.  The  subject  matter  to  be 
covered,  from  tbc  medical  as  well  as  the  surgical  \iewpoint, 
will  be  essentially,  tbe  diagnosis  and  treatment  of  gastroin- 
testinal diseases  and  comprebensive  discussions  of  diseases  of 
the  cso])hagus,  stomach,  pancreas,  liver  and  gallbladder,  small 
intestine  and  colon.  .A  sesion  on  instrument  technics  will  be 
held  at  the  .Albert  Einstein  .Medical  Center,  Northern  Division. 

for  further  information  and  enrollment,  write  to  the 
.American  College  of  Gastroenteiology,  33  AVest  (iOlh  .Street. 
New  York,  N'.Y.  10023. 


596 


Gonnecticct  .Medicine,  .Auc;ust,  1966 


NEW  BOOKS  IN  REVIEW 


PEDIATRIC  ELECTROCARDIOGRAPHY.  Normal  ami 
Abnormal  Patterns,  Incorporating  the  Vector  Ap- 
proach. fp'arren  G.  Guntheroth,  M.D.  The  W . B. 
Saunders  Co.,  Philadelphia  and  London,  1965.  150  pp. 
with  108  figures.  $7.00. 

Reviewed  by:  LOUIS  H.  NAHLIM 
This  little  book  fully  realizes  the  authors  stated  purpose 
to  provide  an  accurate  hut  brief  introduction  to  an  approach 
to  electrocardiography.  Being  himself  a pediatrician,  the 
emphasis  is  on  pediatric  experience  but  this  is  only  inciden- 
tal. Practically  every  scalar  electrocardiogram  is  accompanied 
by  a vectorcardiogram  which  should  not  be  taken  too  serious- 
ly because  there  is  no  theoretical  vector,  and  we  now  know 
that  there  are  wide  divergencies  between  a calculated  dipole 
and  the  axis  of  the  observed  bipolar  distribution  of  the  sur- 
face field  function.  Furthermore  from  the  students  point  of 
view  of  electrocardiogram  is  less  formidable  and  its  modifi- 
cations now  rest  on  a firm  experimental  basis. 

7 he  author  exposes  the  fallacy  of  the  unipolas  concept. 
However  certain  other  assumptions  such  as  transmission  of 
impulse  perpendicularly  from  endocardium  to  epicardium 
are  assumed  to  be  true.  This  does  not  alfect  the  interpreta- 
tion of  the  given  records  however.  The  concept  of  cancella- 
tion of  current  is  well  stated  but  this  could  have  led  the 
author  to  use  this  principle  to  explain  the  electrical  silence 
of  subendocardial  layer  of  the  myocardium  and  the  reason 
for  the  preponderance  of  potentials  derived  from  the  sur- 
ace  layers  of  both  the  right  and  left  ventricle  in  the  produc- 
tion of  the  surface  field  function. 

'Fhis  book  however  is  lucidly  written  and  excellently  illus- 
trated by  the  author’s  drawings  and  should  assist  a beginner 
to  enter  the  field  in  electrocardiography  provided  he  realizes 
that  the  experimental  basis  for  electrocardiography  must  be 
observed  elsewhere. 

EFFECTIVE  PSYCHOTHERAPY,  A Contribution  of 
Hellmuth  Kaiser,  Edited  by  Louis  B.  Fierman,  M.D. 
Foreword  by  Allen  J.  Endow,  M.D.  and  Leta  McKinney 
Adler,  Ph.D.  The  Free  Press,  New  York,  1965.  xxvi, 
217  pp. 

Review  by:  LEO  H.  BERMAN 
■Science  often  becomes  excessively  structured  and  solidified, 
and  this  is  even  more  true  of  art.  Psychotherapy,  which  is 
both  a science  and  an  art,  is  therefore  particularly  subject 
to  the  freezing  into  molds  and  conversely  the  establishment 
of  dissident  grotips.  In  no  other  area  of  medicine  today  is 
there  such  a variety  of  “schools",  as  in  psychiatry,  where  one 
can  find  Freudian,  Sullivanian,  Homey,  Cultural,  Organic, 
Behavioral,  and  numerous  other  factions.  It  may  be  difficult 
for  physicians  in  other  specialties  to  understand  why  there 
should  be  such  strong  feelings  which  are  revealed  when 
orthodox  Freudian  views  are  challenged.  It  is  apparently 
very  disquieting  and  unstabilizing  to  have  basic  precepts 


cpiestioned,  particularly  when  one  has  struggled  for  some 
time  to  put  down  the  cpiestions  and  uncertainties  which  have 
arisen  during  the  training  period  and  particularly  during 
the  years  of  practice. 

Hoiv  doubts  and  conflicts  can  be  utilized  in  a healthy  and 
constructive  manner  is  demonstrated  in  a new  book,  “Effec- 
tive Psychotherapy,  The  Contribution  of  Hehnuth  Kaiser”, 
edited  by  Louis  B.  Fierman,  M.D.,  who  is  chief  of  the  psychi- 
atric service  of  the  West  Haven  Veterans  .\dministration  in 
Connecticut,  and  Associate  Clinical  Professor  Psychiatry,  Yale 
University,  School  of  Medicine.  This  engrossing  book  con- 
tains the  stun  total  of  the  writings  in  English  of  Hehnuth 
Kaiser,  who  for  a period  of  time,  practiced  as  an  analyst  in 
Hartford.  The  three  papers  here  collected,  are  both  enter- 
taining and  informative  on  a number  of  levels,  serving  most 
of  all  to  permit  the  reader  to  have  a look  into  the  mind  of 
an  analyst  struggling  with  the  problems  of  how  best  he 
could  understand  and  treat  his  patients. 

In  the  first  essay,  "The  Problem  of  Responsibility  in  Psy- 
chotherapy”, publishetl  in  19,55,  Dr.  Kaiser  strongly  empha- 
sized his  view  that  the  otitcome  of  therapy  is  what  the 
therapist  and  not  what  the  patient  does.  This  is  at  first 
startling  to  comprehend,  btit  when  its  full  meaning  becomes 
clear,  it  is  as  if  a whole  new  frontier  has  been  opened  up. 
The  therapist  is  not  permitted  the  luxury  of  an  escape  hatch 
in  such  formulations  as,  “the  patient  is  too  resistant”,  or 
“she  did  not  really  want  to  get  well."  Instead,  the  therapist 
is  forced  back  to  reconsider  why  he  is  unable  to  establish  a 
meaningful  communication  with  the  patient.  In  discussing 
this  problem,  Kaiser  focused  on  the  problems  of  the  dis- 
crepancy between  what  the  patient  says  and  what  he  means. 
This  discrepancy,  or  duplicity,  became  a nuclear  problem 
which  concerned  him  for  the  remainder  of  his  life. 

The  way  he  viewed  this  problem  and  why  he  placed  so 
much  importance  upon  it  is  clevelopmentally  described  in 
the  second  essay  in  the  book.  This,  “The  Universal  Symptom 
of  the  Psychoneurosis,  a Search  for  the  Condition  of  Effec- 
tive Psychotherapy”  is  written  in  the  foim  of  a novel  depict- 
ing the  growth  and  genesis  of  the  ideas  of  an  ever-searching 
psychoanalyst.  It  is  as  if  Kaiser  invited  one  along  on  a long 
sight-seeing  trip  with  many  excursions,  of  his  own  internal 
edifice,  pointing  here  to  cloubt,  there  to  a conclusion,  here 
to  a contradiction,  there  to  a resolution.  Many  others  must 
have  had  similar  doubts,  but  few  were  as  courageous  in 
acknowledging  them  in  attempting  to  use  them  for  stepping 
stones  for  new  techniques  in  therapy. 

In  this  hitherto  unpublished  work,  Kaiser  proposed  the 
view  that  the  duplicity  in  communication,  noted  before,  is 
a universal  symptom.  Furthermore,  this  he  concludes  is  an 
expression  of  a universal  conflict  from  the  attempt  of  the 
patient  to  merge  with  or  fuse  with  another.  Furthermore, 
he  concluded  that  effective  therapy  consisted  merely  of  estab- 
lishing meaningful,  direct,  and  honest  communications  with 
the  patient,  which  eventually  leads  the  patient  to  acceptance 
of  his  separateness. 


Volume  30,  No.  8 


597 


This  novella  was  uiifoi I unaltly  Icfl  iiuoniplclc,  hul  was 
ilhisiiatcd  by  llic  iliiid  paper  in  ihc  hook,  “Emcrgeiuy— 
Seven  Dialogues  Relletling  ihe  Esseiue  of  Psychotherapy  in 
an  Exlrenic  Adventure,”  which  tells  of  a lhcra})ist  who  is 
approached  hy  the  wife  of  a ])sychiatrist  to  treat  her  hushand 
withoitt  his  knowing  that  he  is  under  treatineiU.  This  is 
possible  hetaitse  Kaiser  believed  that  all  that  was  required 
for  treatment  was  that  the  therapist  meet  the  patient  regu- 
larly for  a suHicient  period  of  time.  Actually  no  conditions 
need  be  set,  no  instructions  given. 

I he  three  slim  essays  serve  bttt  to  whet  the  appetite.  One 
lays  down  the  book  with  regret  that  Kaiser  did  not  have  an 
opportunity  to  develop  his  ideas  further,  and  to  write  more 
ahotit  them.  One  must  particularly  regret  that  Kaiser  did 
not  have  enough  of  an  opportunity  to  exchange  his  ideas 
with  others  to  permit  a cross-fertilization  and  interaction.  In 
.some  instances  his  views  soitnd  strange  and  radical,  while  at 
other  times  one  can  see  linkages  to  the  existentialists  or  to 
others  who  departed  from  orthodox  views,  stich  as  Eranz 
■Mexatuler  or  liernard  S.  Robbins. 

Reduction  to  a tiniversal  symptom  or  to  a itniversal  con- 
llict  may  be  over-simplilication.  Though  Kaiser  hints  at  the 
corrective  valtie  of  mutual  and  cooperative  activity,  he  did 
not  have  the  opportunity  to  develop  this  adeqtiately.  There 
are  many  ideas  that  need  ntirtitring  and  further  growth. 
The  tragedy  wottld  be  if  this  work  was  to  be  dismissed  be- 
catise  the  views  were  too  far  from  orthodoxy.  Whilter  Nigg, 
in  his  book,  “'I'he  Heretics”,  wrote  “(Heretics)  do  not  think 
in  collective  or  authoritarian  categories.  They  examine  things 
independently,  intrepidly,  and  are  wholly  free  of  the  wide- 
spread bitt  perniciotis  tendency  to  be  always  joining  the 
majority.  They  are  people  who  subscribe  to  the  seldom  obeyed 
words  of  the  Bible,  \'ott  shall  not  follow  a multitude.  Among 
the  heresies  which  must  he  said  about  “The  Heretics”  is 
this:  The  heretics  were  trttly  creative  people  who  proditced 
tiew  aud  imperishable  religious  ideas.  In  spite  of  the  initial 
vexations  which  are  inevitably  connected  with  new  ideas, 
Christianity  cannot  do  without  them.”  We  must  be  grateful 
to  Dr.  Eierman  for  bringing  to  otir  attention  the  exciting 
heresies  of  Dr.  Kaiser. 

THE  BVRl\  WOVMl),  by  Stanley  E.  Order,  M.I).  and 
Colonel  John  /I.  Moncrief,  M.D.,  The  Charles  C. 
Thomas  Co.,  Springfield,  Illinois,  1965.  72  pp. 

Illustrated.  $7.75. 

Reviewed  by:  JAMES  R.  CULLEN 
The  publisher  states  that  this  is  “a  well-illu.strated  mono- 
graph reviewitig  the  dynamics  of  the  bunt  wound  and  its 
relation,ship  to  clinical  management,”  and  after  reading  the 
book  one  will  readily  agree  with  this  statement. 

An  excellent  introduction  gives  a brief  history  of  the  treat- 
ment of  bitrus  during  the  past  fifty  years  with  emphasis  on 
the  high  incidence  of  btirns  in  recent  years  and  the  morbid- 
ity and  mortality  associated  with  them  in  this  coitntry. 

1 he  stibject  matter  deals  essentially  with  experimental  and 
clinical  manifestations  of  second  and  third  degree  burn 
wounds;  discusses  sepsis  due  to  progressive  bacterial  invasion 
associated  with  all  btirns;  and  has  a chapter  on  Pseudomonas 
.Aeruginosa,  a very  common  bacterial  pathogen,  by  AVilliam 
A.  Shucart.  I'his  is  followed  by  a chapter  on  clinical  Pseu- 
domonas burn  wound  sepsis. 


following  the  material  on  expeiimental  burns,  the  authois 
discuss  proper  therapeutic  approaches  to  the  burn  wound 
based  on  their  experimental  findings.  'I  hey  review  at  some 
length  topical  chemotherapy  and  the  ti.se  of  homo-  and 
heterografts. 

d he  conclusions  from  their  work  stress  the  need  for 
thorough  examination  of  the  burn  wound  and  the  use  of 
proper  topical  chemotherapy  with  the  necessity  for  a con- 
tinuing search  for  other  local  agents.  In  larger  burn  areas 
of  f)0  per  cent  or  greater  in  which  third  degree  burns  pre- 
dominate, the  use  of  homograft  or  autevgraft  is  essential  for 
survival. 

1 his  book  is  easily  read  and  I believe  should  he  in  the 
possession  of  all  physicians  treating  burn  wounds. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknowledgement  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


Heritable  Disorders  Of  Connective  Tissue.  3rd  Edition.  Victor 
.A.  McKusick,  M.D.  The  C.  V.  Mosby  Co.,  ,St.  Louis,  Missouri, 
19(56.  499  pp.  with  190  illustrations  and  two  in  color.  $18..50 


Current  Diagnosis.  A Biennial  A'olume  of  Clinical  Diagnostic 
Methods  and  Evaluations.  Edited  by;  Howard  F.  Conn,  M.D., 
Robert  J.  Clohecy,  M.D.  and  Rex  B.  Conn,  Jr.,  M.D.  AVh  B. 
Sautiders  Co.,  Philadelphia  and  London,  1966.  843  pp.  Illus- 
trated. 519.00. 


Diseases  of  the  Heart.  Third  Edition.  Aitthor:  Charles  K. 
Friedberg,  M.D.  The  AV'.  B.  Saunders  Co.,  Philadelphia  and 
Ixmdon,  1966.  1787  pp.  llhistrated.  Price:  Single  A'olume— 
1787  pp.  $22.00;  Two-Vohtme  Set-pp.  1-930,  pp.  431-1787 
.$26.00. 


CHANGES  OF  ADDRESS 

Notice  of  change  of  atidress  should  be  sent 
not  less  than  three  weeks  prior  to  the  date  the 
change  becomes  effective.  Please  send  the  address 
label  from  one  of  the  issues  you’ve  just  received, 
which  shows  code  numbers  to  help  us  make  the 
change  promptly,  along  with  the  new  address. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule;  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications;  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 

amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Srvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  StenI 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,J.,  and  Maqueo-Topete,  M . : Fertil  Steril 
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MEDICAL  NEWS 


LSD  Warning  Still  Applies 

Most  ()1  those  who  have  stilieneil  ill  eflects  Irom 
taking  the  thug,  LSD  (lysergic  acid  diethylamide), 
probaldy  didn’t  listen  to  the  advice  oi  physicians. 

As  early  as  September,  lOti.S,  an  etlitorial  in  the 
Journal  oi  the  American  Medical  Association 
warned  oi  possible  dangers  in  the  hallucination- 
producing  agents,  including  LSD. 

I'he  advice  still  applies,  says  the  author,  Dana 
L.  Farnsworth,  M.D.,  tlirector  oi  liealth  services 
and  the  H.  K.  Oliver  Proiessor  oi  hygiene  at  Har- 
\artl  FIniversity. 

“Recent  clinical  observations  . . . suggest  that 
people  whtj  are  attracted  to  the  hallucinogenic 
drugs  are  oiten  those  most  likely  to  be  harmed  by 
them,”  said  Dr.  F'arnsworth’s  19()3  editorial. 

“Many  who  have  tried  the  drugs  were  perscms 
who  ha(l  dilficulty  dealing  with  reality,  who  sought 
in  drugs  a (juick  and  easy  method  oi  changing 
reality,  and  who  hoped  ior  a prompt  solution  to 
their  inner  coidlicts.” 

Exjrerience  with  patients  demonstrated  “beyond 
(juestion,”  Dr.  F'arnsworth  said,  that  the  hallucino- 
genic drugs  “have  the  power  to  damage  the  indi- 
vidual psyche,  perhaps  to  cripple  it  ior  liie.” 

There  is  no  easy  way  to  identiiy  those  ior  whom 
the  drug  is  “saie,”  he  said.  Neither  can  it  be  iore- 
told  which  person  will  sidier  ill  effects  Irom  the 
drugs;  their  effects  seem  to  vary  irom  time  to  time 
(m  an  individual. 

“Numbers  oi  peo}de  promoting  the  hallucino- 
gens :ire  not  aware  oi,  and  evidently  do  not  care 
about,  the  harm  caused  by  their  use,”  Dr.  Farns- 
w'orth  said.  “These  persons  typically  pay  little  at- 
tention to  precautions  that  any  responsible  investi- 
gator wonld  demand.” 

Dr.  F'arnsworth  listed  statements  oi  patients  and 
witnesses  that  tell  a great  deal  about  the  hazards 
oi  LSD: 

“—I  kept  a journal  while  on  the  drugs.  Later  I 
read  it  ami  it  was  horrible.  People  were  tearing 
each  other  apart.  .\lso,  I ielt  I was  reading  the 
worst  pornography  1 had  ever  read.” 

“Your  mind  seems  to  think  about  all  the  things 
it  ordinarily  doesn’t  want  to  think.” 

“—1  had  a comptdsive  urge  to  do  violence  to  my 
children  . . . nor  do  I know  how  great  the  gajr  was 
between  the  violent  thoughts  in  my  mind  and  their 
possible  execution.” 

Said  Dr.  Farnsworth;  “Those  promoting  the  gen- 
eral use  oi  these  hallucinogens  believe  they  ‘expand 
ccmsciousness’  and  give  a man  or  woman  new  in- 


sights and  new  intellectual  powers.  Such  testi- 
motiy  is  common  and  makes  it  easy  to  nnderstand 
the  lascination  these  drugs  exert  on  many  jjeople, 
especially  on  those  oi  ccjllege  age. 

“On  the  claim  that  the  hallucinogens  ‘iree’  the 
mind  ior  creative  work,  it  must  be  said  that  rtp  to 
now  we  have  had  any  amount  oi  rhapsodic  talk 
and  writing,  bitt  no  responsible  prooi.  Meanwhile, 
the  evidence  accitmulates  steadily  to  indicate  that 
the  drugs  do  exert  poweriul  and  oiten  damaging 
effect  on  the  hitman  system,”  Dr.  Farnsworth  said. 

■\  tiew  book  by  Dr.  F'arnsworth,  “Psychiatry, 
Fxlucation,  and  \cmng  .\clults”  is  being  published 
by  O.  C.  Thomas  Company.  ,\  chapter  is  devoted 
to  LSD  and  other  hallucincjgenic  drugs,  in  which 
these  warnings  are  re])e;itecl. 

I'he  .\M.\’s  Council  on  Mental  Health,  oi  which 
i)r.  Farnsworth  is  a member,  urges  all  physicians 
to  be  on  the  alert  in  their  communities  ior  these 
drugs.  I he  only  legal  source  oi  sujiply  oi  LSD,  a 
drug  manuiacturing  firm,  recently  ceased  supply- 
ing medical  researchers,  thus,  any  manuiacture  and 
use  oi  LSD  is  now  clone  without  legal  and  medical 
authority. 

“Until  aclecptate  controls  are  iormulated,”  Dr. 
Farnsworth  said  “every  physician  has  a duty  to 
hel])  prevent  the  unwise  distribution  oi  sitbstances 
which  are  a real  menace  to  mental  and  physical 
health. 

Artificial  Human  Insemination 
Discussed 

it  probably  never  will  be  widely  accepted,  but 
artificial  human  insemination  is  a legitimate  scien- 
tific procedure  to  iulfill  a childless  wiie’s  deep  need 
to  have  children,  says  an  article  in  a current  publi- 
cation oi  the  .\nierican  Medical  .Association. 

Ar  tificial  insemination  “is  being  clone  by  ethical 
physicians  who  are  aware  oi  the  dangers  and  need 
ior  saieguards  in  this  procedure,  and  it  seems  likely 
to  continue  this  way,”  said  Bernard  Rubin,  M.D., 
Chicago,  in  the  current  .Archives  oi  General 
Psychiatry. 

“Women  have  a psychobiological  drive  ...  to- 
ward bearing  children,”  Dr.  Rubin  said,  “and 
within  a barren  marriage  due  to  a husband’s  in- 
iertility,  artificial  insemination  wonld  offer  the  most 
satisiying  answer  to  that  drive.” 

Strong  iears,  however,  probably  will  prevent  the 
procedure  irom  becoming  an  institution  oi  society. 
Dr.  Rubin  said. 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  'Soma'  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supptied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consuit  package  circular. 
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of  low  back 
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The  stiongesl  oi  these  is  the  lear  of  an  incest uoiis 
inariiage  between  the  child  and  the  semen  donor 
or  liis  family.  This  is  possiltlc  hecanse  the  donor’s 
identity  is  traditionally  kept  secret  by  the  physician. 

'I'hc  fear  seems  to  he  stronger  than  any  other 
medical,  legal,  or  religions  consideration,  Dr.  Rnhin 
said.  Opinions  are  mixed,  however,  on  these  other 
aspects  of  artificial  insemination. 

jurists  and  lawyers  cpiestion  whether  a child 
born  of  artificial  insemination  is  legitimate  or  illegi- 
mate.  They  also  have  mixed  opinions  on  the  legal 
responsibilities  of  a physician  who  performs  the 
procedure. 

'I  hree  lower  courts  in  Illinois  have  considered 
artificial  insemination.  One  stated  it  constituted 
adultery  for  purposes  of  divorce,  and  two  others 
stated  it  ditl  not.  A Scottish  court  in  1958  tailed 
that  artificial  insemination  did  not  constitute 
adultery,  while  an  F.nglish  court  held  that  it  did. 

riiere  actuallv  are  two  kinds  of  artificial  human 

J 

insemination:  Semen  may  be  obtained  from  the  hus- 
band, and  its  use  in  this  way  is  called  homologous 
artificial  insemination  (AMI)  . Or  semen  may  he 
obtained  from  a third  party,  or  donor,  and  its  use 
is  called  heterologous  artiheial  insemination  (AID). 

.MI)  is  often  tried  in  cases  of  male  sterility,  to 
jtrevent  hereditary  disease  transmission,  or  for 
eugenic  reasons.  This  is  the  most  fretpiently  used 
procedure,  the  one  in  which  incest  is  a possibility, 
and  the  one  most  often  reacted  against. 

•\  group  of  85  women,  all  of  whom  had  been 
artificially  inseminated  at  a midwestern  university 
center,  were  contacted  by  (piestionnaire.  Of  the  43 
who  res])onded,  “only  three  suggested  conflict  with 
their  hnsbands  about  this,”  Dr.  Rubin  said. 

“W’hat  seemed  imjjortant  to  these  couples  was 
that  31  of  43  included  their  husbands  in  the  entire 
procedure  so  they  felt  a part  of  it,  and  reported  it 
added  to  the  fathering  response,”  he  said. 

'The  time  needed  to  conceive  by  artificial  insemi- 
nation was  1 to  27  months  (average  5.6)  . 

Ihree  women  had  children  by  nattiral  insemi- 
nation, following  which  their  husbands  became 
infertile,  and  they  then  hail  later  children  by  arti- 
ficial insemination.  One  had  a natural  insemination 
in  a pre\  ions  marriage.  One  had  two  ihildren  by 
natural  insemination,  and  a third  by  .\I.  One 
mother  had  adopted  two  children  and  then  had  one 
by  AI. 

^\'hen  compared  to  a similar  group  of  43  women 
who  had  had  natural  pregnancies,  “there  were 
almost  no  significant  differences  in  (the  women’s) 
development  as  children,  adolescents,  and  women,” 
Dr.  Rubin  said.  No  psychological  illness  was  present 
in  either  group. 

The  only  major  differences  among  the  two 
groups  of  mothers  were  the  fantasies  they  enter- 


tained about  whom  the  child  resembled.  Six  of  the 
artificially  inseminated  women  strongly  protested 
their  child  did  not  resemble  any  member  of  their 
family,  particularly  not  the  male  members  of  the 
mother’s  family.  Nineteen  other  .\I  mothers  said 
their  children  resendtled  their  own  father,  uncle,  or 
brother.  Only  one  naturally  inseminated  mother  ex- 
pressed this. 

Parent  Loss  Effects  Vary 

Loss  of  a parent  sometimes  results  in  juvenile 
delinquency  or  school  dropout— but  may  also  stimu- 
late some  children  to  extra  achievement. 

rhese  are  findings  in  two  reports  in  the  current 
.Archives  of  General  Psychiatry,  published  by  the 
.American  Medical  .Association. 

I he  author  of  both  reports,  Ian  Gregory,  M.D., 
Golnmbns,  Ohio,  found  that  of  students  referred 
to  him  for  psychiatric  consultation  at  a small  mid- 
western  liberal  arts  college,  a higher-than-average 
jrercentage  had  lost  a parent  from  death  or  divorce. 
Of  these,  a much  higher  than  average  percentage 
had  ]>arents  who  were  divorced. 

.At  the  same  college,  however,  two  students  who 
had  lost  a parent  by  death  were  among  seven  who 
were  graduated  with  highest  honors  over  a five-year 
period.  The  figure  is  admittedly  small,  but  has 
some  statistical  significance,  the  author  says. 

“ I his  combination  of  rare  events  is  unlikely  to 
have  occurred  by  chance,  and  suggests  that  factors 
associated  with  bereavement  may  lead  .some  students 
to  strive  for  e.xceptional  achievement,”  Dr.  Gregory 
said. 

He  also  surveyed  a statewide  sample  of  11,329 
Minnesota  ninth-grade  school  children  and  found 
that: 

Delincpiency  in  boys  was  much  more  frequent 
than  average  among  boys  who  had  lost  their  father 
by  separation  or  divorce. 

Delinquency  was  somewhat  more  freipient  than 
average  among  boys  who  had  lost  their  father  by 
death. 

Delinquency  in  girls  was  more  freipient  among 
those  whose  parents  had  been  separated  or  divorced, 
those  tvho  had  lost  their  mother  by  death,  those 
who  were  liiing  with  father  only,  and  those  who 
were  living  with  neither  parent. 

Girls  tvho  lost  their  mothers  and  boys  who  lost 
their  fathers  got  into  more  trouble  than  children 
who  lost  parents  of  the  opposite  sex. 

High  rates  of  high  school  dropouts  were  found 
among  both  boys  and  girls  whose  parents  had  been 
separated  or  divorced,  and  those  who  lost  a parent 
of  the  same  sex  by  death.  Among  non-delinquents, 
however,  school  ilropout  is  more  strongly  related 
to  intelligence  and  socioeconomic  status  than  any 
other  factor. 
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New  Technique  For  Aiding 
Infant  Breathing 

Mechancially  assisting  the  breathing  of  a new- 
born infant  has  long  presented  difficulties. 

Many  babies  die  who  might  have  survived  if  a 
way  could  have  been  found  to  keep  them  breathing 
in  the  first  days  after  birth.  Others  survived,  but 
suffered  brain  damage. 

Five  physicians  report  a technique  in  the  current 
(July  19)  Journal  of  the  American  Medical  Asso- 
ciation which  in  early  trials  has  shown  a high  per- 
centage of  success  in  aiding  infants  with  breathing 
difficulties. 

The  idea  is  simple:  a soft  plastic  tube  attached 
to  a mechanical  respirator  is  inserted  through  the 
baby’s  nose  and  into  his  trachea.  It  is  kept  there  for 
several  hours  or  days  until  the  baby’s  body  can  fight 
off  infection  or  drug  imbalance  and  take  over  its 
own  breathing. 

Oxygen-enriched  air  -\vith  high  humidity  and  at 
relatively  high  pressure  is  administered.  The 
respirator’s  speed  is  increased  for  an  infant’s  rapid 
breathing. 

The  difficult  part  of  the  procedure  is  the  close 
attention  Avhich  must  be  given  the  infant  and  the 
respirator  throughout  the  long  period  of  breathing 
assistance.  The  attention  is  equal  to  that  given  a 
surgical  patient  under  anesthesia,  the  authors 
report. 

This  method  of  respiration  has  “important  ad- 
vantages” over  inserting  a breathing  tube  through 
a trachea  incision,  the  report  said. 

“First,  respirator  treatment  can  be  started  simply 
and  speedily.  Second,  it  can  easily  be  discontinued 
if  the  infant  seems  to  improve.” 

Earlier  attempts  at  assisting  infant  breathing  were 
hampered  by  several  factors.  Most  respirators  de- 
signed for  adults  were  not  sensitive  enough  to 
respond  to  the  faint  breaths  of  such  small  patients. 

To  prevent  the  infant  breathing  out  of  phase 
with  the  respirator,  it  had  been  considered  neces- 
sary to  produce  conqalete  paralysis  with  the  drug, 
curare,  d'he  authors  eliminated  the  curare,  and 
found  that  infants  allowed  their  breathing  to  be 
adjusted  by  the  respirator  when  the  new  technique 
was  used. 

Finally,  the  insertion  of  the  tube  through  the  nose, 
plus  development  of  more  sensitive  infant  respira- 
tors, eliminated  the  need  for  trachea  incisions. 

The  authors  point  out  that  they  are  more  con- 
servative treatment  in  many  cases  of  respiratory 
distress  syndrome  (hyaline-membrane  disease) , in- 
cluding control  of  body  temperature,  provision  of 
high-humidity,  oxygen-enriched  atmosphere,  and 
administration  of  intravenous  glucose  and  sodium 
bicarbonate. 


“Many  infants  respond  to  these  measures,  but 
some  do  not;  they  become  cyanotic,  lethargic,  and 
die.  It  is  for  these  babie.s,  we  believe  . . . that  inter- 
mittent positive  pressure  respiration  has  much  to 
offer.” 

Newborn  deaths  due  to  simjjle  drug  depression 
should  now  be  entirely  preventable,  the  authors 
said.  The  infant  can  be  given  respiratory  support 
until  his  body  restores  more  normal  chemical 
balance.  Treatment  in  less  common  causes  of 
severe  respiratory  trouble  also  should  be  effective, 
they  said. 

In  the  past  three  years,  the  five  physicians  report 
treating  26  infants.  Eighteen  survived,  including 
one  who  weighed  only  2.2  pounds  at  birth.  Only 
one  of  the  infants  was  reported  to  have  suffered 
brain  damage. 

The  authors  of  the  report  are  D.  Vernon  Thomas, 
M.D.,  Grant  Fletcher,  M.D.,  Philip  Sunshine,  M.D., 
Irwfin  A.  Schafer,  M.D.,  and  Marshall  H.  Klaus, 
M.D.,  all  of  the  Stanford  FTniversity  Medical  Center, 
Palo  Alto,  Calif. 

Eye  Lens  Aging  Of  Radar  Workers 

Faster-than-average  eye  lens  aging  has  been 
found  among  those  who  work  with  high-powered 
radar  ec[inpment. 

A report  in  a current  American  Medical  Associa- 
tion publication  points  out,  however,  that  it  is 
impossible  at  present  to  relate  this  effect  to  vision 
impairment. 

Two  investigators  from  the  New  York  University 
Medical  Center  examined  736  persons  who  worked 
with  microwave  ec[uipment  at  16  locations.  They 
also  examined  559  persons  from  the  same  areas  who 
were  not  exposed  to  microwave  radiation. 

They  found  significantly  greater  numbers  of 
minor  lens  defects  among  the  radar  workers.  The 
defects  were  the  same  type  associated  with  aging  of 
eye  lens,  the  authors  said. 

It  was  determined  that  certain  types  of  radar 
work  were  associated  with  accelerated  lens  aging. 
Those  who  worked  in  radar  research  and  develop- 
ment had  greater  numbers  of  minor  eye  defects  than 
radar  installers,  operators,  or  maintenance  men. 

Further  statistical  studies  indicated  that  it  was 
microwave  radiation,  not  x-radiation  from  radar-set 
tubes,  which  contributed  to  the  lens  aging.  In  fact, 
workers  with  the  greatest  exposure  to  x-radiation 
had  the  lowest  incidence  of  eye  defects. 

Younger  men  who  had  worked  with  higher- 
powered  equipment  were  found  to  have  greater 
number  of  eye  changes  than  some  older  men  who 
had  worked  longer  periods  with  lower-powered 
et]uipment. 
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The  investigators  stress  that  more  lesearth  is 
needed  to  deteiinine  the  significance  of  microvvaxe 
radiation  to  lens  damage. 

“Occupational  exposure  to  miciowave  radiation 
may  he  implicated  as  a stress  xvhich  increases  the 
rate  of  lens  aging,  although  it  is  impossible  at 
present  to  relate  this  effect  to  functional  impair- 
ment such  as  loss  of  visual  acuity  or  cataracts,”  the 
authors  said. 

Ulcer  Treatment  Has  Limited  Value 

Gastric  freezing  failed  as  a treatment  for  duo- 
denal ulcers  ill  more  than  nine  of  every  ten  cases 
studied,  four  Minnesota  physicans  report  in  the 
current  fournal  of  the  American  Medical  Associa- 
tion. 

.\n  18-month  follow-up  of  173  cases  indicates  that 
gastric  freezing  has  limited  value  in  treatment  of 
chronic  duodenal  ulcer,  the  doctors  said. 

In  92.5  per  cent  of  these  cases,  patients  had  a 
return  of  symptoms  or  underwent  correct i\e  surgery 
within  18  months  after  their  first  gastric  freeze  pro- 
cedure. Forty-two  of  these  patients  underwent  a 
second  freeze,  hut  all  had  a return  of  symptoms. 

• Vlthough  freezing  often  fails  to  cure  the  ulcer, 
it  does  have  remarkable  effects  on  patients:  it  im- 
proxes  their  emotional  state. 

“W'e  have  been  impressed  xvith  the  intense  desire 
of  many  of  our  patients  to  be  improved  by  this  form 
of  therapy,  xvhich  is  more  vigorous  than  any  they 
have  previously  experienced,”  the  authors  said. 

It  appears  that  “a  dramatic  therapeutic  episode,” 
such  as  gastric  freezing,  can  improve  emotional 
state  xvithout  actually  improving  the  physiological 
aspects  of  the  disease,  the  physician  said.  In  some 
cases,  painful  symptoms  disappeared,  even  though 
ulcer-causing  secretions  of  hydrochloric  acid  re- 
mained high. 

'I’his  loss  of  pain  response,  hoxvever,  could  be  a 
“prelude  to  catastrophe,”  such  as  a perforation  of 
stomach  xvall  or  intestine,  the  authors  said. 

F'reezing  actually  does  reduce  the  secretion  of 
acid  and  pepsin  in  the  stomach,  but  xvithin  six  to 
eight  xveeks  these  secretions  are  as  high  or  higher 
than  pre-freeze  levels. 

Thus,  the  authors  conclude  that  carefully  per- 
formed gastric  freezing  is  a safe  procedure  for  tem- 
porarily reducing  acid  and  pepsin  secretions  for 
up  to  eight  xveeks.  ^Vhen  compared  to  more  con- 
servative medical  treatment,  hoxvever,  gastric  freez- 
ing has  no  better  record  than  earlier  ulcer-treat- 
ment methods,  the  authors  said. 

The  atilhors  are  Glaude  R.  Hitchcock,  M.D., 
Ph.D.,  Ernest  Ruiz,  M.D.,  R.  Duncan  Sutherland, 
M.D.,  and  James  E.  Bitter,  M.D.,  of  the  Lhiiversity 
of  Minnesota  Medical  School  and  Hennepin  County 
General  Hospital,  Minneapolis. 


Incident  On  A Nuclear  Submarine 

W hat  does  the  ship’s  do(  tor  do  xvhen  the  crexv  of 
a nudear  submaiine  is  hit  by  sexere  lespiiatory 
illne.ss? 

In  one  instance,  he  did  xvhat  many  family  physi- 
cians xvould:  he  ordered  his  patients  to  bed,  told 
them  to  drink  plenty  of  licjuids,  and  administered 
(ough  and  pain  remedies.  .Most  of  the  men  recov- 
ered xvithin  a fexv  days. 

It  xvas  an  unusual  situation,  hoxvever,  xvhich 
threatened  the  operating  eHiciency  of  the  sub- 
marine, reported  in  the  journal  of  the  .\merican 
.Medical  .Association.  In  some  respects,  it  xvas  an  un- 
usual infection,  too. 

d'he  IhS.S.  Sam  Houston,  a ballistic-missile  sub- 
marine, xvas  26  days  out  on  an  undersea  patrol 
xvhen  the  illness  began  to  strike.  Because  of  opera- 
tional restrictions,  the  submarine  coiddn’t  surface 
or  raise  its  snorkel  for  outside  air. 

I’he  close  tptarters  of  the  submarine  provided  an 
interesting  laboratory  to  study  the  transmission  of 
the  infection,  report  Lt.  Robert  Saxvyer,  M.G., 
IhS.X.,  and  Robert  Cf.  .Sommerville,  M.D.,  M.G. 
Dr.  .Saxvyer  xvas  the  ship’s  physician.  Dr.  Sommer- 
ville  is  on  the  stall  of  Belvidere  Hospital,  Gla.sgoxv, 
Scotland. 

llnusual  aspects  of  the  incident  xvere  that  the 
fust  ca.se  of  illness  did  not  develop  until  26  days 
after  the  sidmiarine  began  its  patrol.  I'he  second 
ca.se  developed  nine  days  later.  Then  the  infection 
s]jread  rapidly,  eventually  alfecting  16  crexvmen. 

I’hey  suffered  headache,  fever,  muscidar  aches, 
and  a dry  cough. 

■Vfter  ten  ca,ses  had  developed,  all  nonessential 
xvork  aboard  the  sidjmarine  xvas  suspended.  The 
outbreak  xvas  regarded  xvith  “considerable  interest 
and  trepidation,”  the  authors  said,  for  it  xvas  feared 
that  the  submarine’s  operational  readine,ss  xvoidd 
be  impaired. 

The  infectious  agent  isolated  in  sexeral  of  the 
men  xvas  .Mycojtlasma  pneumoniae,  xvhich  is  some- 
times associated  xvith  acute  respiratory  infections. 

M.  pneumoniae  xvas  knoxvn  to  have  been  present 
among  the  population  of  xvestern  Scotland  xvhen 
the  crexv  arrived  there  to  begin  its  patrol  at  Holy 
Lo(h,  the  report  said.  The  curious  aspect  of  the 
infection  xvas  that  it  xvaited  so  long— 26  days— to 
dexelop. 

.As  suddenly  as  they  began,  the  infections  began 
to  level  off.  The  ship  returned  to  normal  operation 
three  or  lour  days  after  the  last  crexvman  became 
ill.  It  xvas  surprising,  the  authors  said,  that  more 
cases  did  not  develop. 

The  ship  continued  its  eight-xveek  patrol,  and  all 
of  the  sick  crexv-members  had  recovered  by  the  time 
they  xvere  taken  oft  on  a submarine  tender. 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
llights,  change  in  visual  color  perception,  difficulty  In  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
[Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
[brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
lable  during  prolonged  treatment.  Pending  further  experience,  iike  most 
ichemotherapeutic  agents,  this  drug  shouid  not  be  given  in  the  first  trimester 
of  pregnancy,  it  must  be  used  cautiousiy  in  patients  with  iiver  disease  or 
^severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
loccurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
■unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
ifor  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
“false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained,  infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  In 
bottles  of  1000.  250  mg.  for  children,  available  In  bottles  of  56  and  1000, 

j References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
I request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J,  C.: 
Antimicrobial  Agents  and  Chemotherapy -1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 
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Winthrop  Laboratories,  New  York,  N.  Y.  10016 


I»  B ■ ^ mm 

idixic  acid 


a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus.  Paracolon  or  Pseudomonas'^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcai  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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MANUSCRIPTS 

Manuscripts  sltould  be  typewritten,  double-spaced  on 
white  paper  814  x II  inches  with  adeciuate  margins  on 
firm  paper.  The  original  copy,  not  the  carixrn  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  considered.  Authority  for  approval  of  all  con- 
tributions rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu 
sciipts  returned,  lire  [niblishers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

The  first  page  should  list  title,  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits.  Bibliogra 
phies  should  conform  to  the  style  of  the  Quarterly  Ciimu 
lative  Index  published  by  the  American  \Iedical  Associa 
tion.  This  recjuires  in  the  order  given:  Name  of  author, 
title  of  article,  name  of  periodicals  with  volume,  page, 
month— day  of  month  if  weekly— and  year.  Number  should 
be  limited  to  absolute  minimum.  References  should  be 
numbered  consecutively  in  order  in  which  they  appear  in 
the  text. 

LENG  1 H OF  AR  riCLES 

Ordinal  y ai  tides  should  not  exceed  3,000  words  (ap 
proximately  3 printed  pages).  Under  exceptional  circum 
stances  only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUS'I  RA  LIONS 

lllustiations  should  be  numbered  consecutively  and  inch 
cated  in  the  text.  I'he  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back  of  each 
illustration.  Legend  should  be  typed,  numbered,  and  at- 
tached to  each  illustration.  Photographs  should  be  cleat 
and  distinct;  thawings  should  be  made  in  black  ink  (pre- 
ferably India  ink)  on  white  paper.  For  half  tones,  glossy 
photogiaphs  should  be  submitted.  CoNNEcmcux  Medicine 
will  bear  the  cost  of  printing  two  cuts  accompanying 
manuscripts  submitted  for  publication.  The  cost  of  print- 
ing mote  than  two  cuts  must  be  borne  by  the  author. 

NEWS 

Our  leadeis  are  letiuested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of 
interest  to  physicians.  U^e  shall  be  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  be 
received  one  month  prior  to  the  expected  date  of 
publication. 

AUVER  IISINC, 

All  adveitising  copy  of  products  approved  by  the 
Advertising  Committee  of  the  State  Aledical  Journal 
Advertising  Bureau  of  Chicago  shall  be  accepted  for 
publication  unless  such  copy  is  in  conflict  with  official 
policies  of  the  Connecticut  State  Medical  Society.  Non- 
Bureau  advertisements  in  this  issue  have  been  reviewed 
and  found  to  comply  with  the  principles  of  advertising  of 
the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connecticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REl’RlN'l  S 

Reprint  oulcrs  should  be  returned  at  once  as  the  type 
will  be  destroyed  immediately  following  iniblication  of 
the  manuscript. 

Communications  should  be  addiessed  to  Co.nneciicui 
Medicine,  160  St.  Ronan  Stieet,  New  Haven,  Conn., 
Telephone  865  0587. 
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ECONOMICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


a s<‘a  of  (rouble 

for  |iolleii-seiisi(lve  |iatieii(s 


Benadryl* 

(diplienhydraniineliydrocliloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke,  Davis  & Company. 


PARKE-DAVIS 

■■•■.■5.  DAVIS  i COMPANY,  Del  roll,  Mich,gan  4B232 


• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 
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editorials 


Psychiatry,  Medicine  And 
The  Community 

Over  the  past  100  years  the  medical  specialty  of 
psychiatry  has  passed  through  many  phases  and,  in 
most  of  these,  has  been  more  or  less  out  of  touch 
with  medicine  and  the  community.  Indeed,  the 
very  influential  Mental  Health  movement,  with  its 
emphasis  on  the  broad  issue  of  psychological  well- 
being and  dysfunction  in  all  persons,  was  begun  by 
a former  mental  patient  and  has  been  rather  zeal- 
ously para-psychiatric  in  its  growth.  However,  re- 
cent developments  in  public  attitudes  and  psychi- 
atric activity  have  begun  to  close  the  gap  between 
the  psychiatrist  and  the  major  problems  of  every- 
day life  seen  by  practicing  physicians  many  times 
a day. 

In  Connecticut,  there  has  been  a tremendous 
community  effort  by  thousands  of  citizens  over  the 
past  three  years  in  producing  A Plan  For  Compre- 
hensive Mental  Health  Services  for  the  Commu- 
nities in  Connecticut.  This  Plan  recommends  multi- 
disciplinary treatment  approaches  and  facilities  in 
all  areas  of  the  state,  with  special  attention  being 
given  to  children,  alcoholics,  the  aged  and  public 
education  in  mental  health.  The  long-range  effects 
of  the  Plan  remain  to  be  seen,  but  its  ambitious 
goals  clearly  spell  out  the  need  and  possibility  of 
close  collaboration  between  psychiatry  and  the  com- 
munity at  large.  The  Connecticut  Mental  Health 
Center  described  in  this  issue  is  the  first  large  scale 
implementation  of  the  Comprehensive  Mental 
Health  Services  Plan. 

I Psychiatry’s  relationship  with  medicine  is  as  com- 
I plex  as  that  with  the  community.  Gregory  Zilboorg, 
I in  his  monumental  work,  “A  History  of  Medical 
I Psychology,”  published  in  1941,  stated; 

! ‘‘Psychiatry  still  lags  behind  medicine  as  to  the 
certainty  of  its  task,  the  sphere  of  its  activity  and 
the  methods  to  be  pursued.  General  medicine,  in 


the  narrow  sense  of  the  word,  never  had  to  ask 
itself  what  disease  is.  It  always  knew  what  it 
meant  to  be  ill,  for  both  the  patient  and  the  doc- 
tor knew  what  pain  and  what  other  forms  of 
physical  suffering  were.  Psychiatry  never  had 
such  a clear  criterion  of  illness.  Only  a very  small 
proportion  of  the  mentally  ill  show  any  suffer- 
ing: very  few  if  any  are  aware  that  their  stiffering 
is  catised  by  a mental  illness.” 

Now,  twenty-five  years  later,  medicine  and  psy- 
chiatry have  made  some  considerable  progress  in 
overcoming  what  Zilboorg  called  the  ‘‘strong  and 
deep-seated  antagonism  between  medicine  and  psy- 
chiatry.” He  goes  on  to  explain  this  antagonism: 

‘‘The  language  of  a physical  disease  is  uni- 
versally appealing;  pain,  fever,  a bleeding  wound 
are  tinderstood  by  all.  It  is  never  difficult  for  the 
doctor  to  put  himself  in  the  patient’s  place,  since 
he  can  remember  his  own  pains  and  fever  and 
cuts.  He  can  identify  himself  with  the  patient, 
feel  with  and  for  him,  and  therefore  understand 
him.  In  order  to  identify  one’s  self  with  a men- 
tally sick  patient  a totally  different  set  of  psycho- 
logical reactions  is  required  of  the  doctor.  Every 
mental  patient  presents  some  form  of  unwilling- 
ness or  inability  to  accept  life  as  it  is  . . . Mental 
illness  requires  a singularly  humanistic  tolerance 
on  the  part  of  the  doctor  without  which  a proper 
identification  with  the  patient  is  impossible.” 

Zilboorg  conceptualizes  the  process  of  the  physi- 
cian’s attempts  to  join  forces  with  psychiatry  as 
‘‘the  medical  man’s  struggle  to  rise  above  the 
prejudices  of  all  ages  in  order  to  identify  himself 
with  the  psychological  realities  of  his  patients. 
Every  time  such  an  identification  was  achieved  the 
medical  man  became  a psychiatrist.”  It  is  my  hope 
that  the  articles  in  this  issue  will  illustrate  the 
other,  equally  important,  task  of  psychiatry  to  be- 
come more  a part  of  medicine  and  the  community 
To  paraphrase  Zilboorg:  it  is  the  psychiatrist’s 


- THE  COVER  

The  recently  completed  Connecticut  Mental  Health  Center  at  34  Park 
Street  in  New  Haven  adds  another  dimension  to  the  Yale-New  Haven  medical 
complex.  (See  Page  656.) 
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struggle  to  rise  above  apparent  impossibility  and 
to  identity  with  the  pathophysiological,  interper- 
sonal, socicilogical,  cultural,  legal  and  financial 
realities  ot  his  patients.  Every  time  such  an  identi- 
fication is  achieved  the  psychiatrist  becomes  a 
jihysitian  and  a citizen. 

F.  Patrick  Mc:Ke(;ney,  .m.d..  Guest  Editor. 

The  Somatic  Mask  Of  Depression 

Nearly  2.5, OOO  persons  a year  commit  suicide.  In 
reality,  because  ot  social,  economic,  insurance,  and 
other  legal  expediencies  a great  many  more  who  ac- 
tually commit  suicide  are  not  reported  as  such,  but 
as  victims  ot  other  diseases.  Suicide  is  not  due  to  a 
sudden  irrational  urge  on  the  part  ot  an  emo- 
tionally disturbed  person.  The  evidence  is  now 
conclusive  that  such  persons  do  turn  to  their  physi- 
cians and  le.ss  otten  to  the  clergyman  or  psychi- 
atrist tor  help.  I’his  means  such  patients  seek  and 
are  able  to  accept  psychological  support,  tt  also 
means  that  the  physician  needs  to  be  alerted  to  any 
significant  diagnostic  clues  so  that  he  may  not  in- 
advertently overlook  a case  that  may  terminate  in 
suicide  whom  he  might  have  helped  to  avert  this 
catastrophe. 

Ross'  - points  out  that  two  ot  every  three  suc- 
cesstul  suicitles  are  by  patients  who  have  suitercd 
trom  depression  or  chronic  alcoholism.  Thus  there 
is  little  tpiestion  that  depression  is  the  single  most 
reliable  clue  to  a potential  suicide  and  the  more 
jnonounced  the  symptoms,  the  graver  the  danger. 
Contrary  to  popular  misconception,  people  who 
commit  suicide  do  talk  about  it  and  one  should 
pay  caretul  attention  to  such  statements  as  “I  would 
be  better  ott  dead”  or  lite  is  “not  worth  living.” 
Depression  in  tact  is  so  lietjuent  a precursor  to 
suicide  that  physicians  need  to  be  accpiainted  with 
torms  ot  depression  most  Iretjuently  encountered. 

I'here  are  various  deceptions  iti  the  recognition 
ot  depression:  A patient  who  has  numerous  com- 
plaints but  no  discernible  organic  basis  tor  them. 
We  all  recognize  the  classical  mood  changes  ot  de- 
pression characterized  by  despondency,  hopeless- 
ness, apathy,  mental  and  motor  retardation.  The 
patient's  world  outlook,  lite  habits  and  bodily  tunc- 
tions  are  ditferent.  This  is  the  earliest  phase  ot 
depression,  an  all  pervasive  teeling  that  something 
is  wrong.  Apprehensiveness  or  a general  state  of 
alarm  are  otten  linked  to  a tear  of  a dread  disease 
such  as  cancer.  There  are  vague  non-specific  physi- 
cal complaints,  regional  aches  and  pains.  Such  a 
patient  may  rush  along  in  his  story  brooking  no 
interruption.  He  exhibits  heightened  introspec- 
tion, egocentric  preoccupation  with  minutae.  His 
interest  is  concentrated  ui^on  himsell.  1 here  is  an 
underlying  downheartedness  and  discouragement. 


We  must  recall  here  that  various  psychogenic 
states  are  generalized  disorders  affecting  the  patient 
as  a whole  and  as  such  also  have  systemic  mani- 
festations as  well  as  disorders  of  mood  and  emotion. 
In  short,  somatic  symptoms  are  an  important 
counterpart  of  mood  changes  in  depression  and  we 
must  learn  how  to  lift  the  somatic  mask  of  depres- 
sion. 

The  patient  usually  describes  a decrease  or  even 
loss  of  the  feeling  ot  well-being.  He  is  tired,  feels 
heavy,  is  unable  to  fulfill  obligations  ot  daily  liv- 
ing. Normally  the  sense  of  fatigue  that  follows  mus- 
cular exertion  and  exercise  has  a jffeasant  quality. 
Depressive  fatigue  is  unpleasant,  not  relieved  by 
relaxation,  persistent  even  in  the  absence  of  exer- 
tion. 

For  a depressed  patient  sleep  no  longer  retains 
its  restful  quality  and  now  has  become  uncom- 
fortably altered.  There  is  early  morning  awaken- 
ing. This  goes  hand  in  hand  with  depression.  It  is 
hard  to  get  up  in  the  morning  and  to  dress. 
Though  falling  asleep  is  not  the  main  difficulty, 
he  sleeps  lightly  and  is  aroused  easily  by  anxiety 
arousing  dreams,  so  that  he  may  even  fear  to  go  to 
sleep.  \Vfften  we  prescribe  for  this  insomnia  we 
should  remember  that  a depressed  patient  may  use 
the  medication  for  .self-destruction. 

It  is  now  recognized  that  to  many  people  food 
equals  love.  If  a patient  hates  him.self,  he  may  stop 
eating  through  loss  of  appetite.  However,  it  is  also 
a fact  that  some  mask  their  depression  by  over- 
eating, over-drinking  or  both.  Whether  food  intake 
is  increa,sed  or  decreased  the  important  thing  is 
that  there  is  no  pleasure  in  eating.  Food  seems  to 
have  lost  its  taste,  and  appetite  like  life  itself,  its 
zest.  If  depression  is  tranquilized  by  food  excesses 
then  dieting  may  serve  to  expose  the  underlying 
depression  and  a physician  should  be  attuned  to 
whatever  underlying  states  are  masked  by  food  and 
drink.  'Fhere  is  no  doubt  that  the  gastrointestinal 
system  is  a notorious  locus  for  somatic  expression 
of  a depressed  state,  since  it  exhibits  almost  every 
kind  of  a complaint  knowm  in  organic  disease  of 
this  system. 

Some  patients  in  subtle  ways  exhibit  a need  for 
self-punishment.  Ross  points  out  the  patient  who 
induces  dentists  to  extract  teeth  and  then  complains 
that  the  prosthesis  doesn’t  fit.  The  patient  has 
“partially  destroyed  himself.”  He  also  drives  to 
commit  “social  suicide”  by  inexorably  drinking 
himself  to  ruin  and  death.  Such  behavior  should  be 
properly  perceived  as  depressive  and  even  suicidal 
in  nature.  In  short,  we  need  to  be  alert  to  many 
self-destructive  aspects  of  a patient’s  life  including 
middle-aged  sexual  promiscuity  and  escapades  as 
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Butazolidiri  alka 

l^henylbutazone,  100  mg. 

•dried  aluminum  hydroxide  gel,  100  mg. 
hiagnesium  trisilicate.  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
(contrast,  the  recommended  trial  period  for 
jndomethacin  is  at  least  1 month. 

jjhat’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
jor  not  it  works.  And  usually,  it  will. 

|a  large  number  of  investigators  have  re- 
iported  major  improvement  in  about  75%  of 
|cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
(resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
Isince  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®, phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


Night  Leg  Cramps... Frequent  Bedfellow 

2 2 

In  Diabetes,  Arthritis,  and  Peripheral  Vascular  Disorders 


now... specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

mLKEIV 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophylline  3 grains  (200  mg  ).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  pars,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  toblet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

References:  1.  Shuman,  C.:  Am,  J.  Med.  Sci.,  225:54,  1953  2 
Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rowls,  W„  et  al.: 
Med.  Times,  87:818,  1959. 
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well  as  suicidal  behavior  in  relation  to  business 
activity. 

One  of  the  great  periods  of  danger  in  a depressed 
patient  is  when  he  is  improving.  It  is  a time  to 
remain  vigilant  and  avoid  lessening  the  patient’s 
restrictions  because  this  is  precisely  the  time,  as 
the  patient’s  energy  rises  and  his  depression  begins 
to  lift,  for  him  to  express  an  underlying  suicidal 
intent  into  action.  During  the  depths  of  his  despair 
and  apathy,  he  had  not  the  energy  to  destroy  him- 
self. Ross  points  out  that  extensive  evidence  now 
at  hand  indicates  that  most  successful  suicides 
occur  within  the  three  month  period  subsequent  to 
the  onset  of  improvement. 

Any  physician  alerted  to  the  charactertistic 
moods  indicating  depression  and  the  somatic  symp- 
toms that  mask  it  can  contribute  importantly  to 
reduce  the  awful  loss  of  life  that  eventuates  from 
unrecognized  and  untreated  depression. 

L.H.N. 
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The  Medical  Treatment  Of 
Sexual  Problems 

Traditionally,  one  of  a physician’s  duties  to  his 
patients  is  to  act  as  a personal  advisor  and  coun- 
selor. Few  physicians  would  challenge  that  state- 
ment, yet  many  avoid  assuming  that  role  in  their 
actual  practice.  Most  physicians  seem  to  have  par- 
ticular difficulty  in  discussing  and  advising  their 
patients  in  matters  of  sexual  practices  or  marital 
adjustment.  There  are  usually  several  reasons  for 
such  difficulty.  Most  patients  are  hesitant  to  reveal 
conflicts  or  sensed  inadequacies  in  the  sexual 
sphere  because  of  its  heavy  emotional,  social  and 
moral  loading.  The  physician,  sensing  or  anticipat- 
ing his  patient’s  reluctance,  will  frequently  not 
inquire  very  specifically  or  thoroughly  into  the 
sexual  history,  just  as  he  may  “defer”  a pelvic  or 
rectal  examination.  In  addition,  the  physician  may 
hesitate  in  such  an  inquiry  because  he  feels  he  is 
incapable  of  assessing  the  significance  of  whatever 
data  he  might  obtain  in  the  sexual  history.  If  the 
patient  spontaneously  presents  a chief  complaint  of 
sexual  difficulty,  the  physician  may  still  be  at  a loss 
since  the  diagnosis  and  treatment  of  sexual  prob- 
lems have  probably  not  been  included  in  his  formal 
medical  training.^  In  medical  school  he  will  have 
learned  the  anatomy  of  the  genitalia  and  some 
endocrinology  of  the  reproductive  systems.  How- 
ever, a description  or  discussion  of  sexual  inter- 


course, orgasm  and  the  varieties  of  sexual  feelings 
and  practice  are  rarely  dealt  with  in  the  medical 
school  curriculum  except  perhaps  briefly  in  psychi- 
atric courses.  Even  if  presented  in  this  context, 
little  or  no  attempt  is  made  to  make  such  matters 
relevant  to  general  medical  practice.  With  this 
background  the  physician  who  has  the  interest  and 
courage  to  attend  to  his  patient’s  sexual  jwoblems 
usually  must  rely  upon  his  own  personal  experi- 
ences with  sex.  These  may  or  may  not  have  been 
satisfactory  to  him,  but  they  are  certain  to  have 
been  idiosyncratic  and  too  limited  in  scope  to 
provide  a body  of  knowledge  applicable  to  the  wide 
range  of  patients  and  variety  of  problems  in  his 
practice.^ 

At  this  point,  in  view  of  these  difficulties  facing 
the  physician,  one  might  question  the  usefulness  of 
considering  a patient’s  sexual  behavior  or  adjust- 
ment at  all.  Might  it  not  be  preferable  to  merely 
refer  those  patients  with  explicit  sexual  problems 
to  specialists  in  urology,  gynecology  or  psychiatry? 
Aside  from  his  losing  that  not  inconsiderable  num- 
ber of  patients  who  would  be  so  referred,  the  physi- 
cian who  does  not  consider  his  patients’  sexual 
problems  would  fail  to  recognize  factors  known  to 
contribute  to  many  common  “medical”  syndromes 
as  the  “pain-prone  patient,”^  alcoholism  and  the 
“change  of  life.”  A full  treatment  of  the  ways  in 
which  sexual  conflicts,  conscious  and  unconscious, 
may  precipitate  or  perpetuate  physical  complaints 
is  beyond  editorial  scope.  Rather,  it  is  suggested 
that  the  practicing  physician  should  and  can  de- 
velop the  ability  to  deal  with  most  of  the  manifest 
sexual  or  marital  complaints  presented  by  his 
patients  and  to  obtain  routinely  a complete  sexual 
history. 

To  aid  the  physician  in  this  task,  there  is,  un- 
fortunately, a remarkable  paucity  of  scientific 
knowledge  about  “normal”  and  “abnormal”  sexual 
adjustment.^  However,  the  large  number  of  patients 
seen  by  a physician  during  the  years  of  his  training 
and  practice  can  provide  him  with  enough  data 
about  human  sexual  practices  and  adjustments  to 
establish  a reliable  standard  of  comparison  for 
evaluating  an  individual  patient’s  behavior.  In 
addition,  a patient’s  own  standards  of  normal  and 
satisfactory  behavior  can  be  another  important 
criterion  of  sexual  adjustment.  Finally,  the  physi- 
cian must  remember  that  not  one,  but  two  persons 
are  involved  in  any  sexual  relationship.  What  satis- 
fies the  goose  may  not  please  the  gander;  the  evalu- 
ation of  marital  sexual  adjustment  must  include 
the  feelings  and  expectations  of  both  partners.  As 
Martin  concludes,^  “The  danger  to  be  avoided  by 
physicians  is  the  tyranny  of  the  norm.”"* 

Major  complaints  of  sexual  dissatisfaction  are 
fairly  common  in  medical  patients,  if  they  are  given 
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the  ()pj)()i  limity  to  present  tliem.  The  physic  ian 
investigatitig  such  complaitits  shonhi  take  into  ac- 
eontu  that  a j)hysical  lactor  is  present  in  perliaps 
five  to  teti  percetit  of  patients.  I'he  vast  majority 
of  symptoms  of  sexual  incompatibility  are  reflec- 
tions or  manilest;itions  of  etnotiotial  disturbances 
in  the  relationship,  frecjnetitly  related  only  in- 
diiectly,  il  at  all,  to  sexual  intercourse.  For  exam- 
ple, conscious  hostility  on  the  ])art  of  either  hus- 
band or  wife  toward  the  other  is  a common  lac  tot- 
in  mutual  sexual  dissatisfaction.  In  such  cases,  de- 
tailed inciuiry  into  all  facets  of  the  marriage  and 
family  life  often  with  husband  and  wife  together, 
is  the  apjtioach  of  choice. 

In  some  cases,  especially  yonnger  couples,  igno 
lance  or  anxiety  about  sexual  aclecjuacy  are  niajcji 
factors  in  dissatisfaction.  A careful  history  from 
both  partners,  which  includes  the  details  of  the 
sexual  behavior  as  w'ell  as  the  anticijtatory  feelings 
aticl  fantasies  of  both  partners,  can  frec|uently  iden- 
tify some  of  these  more  superficial  and  less  serious 
obstacles  to  mutually  satisfactory  sexual  relation- 
ships. Tti  this  regard,  it  is  itnportant  to  recall  that 
orgasm  is  a relative  phenomenon  in  a psychological 
sense  and,  in  the  woman  particularly,  a very  vari- 
able physiolcjgic  reaction.  'Fhe  best  definition  of 
orgasm  might  be  in  terms  of  the  individual’s  sense 
of  fulfilltnent  in  the  jtost-coital  phase,  which  will 
normally  vary  from  time  to  time.  Orgasm,  may, 
over  a long  period,  seem  to  be  deficient,  compared 
to  jirevious  experiences  or  as  compared  with  a 
never-achieved  ideal,  particularly  in  the  aging 
patient.  In  many  such  instances,  advice  regarcling 
tcchnicjue  or  reassurance  as  to  the  nortnalcy  of  vari- 
ation in  satisfaction  may  suffice  to  interrupt  the 
vicious  circle  of  dissatisfaction-anxiety—jireoccu- 
pation— increased  dissatisfaction. 

Discussing  a case  with  a psychiatrist  can  often 
assist  the  physician  as  to  indications  for  further 
incjitiry,  advice,  reassurance,  environmental  manip- 
ulation or  recommendation  of  further  specialized 
treattnent.  Psychotherajty  or  marital  counseling 
may  be  indicated  in  more  complex  cases,  but  is 
frecjuently  neither  necessary  nor jl^sixalile. 

F.  K McKKGNEVy  M.I). 
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Science  And  The  Doctor 
At  The  Bedside 

It  is  now  fashionable  to  raise  a hue  ;incl  cry  over 
the  clepersotiali/ation  of  meclicitie  and  medical 
care.  Le,ss  common,  but  ecjually  justified,  criticism 
is  being  leveled  at  the  itureasitig  reliance  itpon 
diagnostic  htboratory  testing,  to  the  exclusion  of 
other,  clinical  methods.  Yet  little  of  this  criticism  is 
accompanied  by  constructive  suggestions  as  to  how 
to  reverse  this  trend  toward  replacing  the  physician 
with  symptom  checklists,  comjdete  chemical,  hema- 
tologic and  radiologic  work-ups,  atttomatic  moni- 
toring of  physical  statits,  and  even  computerized 
history  taking  aticl  diagnosis. 

fti  a .series  of  four  jiapers  entitled,  “Scientific 
Methodology  in  Clinical  Medicine, ^ Dr.  Alvan 
Feinstein  jiresents  cogent  arguments  and  sugges- 
tions for  a return  to  the  scientific  study  of  sick  per- 
sons in  order  to  define  diseases,  to  evaluate  treat- 
metit  technicpies,  and  to  redirect  attention  to  the 
patient’s  personality  and  his  human  needs. 

The  first  paper,  “Introduction,  Princijiles  and 
Cioncejits,’’^  traces  the  gradual  historical  shift  of 
clinical  investigation  from  the  bedside  to  the  lab- 
oratory, from  the  use  of  intact  patients  to  animals 
or  inanimate  systems,  in  an  attempt  to  gain  greater 
precision  and  control  of  variables.  This  trend  has 
not,  however,  been  without  its  disadvantages.  Much 
jierspective  and  accuracy  about  human  disease  has 
been  sacrificed  by  the  neglect  of  clinical  material. 
For  example,  the  actual  effects  and  efficacy  of  many 
traditional  treatment  methods,  such  as  irradiation 
therapy  or  radical  surgery  for  cancer,  insulin  and 
antibiotics,  have  not  been  clearly  demonstrated 
desjnte  their  many  years  of  use.  Further,  the  cur- 
rent diagnostic  classification  system,  based  mainly 
on  the  observations  and  nomenclature  of  pathol- 
ogy, is  inadequate  and  inappropriate  to  much  of 
modern  clinical  medicine,  both  in  research  and 
practice.^ 

With  regard  to  research,  there  are  methodologic 
differences  imposed  by  the  laboratoiy  and  clinical 
situations.  However,  tlie  scientific  jjrtn esses  in  both 
are  analogous,  involving  experimental  material, 
measurement  techniques  and  appraisal  of  results. 
Fhe  clinician  who  makes  the  effort  can  become  a 
“uniejue  and  powerful  jjiece  of  scientific  equip- 
ment.” He  can  use  mathematically  sound  reasoning 
to  analyze  signs  and  symjnoms  which  he  has  care- 
fully observed  or  obtained  from  patients  and  has 
recorded  in  a precise  and  standardized  fashion, 
“for  the  scientific  improvement  of  prognosis  and 
therapy,  therefore,  research  must  concentrate  on 
the  old,  irreplaceable  clinical  material— sick  people 
—and  on  the  old,  irreplaceable  equipment  for  ob- 
serving sick  peojde— the  clinician.”^ 
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B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B|  (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  8,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  etfect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,^  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.'*  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.-’’ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.*’  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.” 

The  ‘thiazides’— an  answer  to  the 
metaholic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  L 10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.^  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**-  **’ 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.**  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.**  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.**  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.* 

Natiiretin— effective  diuresis  with 
more  favorable  electrolyte  balance 
Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. *- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide.. .”*** 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications;  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied;  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
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In  his  fourth  paper.  Dr.  Feinstein  eloquently 
emphasizes  the  need  of  the  clinician  to  improve 
himself  and  not  to  allow  his  scientific  attention  to 
he  (.literted  Ity  tlie  unbalanced  use  of  data  from 
(lie  laboratory.  He  goes  on  to  describe  many  prac- 
tical and  specific  suggestions  about  achieving 
greater  objectivity,  precision,  consistency,  uni- 
formity and  reliability  in  history  taking  and  physi- 
cal examination.  'While  these  techniques  of  im- 
proved observation  and  acquisition  of  clinical  data 
obviously  should  be  incorporated  into  medical 
school  curricula,  they  can  be  applied  by  any  physi- 
cian at  any  stage  of  his  medical  career.  Indeed,  it 
is  probably  the  experienced,  albeit  tired,  physician 
who  could  probably  benefit  most  from  an  honest  re- 
appraisal of  his  own  clinical  practises  in  the  light 
of  the  principles  advocated  by  Dr.  Feinstein. 

.\n  even  more  important  reason  for  advocating 
the  return  to  the  clinical  situation  as  being  of 
primary  value,  is  the  need  to  reverse  the  trend  of 
modern  clinical  care,  which  is  often  “focussed  more 
on  the  patient’s  identification  as  a diseased  organ- 
ism than  on  his  identity  as  a sick  person. Scien- 
tific and  medical  completeness  demands  that  lab- 
oratory data  about  the  disease  be  accompanied  by 
“personal  data  about  the  patient  and  by  clinical 
data  about  the  diseased  patient.’’  The  life  setting, 
family  situation  and  interpersonal  adjustment  pat- 
terns of  the  patient  are  most  significant  factors, 
influencing  not  only  the  physician’s  understanding 
of  his  patient,  but  the  effectiveness  of  the  treatment 
he  prescribes,  as  well. 

In  this  emphasis  on  clinical  methodology,  the 
physician  must  not  ignore  the  possible  sources  of 
error  due  to  patient  unreliability  of  reporting  or 
inconsistency  of  awareness.  The  patient  will  have 
the  usual  human  difficulties  in  verbalizing  or  as- 
signing words  to  perceptions  which  were  either  not 
assigned  words  when  they  were  first  noticed,  or 
which  are  not  easily  conceptualized.  Further,  the 
patient’s  awareness  or  communicativeness  may  be 
impaired,  due  to  organic  factors  connected  with  or 
separate  from,  any  physical  disease  present.  Finally, 
the  patient’s  clear  recognition  and  statements  of 
perceptions  of  illness  may  be  distorted  by  his  per- 
sonality, past  experience  and  emotional  state.  Such 
variability  is  for  instance  seen  in  the  particularly 
common  clinical  complaint  of  pain.  Many  words 
may  be  used  to  describe  pain  and  each  may  repre- 
sent a variety  of  perceptions,  depending  iqron  the 
patient’s  past  experience,  education  or  social  class, 
all  of  which  may  differ  from  those  of  the  doctor. 
These  descriptions  may  be  associated  with  an  ac- 
companied by  a complexity  of  feelings  having  to  do 
with  the  implications  of  the  physiologic  changes 
which  contribute  to  the  perceptions  described  as 
“pain. ’’5  Indeed,  although  Dr.  Feinstein  specifically 
states  that  these  methods  and  principles  are  in- 


applicable to  psychiatric  disturbances,  his  approach 
seems  quite  as  appropriate  to  the  elucidation  of 
personality  factors  in  illness  as  it  is  to  the  many 
other  human  disorders  which  “have  no  exact  coiin- 
lerpai  ts  in  morbid  anatomy  . . . suc  h as  abnormal- 
ities in  gastroentestinal  mobility  and  cardiac 
rhythm. 

These  papers  present  concepts  important  to  all 
physicians;  to  be  disputed  or  corroborated;  to  be 
used  as  standards  for  self  assessment  of  competence. 
Dr.  Feinstein’s  sophisticated,  lucid,  enthusiastic 
and  literate  presentation  is  a clear  and  compelling 
statement  demonstrating  the  imperative  wedding 
of  the  scientific  artistic  and  humanistic  heritage  of 
medicine. 

F.  P.  McKegney,  m.d. 
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Hysteria  Through  The  Ages 

Beginning  with  the  concept  of  the  wandering 
womb,  this  pathological  phenomenon  as  well  as  the 
word  itself  have  meandered  through  the  medical 
literature  and  through  the  consulting  chambers  of 
different  medical  specialists  with  an  occasional  side 
trip  into  theological  councils.  Indeed,  hysteria  re- 
mains an  elusive  witch  as  crafty  as  any  that  ever 
burnt  on  the  stake  or  stalked  the  envious  of  Salem. 
Besides,  hysteria,  or  its  sufferers,  have  seduced  many 
a respectable  physician  into  non-scientific  pursuits, 
if  not  non-professional  behavior  and  still  perplexes 
and  frustrates  many,  especially  those  who  are  un- 
educated about  the  mechanisms  of  conversion  and 
of  unconscious  seduction,  often  a characteristic  and 
prominent  psychological  mechanism  in  hysterics. 

While  it  is  often  claimed  that  hysteria  is  a van- 
ishing entity,  and  this  is  corroborated  by  survey  of 
psychiatrists  in  private  practice  in  recent  times,^  - 
this  is  like  a school  dentist  in  a community  with 
fluoridated  water  claiming  that  dental  caries  is  on 
the  decline  generally.  Major  hysterical  symptoms 
certainly  have  disappeared  from  psychiatrists’ 
offices  and  are  rare  in  Western  middle  and  upper 
socio-economic  groups.  No  doubt  perfusion  of 
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lireuer’s  and  Freud’s  discoveries  into  general  knowl- 
edge absorbed  now  by  most  every  high  school  stu- 
dent has  greatly  contributed  to  the  blocking  ol 
florid  and  dramatic  hysterical  behavior.  However, 
the  mechanisms,  ihe  basic  psychopathological  proc- 
esses characteristic  of  hysteria  still  are  seen  or 
heard  often  by  the  psychotherapist,  and  just  like 
“classical  lobar  imeumonia”  can  still  be  encoun- 
teied,  so  can  classic  or  major  hysteria.  The  psychi- 
atrist, however,  is  not  likely  to  see  it  unless  he  goes 
to  the  emergency  rooms  of  our  large  municipal  hos- 
])it;ils  or  visits  on  other  non-psychi;itric  services  in 
the  general  hospital,  especially  the  neurological 
divisions.  In  the  Eastern  United  States  he  might 
luive  to  concentrate  particularly  on  the  non-white 
population,  but  in  lower  class  patients  all  of  “classi- 
cal liysteria”  can  still  be  seen,  the  convidsions,  the 
contiiictures  after  misdiagnosed  hysterical  paraly- 
sis, double  vision  in  one  eye,  hysterical  blindness, 
aphasia  and  abasia  astasia. 

Fhe  reason  for  pointing  this  out  in  some  detail 
is  to  point  out  a common  confusion.  In  our  eager- 
ness to  emphasize  the  medical  nature  of  mental  ill- 
ness as  distinct  from  criminal  or  sinful  behavior, 
this  assertion  is  taken  to  mean  that  hysteria  (or 
jjsychosis  or  alcoholism)  is  like  any  other  disease. 
Bectiuse  hysterical  people  should  be  treated  like 
patients,  ;is  people  in  need  of  help  and  treatment, 
does  not  mean  tluit  hysteria  is  the  same  as  pneu- 
monia or  diabetes.  Hysteria  is  a defective  develop- 
ment of  the  personality,  and  the  toxic  agent  or 
agents  are  psychosocial  vicissitudes  with  or  without 
some  j)hysio-chemical  readiness  of  the  central  ner- 
vous system  to  react— or  perform— “hysterically,” 
i.e.  to  convert  emotional  conflict  into  bodily  dys- 
function of  an  inhibitory  type.  Cultural  factors 
may  also  play  ;in  important  role  and  the  condition 
can  be  “contagious.”  The  development  of  hysteri- 
cal defenses  or  character  structure,  therefore,  is 
always  one  possibility  of  many  types  of  jrersontility 
development  and  therefore  will  not  clisa])pear  from 
the  ecological  structure  of  personalities. 

This  relatively  simple  deviation  of  psychic  proc- 
esses can  be  produced  experimenttilly  by  ;iny  hyp- 
notist, but  this  should  not  deceive  one  to  assume 
th;it  the  condition,  and  the  treatmetit  of  hysterical 
patients  is  simple.  It  must  be  noted,  however,  that 
this  treatment  is  often  jatrogetiically  jeopardized 
by  the  frequent  insistence  of  searching  for  every 
remotely  conceivable  organic  cause  to  account  for 
hysterietd  symptoms.  This  stdqects  the  hysterical 
jjatient  to  many  tests,  each  an  inadvertent  accentu- 
ation of  his  resistance  to  consider  his  symptoms  as 
conflict-engendered  behavior.  A positive  diagnosis 
of  hysteria  can  usually  be  made  through  an  ade- 
tpiate  history  and  appropriate  evaluation  of  the 


socio-emotional  cliimite  in  which  the  symptoms 
appeared— sometimes  strongly  suggested  by  the  pres- 
ence of  similar  symptoms  in  a person  significantly 
related  to  the  hysterical  jjatient.  But  the  physician 
must  understand  that  disease  is  something  that 
occurs,  not  only  in  the  form  of  infections  or  meta- 
bolic tlelec ts,  but  also  as  faulty  personality  develop- 
ment and  structuie,  and  that  understanding  and 
treating  these  aspects  of  humans  is  as  much  a medi- 
cal t:isk  as  dispensing  antibiotics  or  removing 
tumor  cells.  Major  hysteria  will  not  disappear  un- 
less all  people  become  educated  and  psychologically 
sophisticated,  a task  in  which  physicians  can  and 
must  participate  as  professionals  and  as  citizens, 
but  hysterical  mechanisms  in  more  subdued  forms 
will  probably  remain  with  us  until  we  can  prevent 
effectively  the  development  of  neurosis,  a very  un- 
likely eventuality  in  the  foreseeable  future. 

Stephen  Fleck,  m.d. 
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Ontogenesis  Of  REM  Sleep 

Reptiles  and  tortoises  do  not  show  REM  sleep. 
Birds  seem  to  have  brief  periods  but  the  mechan- 
ism is  highly  developed  in  mammals  and  is  located 
in  the  caudate  nucleus  of  the  pons.  Wdiy  did  the 
pons  become  the  site  of  the  REM  sleep  mechanism 
and  what  function  recpiirement  was  met  by  de- 
velopment of  REM  sleep  phylogenetically.  We 
have  already  seen  that  there  is  a physiological  need 
for  REM  sleep  in  adult  subjects  who  when  de- 
jtrivetl  ol  it  exhibit  bizarre  and  even  psychotic  be- 
havior. Such  subjects  after  a time  exhibit  a dra- 
matic ri.se  in  the  atnount  and  percentage  of  the 
REM  phase— they  show  a tendency  to  compensate 
lor  lost  RFhM  sleep  after  artificial  interruptions  of 
sleep. 

A\'hat  came  as  a surprise  to  investigators  was  the 
discovery  that  REM  phases  of  sleep  are  not  limited 
to  adidts,  but  assume  a high  proportion  of  total 
sleep  in  the  first  days  of  life.^  In  the  neonate  sleep 
commences  with  a RFiM  period  and  the  EEG  is  not 
different  from  the  wakeful  state.  F'urthermore,  the 
neonate  spends  fully  half  of  its  total  sleep  in  this 
unicpie  state  of  activation.  In  premature  infants 
the  percentage  of  RE.M  sleejr  is  58  to  36-38  weeks, 
67  at  33  weeks  and  80  at  30  weeks,  and  probably 
nears  100  j^er  cent  before  the  30th  week.  How  can 
this  discovery  be  explained,  why  does  REM  drop 
off  progressively  with  age  (see  figure  on  Front 
Cover) . 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessiw  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  eh'cit  these 
conditions  were  given  concomitantly. 
Fast  EEC  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
suit  package  circular. 

WALLACE  LABORATORIES 

\ikfsCranbury,  N.J.  cm.?814 


Miltowir 

(meprobamate) 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception— 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-BESIC 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


WINTHROP  LABORATORIES, 


NEW  YORK,  N.  Y,  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can  be 
prescribed  for  anyone  who  can  take  aspirin.  It 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  ail  types  of  mild 
and  moderate  pain.  Of  862  patients  who  were 
treated  with  chiormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  or 
good  pain  relief.'' 

Side  elfects  have  been  minor.  Occasionally  gastric  distress, 
weakness,  sedation  or  dizziness  occur.  Reversible  cholestatic 
jaundice  has  been  reported  on  rare  occasions.  However,  in 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  side 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin. 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily. 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  daily. 
1.  Collective  studies.  Department  of  Medical  Research, 
Winthrop  Laboratories. 


It  is  known  that  the  cortex  sends  inhibitory  im- 
pulses to  many  subcortical  areas.  The  brain  stem 
in  turn  sends  stimuli  to  both  cerebral  hemispheres, 
and  each  in  turn  feeds  back  restraining  forces  upon 
the  brain  stem.  One  explanation  of  the  dispropor- 
tionate large  amounts  of  REM  sleep  in  the  develop- 
ing fetus  and  neonate  might  be  that  the  brain  stem 
matures  early  -while  an  immature  cortex  is  not 
developed  sufficiently  to  exercise  restraint  upon 
the  pontine  sleep  center.  However  the  pontine 
mechanism  is  at  least  partially  autonomous  since 
removing  the  cortex  does  not  increase  REM  but 
may  decrease  it.  It  may  of  course  be  that  as  the 
adult  matures  and  grows  old  the  cortex  does  exer- 
cise more  and  more  restraint  upon  the  dream 
center  in  the  pons  thereby  reducing  the  total 
amount  and  percentage  of  REM  in  total  sleep. 

We  are  still  however  left  with  the  question  as 
to  what  can  be  the  organism’s  need  for  this  REM 
state  at  each  stage  of  its  growth  and  development. 
One  thought  would  be  as  Roffwarg,  et  al.  believe, 
that  in  early  infancy  when  waking  life  is  limited  in 
time  and  scope  arjd  offers  little  occasion  for  stimu- 
lation, the  REM  period  furnishes  a substantial  and 
necessary  discharge  of  activity,  and  its  diminution 
as  the  organism  grows  older,  is  that  its  most  im- 
portant function  in  early  ontogenesis  has  been  ful- 
filled. Another  view  would  be  that  at  different 
stages  of  development  it  serves  different  functions. 
In  late  fetal  life  and  early  infancy  it  furnishes 
necessary  discharge  of  activity  into  the  cortex  to 
promote  its  maturation  and  myelinization.  In  ado- 
lescence when  there  is  a modest  increase  in  pro- 
portion of  total  sleep  spent  in  REM  periods,  they 
could  serve  to  permit  discharges  of  instinctual 
urges  without  interrupting  sleep  and  thus  free  the 
individual  from  irrational  behavior  during  waking 
life.  As  instinctual  drives  decline  in  later  life  the 
need  for  REM  periods  also  decline. 

We  have  traditionally  considered  the  sleep  of 
babies  as  well  as  adults  to  constitute  a surcease 
from  excitation,  a time  of  rest,  a reversal  of  fatigue, 
an  opportunity  for  metabolic  restoration.  In  this 
conventional  view  the  infant  either  sleeps  and  is 
separated  from  external  stimulation  or  he  is  awake 
and  receptive  to  it.  But  now  we  are  aware  that 
during  REM  sleep  brain  activity  is  vigorous.  The 
stimuli  begin  in  the  caudate  pons  and  travel  up- 
ward through  the  thalamus  to  higher  centers  caus- 
ing both  excitatory  and  inhibitory  effects,  rapid 
eye  movements  (REM),  flaccidity  of  peripheral 
muscles,  respiratory  and  heart  rate  changes  and 
probably  others.  Thus  REM  sleep  affords  intense 
stimulation  to  the  central  nervous  system,  stimu- 
lation turned  on  and  off  rhythmically  from  an 
autonomous  mechanism  in  the  pons.  As  Roffwarg, 
et  al.  state  so  aptly,  the  dream  is  “born  in  the 
brainstem  but  clothed  in  the  cortex.” 


If  we  seek  for  a purpose  of  REM  in  early  devel- 
opment, then  the  concept  of  “stimulus  induced 
development”  assumes  especial  significance.  Ro- 
manes points  out  that  visual  pathways  of  sleep 
become  myelinized  before  light  reaches  the  retina. 
It  is  possible  that  structural  maturation  in  the 
other  sensory  systems  during  fetal  life  as  well  as  the 
visual  system  may  depend  on  discharges  emanating 
from  the  pontine  center.  Eurthermore  the  concept 
of  stimulus  induced  development  might  help  to  ex- 
plain the  importance  of  REM  periods  as  a prime 
source  of  cortical  stimulation  in  early  ontogenesis. 

Many  have  the  idea  that  the  immature  central 
nervous  system  can  anticipate  or  prepare  for  its 
future  active  role  long  before  such  functions  are 
called  into  play.  Can  the  abundance  of  REM  stimu- 
lation in  the  cortex  in  early  development  account 
for  the  tremendous  growth  of  the  central  nervous 
system  in  the  first  year  or  two  of  life.  If  this  be 
true  then  we  can  understand  that  the  REM  me- 
chanism became  necessary  in  phylogenic  evolution 
at  the  time  that  extensive  telencephalization  began. 
It  served  to  maintain  large  masses  of  neural  tissue 
before  they  became  involved  in  motor  and  sensory 
reactions  taking  place  during  sleep. 

Areas  in  the  central  nervous  system  which  are 
myelinated  in  utero  are  those  that  receive  afferent 
fibers  directly  from  subcortical  centers.  The  most 
differentiated  and  mature  cells  are  found  in  the 
brain  within  the  primary  sensory  areas,  principal 
motor  areas,  limbic  system  and  rhinencephalon. 
All  these  areas  are  intimate  participants  in  the 
neurophysiology  of  the  REM  state.  The  mechan- 
ism, reasons  Roffwarg,  et  al.,  may  then  function 
to  bring  higher  centers  to  an  operational  capacity 
sufficient  for  handling  the  rush  of  external  stimula- 
tion in  waking  experience. 

A physiological  system  that  remains  active 
throughout  life  as  the  REM  system  does  probably 
continues  to  execute  physiological  as  well  as  psy- 
chological functions.  The  natural  physiologic  func- 
tion might  be  that  frequent  excitation  of  the  high- 
er brain  centers  during  REM  sleep  serves  to  main- 
tain the  central  nervous  system  in  a state  of  physio- 
logical readiness  so  that  it  may  react  swiftly  to  the 
exigencies  of  the  real  world.  This  means  that  ex- 
tended interruptions  of  excitation  may  be  injuri- 
ous to  optimal  responsiveness  of  neural  structures. 
We  have  an  analogy  from  studies  on  depth  percep- 
tion, whose  accuracy  is  considerably  weakened  after 
one  eye  has  been  covered  for  a matter  of  hours.  In 
this  sense  then  the  stimulating  function  of  the 
REM  mechanism  may  remain  important  to  the 
organism  throughout  life. 

Erom  the  psychological  point  of  view,  it  is  known 
that  deprivation  of  REM  sleep  induces  certain 
behavioral  and  psychological  aberrations  in 
humans.  During  REM  the  muscles  are  inhibited 
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^vliilc  ihe  cortex  is  active.  REM  serves  theti  to 
maintain  the  individual  in  sleep  ;is  Fiend  enipha- 
si/al.  During  REM  instinctual  drives  seek  and 
achieve  symbolic  gratification.  Without  REM  per- 
haps instinctual  urges  might  dominate  waking  life 
and  make  normal  lunction  imjjossihle.  The  experi- 
ment producing  hypersexuality  in  REM  deprived 
cats  is  csjtecially  pertinent  in  this  regard. 

If  Rollwarg’s  hypothesis  on  the  role  of  REM  as 
promoting  maturation  of  the  cortex  and  keeping 
it  ellicient  has  \'alidity,  as  it  piobably  does,  then 
the  developing  fetus  should  show  critical  failures 
or  lags  in  maturation  of  certain  neural  systems  if 
deprived  of  the  REM  state.  In  addition,  a sig- 
nificant reduction  of  external  sensory  input  to  the 
developing  nervous  system,  might  by  means  of  a 
leedhack  system  retaicl  the  r.ate  of  climinution  of 
the  REM  moiety.  Such  hypotheses  are  notv  ready 
for  experimental  verification. 

L.H.N. 
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Neurophysiology  Of  Dreams 

Until  the  last  decade,  dreaming  was  knowable 
through  analysis  of  suljjective  experiences.  Freud’s 
brilliantly  intuitive  and  analytic  deductions  led  to 
the  concept  that  dreams  were  hallucinatory  experi- 
ences in  which  instinctual  discharges  occurred  in 
the  form  of  symbolic  fulfillment  of  a wish  and  at 
the  same  time  it  permitted  uninterrujited  sleep. 
Now  tliiit  we  have  learned  hcjw  to  recognize  the 
dreaming  sleep  through  recordings,  rapid  eye  move- 
ment REM  and  a special  change  in  the  electro- 
enceidialogram  (EEC4) , the  process  has  become 
accessible  to  objective  investigation. 

■\  normal  adult  50-70  minutes  after  falling  asleep 
enters  the  dreaming  period.  I’hese  lecur  every  80-90 
minutes  and  comprise  25  per  cent  of  the  conven- 
tional night’s  sleep  of  young  adults.  Ehe  REM 
periods  are  short  in  the  early  night  and  longer 
towards  morning,  averaging  20  minutes  in  length 
and  recurring  4-5  times.  The  dream  state  of  sleep 
(REM)  is  singtdarly  distinct  from  the  non-dream- 
ing sleep  NREM.  During  non-dreaming  sleep  res- 
piration, heart  rate,  and  blood  pressure  is  basal, 
but  display  greater  variability  during  dreaming. 
Here  the  muscle  tone  from  head  and  neck  virtually 
clisapjiear,  but  the  ocular  muscles  are  an  exception 
because  during  dreaming  there  is  rapid  eye  move- 
ments (REM)  . Eenile  erections  are  specific  in  the 
REM  period  and  cletumenscence  ensues  in  the 
NREM  period. 

Ehe  EEG  during  REM  sleep  is  remaikably  sim- 
ilar to  that  of  a subject  awake  under  circumstances 


of  visual  imaging  or  stimulation.  Similarly  cortical 
resjionses  evoked  during  the  waking  state  are  ex- 
tremely similar  to  those  evoked  during  REM  sleep. 
There  is  a lowered  resjjonsiveness  to  stimulation 
during  REM  sleep  at  the  same  lime  there  is  also 
greater  spontaneous  activity  in  the  reticular  forma- 
tion which  perhaps  is  the  reason  that  evoked  re- 
spon.ses  are  occluded. 

Every  species  of  mammal  so  far  studied  exhibits 
rhythmically  alternating  periods  of  REM  and 
NREM  activity  in  most  respects  similar  to  tho.se 
found  in  man.  During  REM  there  is  increa.se  in 
blocxl  How  in  the  cortex,  rise  in  brain  temperature, 
elevation  in  Irecpiency  of  spontaneous  neuronal 
firing  in  the  reticular  formation,  descending  vestib- 
ular nuclei,  pyramidal  tract,  and  in  the  occipital 
(visual)  cortex.  During  REM  sleep  thalamic  and 
cortical  neurones  are  more  responsive  than  they  are 
during  the  waking  state.  As  the  thalamic  and  cor- 
tical neurons  are  more  responsive  there  is  an  active 
inhibitory  effect  on  spinal  reflexes  and  resting  mus- 
cle tone.  I'he  uniejue  cpialily  of  REM  sleep  is  that 
it  is  a time  of  considerable  excitation  within  the 
brain  which  is  largely  blocked  at  the  periphery. 
Probably  this  inhibition  of  motor  and  reflex  activ- 
ity allows  perpetuation  of  behavioral  sleep  at  a 
lime  when  areas  of  the  brain  are  discharging  at 
frec|uencies  approximately  those  during  wakeful- 
ness. Ehus  we  have  neurophysiologic  confirmation 
of  Freud’s  postidate  that  dreaming  allows  for  per- 
jietuation  of  behavioral  sleep. 

The  question  arises  as  to  where  the  cortical  stim- 
ulation comes  from  when  slinudation  from  the 
periphery  is  blocked,  and  what  function  does  it 
sidtserve.  If  the  nucleus  pontis  cauclalis  is  ablated 
in  a cal  the  REM  phases  and  low  voltage  fast 
EECf  activity  clisa[jpear.  Such  an  animal  will  show 
cither  wakehdness  or  NREM  sleejt.  The  conclu- 
siciii  is  inescapable  that  the  pontine  mechanism  is 
nece,ssary  for  REM  sleejj.  In  man  also  there  is  an 
analogous  dependence  of  REM  sleep  upon  brain 
stem  tissue  and  of  NREM  sleep  upon  the  cortex. 

In  answer  to  the  second  cjuestion,  we  noev  know 
that  dream  events  have  a dimension  in  real  lime 
although  as  Freud  pointed  out,  intermediary  steps 
in  an  action  are  missed  and  even  distorted.  Rolf- 
warg  describes  a subject  tvhose  heart,  during  the 
middle  of  a REM  period  began  to  race  and  when 
he  awakened  a few  minutes  later,  he  recalled  of 
dreams  of  sexual  intercourse.  I’here  have  also  been 
reported  elevations  in  gastric  hydrochloric  acid  in 
peptic  idcer  patients,  increa.ses  of  adrenal  steroids 
during  dreaming.  It  is  clear  that  there  is  a bio- 
logical relationshij)  between  mind  and  body.  REiM 
is  not  an  elusive  creature  of  the  mind  but  an  ex- 
pre.ssion  through  autonomic  peripheral  activity  of 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton 


chlorthalidone  50  mg.  reserpine  0.25  mg. 


1 tablet  daily 
brings  pressure  down 


Aavantage : components  of  Regroton 
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;i  ruiul;iinent;il  and  i hylhniically  repel ilive,  enor- 
mously active,  neurophysiologic  stale. 

I'he  peripheral  autonomic  activity  are  conse- 
quences of  the  dream  hallucinations  which  arc 
more  encompassing  than  other  hallucinatory  events 
that  in  delirious  states  result  from  a sensory  input 
from  the  environment.  In  the  dream  the  total  per- 
ceptual field  is  hallucinated.  It  is  predominantly 
visual  but  may  at  times  include  realistic  compo- 
nents from  most  sensory  symptoms  as  well.  Every 
nuance  of  emotion,  as  well  as  perception,  the  full 
world  of  our  experience  may  be  reduplicated  in 
dreams.  The  emotions  generated  may  be  so  in- 
tense as  to  lead  to  angina  pectoris  in  patients  with 
coronary  insufficiency. 

Visual  information  siqrplying  the  dream  appears 
to  originate  within  the  brain  stem  and  feeds  into 
the  visual  afferent  pathways  at  some  intermediary 
point  along  the  route,  l ire  brain  seems  to  be  react- 
ing to  its  percepts  much  as  an  awake  brain  does. 
If  the  dreaming  is  in  any  sen.se  “awake”  however, 
it  seems  attuned  primarily  to  compelling  phenom- 
ena originating  and  being  perceived  within  itself. 
Obviously  for  this  a substantial  part  of  the  brain 
must  be  active  in  this  state  and  this  is  confirmed 
by  blood  flow  and  temperature  studies  mentioned 
above.  Clearly  during  the  dreaming  state  of  sleep 
without  any  external  sensory  input,  “the  brain  is 
in  business  for  itself,”  freed  from  the  restraints 
imposed  by  waking  living,  allowed  to  pursue  satis- 
faction for  its  instinctual  wishes  that  it  may  not 
pursue  during  waking  life.  To  succeed  it  needs  a 
flaccid  body  which  is  an  important  component  of 
the  REM  state. 

There  is  a physiological  need  for  REM  sleej). 
Subjects  deprived  of  them  by  awaking  exhibit  after 
a time  a dramatic  rise  in  the  amount  and  per- 
centage of  the  REM  phase.  They  tend  to  compen- 
sate for  the  loss.  Eurthermore,  after  a number  of 
days  of  dream  deprivation  the  subjects  become 
irritable  and  may  even  become  psychotic. ^ If  there 
is  experimental  destruction  of  the  pons  animals 
exhibit  hyperirritability  and  hallucinatory-like  be- 
havior. If  small  amounts  of  REM  sleep  reappear 
these  symptoms  are  reversed.  If  they  don’t,  then 
animals  progress  to  a state  of  insomnia,  agitation, 
and  eventually  die.  If  there  is  experimental  func- 
tional deprivation  in  cats,  they  show  tachycardia, 
faster  auditory  recovery  cycles  and  hypersexuality. 
This  last  symptom  supports  Ereud’s  view  on  the 
need  for  hallucinatory  sexual  experiences  in 
dreams.  Could  it  be  that  they  serve  to  prevent 
excessive  sexual  activity  during  waking  life. 

L.H.N. 
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Critical  Periods  In  The  Organization 
Of  The  Nervous  System:  Role  Of 
The  Adrenal  Hormone 

There  is  evidence  that  the  central  nervous  system 
regidation  of  ACTH  concentration  in  adult  rats 
may  be  a function  of  environmental  events  occur- 
ring during  critical  jreriods  in  infancy.  With  regard 
to  the  adrenal  hormone,  adult  animals  when  given 
various  forms  of  stimidation  during  a critical  period 
in  infancy  dilfered  markedly  from  non-stimulated 
animals  in  the  temporal  pattern  of  their  steroid 
response  to  acute  noxious  stimulation  and  the 
magnilnde  of  their  steroid  response  to  novel  stimu- 
lation or  novel  experience. 

The  observations  themselves  are  clear  enough. 
Handling  an  infant  rat  by  picking  it  iqi  daily,  plac- 
ing it  in  another  cage  for  three  minutes,  and  then 
returning  it  to  its  nest  produces  profound  changes 
in  its  response  to  stress  as  compared  to  animals  not 
so  treated.  When  animals  reach  adulthood,  the 
handled  ones  show  a more  rapid  and  greater  steroid 
resjjonse  to  a brief  but  intense  electric  shock,  than 
do  the  non-handled  ones.  The  latter  re.spond  more 
slowly  and  the  response  persists  over  a much  longer 
period  of  time.  The  handled  ones  in  infancy  when 
grown  up  explore  more  freely,  defecate  less  in  a 
novel  environment  than  the  non-handled  controls 
do. 

Levine  and  Mullins’  performed  two  kinds  of  ex- 
periments. Handled  infant  animals  when  exposed 
to  cold  showed  a significant  depletion  of  adrenal 
ascorbic  acid  several  days  earlier  than  the  non- 
handled  animals.  Similarly  rats  as  young  as  three 
days  old,  if  handled  show  a significant  increa.se  in 
adrenal  steroids  following  electric  .shock.  No  such 
increase  was  found  in  non-handled  itdaiu  rats  until 
they  were  at  least  nine  days  old.  These  investigators 
also  found  that  handled  animals  show  a greater 
steroid  output  after  y\CTH  injections  either  six  or 
nine  days  after  birth. 

Thus  they  found  changes  in  the  adrenal  steroid 
levels  in  the  handled  rat  at  a time  during  develop- 
ment when  the  central  nervous  system  mechanism 
that  control  physiological  functions  in  the  adult 
are  not  yet  permanently  estahli.shed.“  The  tjuestion 
which  now  arises  concerns  the  nature  of  the  physio- 
logical processes  in  the  newborn  animal  whereby 
handling  in  infancy  can  permanently  affect  the 
adrenal  system  so  that  the  adult  animal  can  respond 
more  appropriately. 

We  know  that  controls  of  adrenal  cortical  func- 
tion in  the  adult  organism  is  partially  accomplished 
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I)y  means  ol  a homeostatic  Ieedl)a(k  mechanism  oi 
honnonoslal.  In  such  a system  the  concentiation  ol 
corticosteroids  in  the  blood  is  monitored  in  the 
central  nervous  system  and  compared  with  a con- 
trolling set  point.  11  the  concentiation  ol  circulating 
steroids  is  higher  than  this  set  point,  then  .\Cd'H 
secretion  and  therelore  adrenal  cjutpnt  diminishes. 
11  the  ccjiicentration  is  below  this  set  jioint  then 
.\C  T H is  released  and  more  steroids  are  prcjtluced. 

In  this  hcjrmonostat,  the  set  point  can  vary  to 
some  extent  and  is  not  lixetl  at  a clellnite  level.  In 
this  way  the  hormonstat  can  react  to  varying  de- 
mands ol  the  environment  as  well  as  the  inner  re- 
cjtiirements  ol  the  organism.  II  there  tire  several 
values  to  the  set  point,  then  the  sensitivity  ol  the 
hormonostat  is  enhanced  and  can  respond  anywhere 
between  the  mininuun  \alues  which  corresponds  to 
the  concentration  ol  steroids  when  the  animal  is 
resting  and  in  a graded  manner  to  its  maximum 
valtie  which  wcjulcl  correspond  to  the  concentration 
ol  steroids  under  conditions  ol  extreme  stress. 

W'e  may  then  hypothesize  that  handling,  by 
caustnt>f  variation  in  the  concentration  ol  adrenal 

o 

steroids  in  the  iiilant  animal  modilies  the  set  point 
dtiring  a critical  lime  in  development,  so  that  it  can 
vary  in  a graded  manner  in  the  achdt  with  several 
possible  valties  between  the  minimum  and  maxi- 
mtnu.  II  this  were  true  then  it  could  explain  why 
handled  rats  in  inlancy,  when  they  are  adtdt  are 
able  to  respond  to  novel,  but  not  physically  threat- 
ening stimuli  such  as  the  open  held  with  a moderate 
increase  in  adrenal  steroid  jjrochicticjn  and  with  a 
large  and  rapid  increase  to  shock. 

In  the  nou-handled  newborn  rat  there  is  less 
variation  in  steroid  concentration  dtiring  the  critical 
period  and  the  set-point  develops  fewer  j^ossible 
values.  I heir  hormonostat  tends  to  o]ierate  either 
at  “resting”  level  il  there  is  no  change  in  the  en- 
vironment, or  at  levels  close  to  maximum  if  there 
is  any  change  at  all,  whether  or  not  the  change  is 
physiologically  threatening.  If  the  mother  is  tli.s- 
turbed  dtiring  the  handling  of  the  infant  this  can 
also  jiroduce  variation  in  the  concentration  of 
steroids  in  the  infant.  Prestimably  the  resulting 
variation  in  the  mother’s  steroids  are  comnuinicated 
to  the  young  possibly  through  the  milk.  In  any  way 
we  look  at  it  handling  in  infancy  tends  to  reduce 
emotional  reactivty  in  the  adtdt  organism  grading 
it  in  accordance  with  stimulus  input. 

In  the  rat  the  circidatory  portal  system  between 
the  median  eminence  of  the  hypothalamtis  and  the 
|utuitary  is  not  developed  before  the  animal  is  five 
days  old  so  that  the  feedback  mechanism  of  the  type 
lound  in  the  adult  could  not  be  operating  in  the 
newborn  animal.  It  wotild  however  appear  from  the 
handled  animal  exjjeriments  that  adrenal  steroids 
in  the  newborn  animal  jtlay  an  important  role  in 


iletermining  the  sensitivity  ol  the  brain  areas  whidi 
control  adrenal  functioning  in  the  adtdt. 

Implicit  in  the  forgoing  discussion  is  the  ncjtion 
that  there  are  specific  time  periods  in  development 
during  which  jiartictdar  tvpes  of  stimulation  will 
have  profound  and  irreversible  elfects  tipon  the 
jjhysiology  and  behavior  of  the  achdt  organism.  A 
corollary  of  this  hypothesis  would  be  that  befcjre  or 
after  the  critical  period,  a particular  type  of  stinui- 
lation  will  have  little  or  no  elfect. 

lint  the  idea  is  more  pervasice  than  invcjlving 
just  one  system.  For  examjjle,  handling  animals 
between  two  to  fi\e  clays,  was  found  by  Reisner  and 
Levine  to  cause  no  incre;i.se  in  the  blood  gluco.se 
levels  on  adult  rats  after  an  electric  shock.  In  non- 
handled  animals  shock  caused  higher  blood  sugar 
levels  than  in  those  of  the  controls.  Here  we  have 
an  instance  where  the  same  treatment  of  a new- 
born rat  has  an  effect  on  two  ]jhysiological  meastire- 
ments  in  adulthood. 

l.evine  found  critical  periods  fcjr  other  para- 
meters :ilso.  For  example  a single  exposure  to 
extreme  ccjld  within  the  first  12  hours  after  birth 
improved  avoidance  conditioning  in  adulthood  as 
ccjmpared  to  a single  handling  experience  during 
the  same  jjeriod  which  was  without  effect  on  avoid- 
ance learning  later.  Other  ideas  are  also  developing 
with  regard  to  the  “critical  period.”  Denenlierg'^  re- 
|)ortecl  that  the  intensity  ol  the  infantile  experience 
may  be  an  important  determinant  of  the  critical 
period.  He  demonstrated  that  rats  handled  from 
clays  1-3,  ,3-5,  and  1-5  of  life  did  not  differ  from 
controls  in  avoidance  learning  whereas  animals 
shocked  on  those  clays  did  differ  from  contrcjls. 
Their  experiments  make  it  seem  reasonable  to 
postulate  at  this  time  that  changes  in  the  central 
nervous  system  do  occur  when  stimulation  of  vary- 
ing tyjtes  are  apjdied  during  critical  periods  of  cle- 
velojnnent. 

.Scott^  has  already  shown  that  there  are  at  least 
three  aspects  to  the  concept  of  critical  periods.  One 
dealing  with  the  formation  of  basic  .social  relation 
ships;  another  for  optimal  periods  of  learning  and 
a third  involving  infantile  stinnilation  such  as  is 
dealt  with  in  the  findings  afiove.  I’he  results  dis- 
cussed are  only  a beginning  of  what  will  eventually 
lie  a long  list  of  interactions  among  the  neuro- 
endocrine .systems  at  all  stages  of  development. 

The  ehicidation  of  these  processes  should  bring 
us  much  closer  to  an  understanding  of  the  intimate 
relationships  between  physiology  and  behavior. 
Ultimately  such  knowledge  will  be  extended  to  dis- 
covering the  critical  periods  in  Itehavioral  de- 
velopment of  our  children  so  that  we  can  make 
maximum  use  of  tlieir  potentialities  limited  only  by 
the  physiology  and  structure  imposed  by  heredity. 

L.H.N. 
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It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
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depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect -may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only-  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  ‘Stelazine’  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 
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Critical  Periods  In  The  Organization 
Of  The  Nervous  System:  Role  Of 
Gonadal  Hormones 

I'he  rat  is  an  excellent  animal  for  studying  hor- 
monal influences  on  the  organization  of  its  nervous 
system.  When  they  are  born  they  are  females  physio- 
logically but  are  capable  of  differentiating  into 
males  if  testes  are  juesent.  If  males  are  castrated  at 
birth  and  thus  deprived  of  testosterone,  the  animals 
will  grow  up  to  show  complete  female  receptive  be- 
havior in  response  to  administration  of  estrogen  and 
progesterone  in  adidthood.  If,  however,  they  are 
castrated  after  the  first  five  days  of  life  this  will  not 
happen.  The  first  five  days  of  life  then  seem  to  be  a 
“critical  period”  during  which  gonadal  hormones 
in  the  newborn  rat  profoundly  and  permanently 
affect  the  animals  subsequent  biological  function- 
ing. 

The  steroids  present  in  the  infant  also  determine 
to  what  hormones  the  brain  centers  controlling  sex 
behavior  in  the  adult  will  be  responsive.  A large 
dose  of  estrogen  given  in  the  first  120  hours  to  female 
rats  seems  to  damage  the  development  of  the  con- 
trolling brain  centers,  since  they  become  incapable 
of  responding  normally  to  the  female  sex  hormone 
in  adult  life.  In  fact  such  treated  infants  sometimes 
show  complete  male  sex  behavior  pattern  in  re- 
sponse to  testosterone  in  adulthood.  Their  sexual 
receptivity  was  abolished. 

Female  rats  if  given  minute  doses  of  androgen  as 
little  as  five  micrograms  during  the  first  five  days  of 
life  suffer  disruption  of  their  normal  female  de- 
velopment. The  gonadotrophin  releasing  median 
ism  of  the  central  nervous  system  is  converted  from 
a cyclic  to  an  acyclic  one.  Ovulation  is  blocked  al- 
though such  females  are  constantly  sexually  recep- 
tive. However,  the  degree  of  sexual  receptivity  will 
vary  inversely  with  the  size  of  the  neonatal  dose. 
Moreover  even  though  the  females  remained  sex- 
ually receptive,  their  sexual  behavior  was  cpiite 
aberrant. 

Male  rats  given  estrogen  in  infancy  also  shoiv 
marked  defects  in  sexual  behavior.  Such  rats  show 
a great  deal  of  mounting  behavior,  rarely  achieve 
intromission  and  never  ejaculate.^  How'ever,  such  an 


experiment  does  not  help  much  in  invoking  a 
change  in  the  central  nerovus  system  organization 
to  explain  such  behavior  because  there  is  a con- 
comitant marked  atrophy  of  the  reproductive  sys- 
tem. But  as  we  have  seen  castration  of  the  newborn 
male  rat  does  markedly  alter  sexual  behavior  since 
it  exhibits  complete  female  sexual  behavior  if  it 
receives  estrogen  and  progesterone  at  low  doses  in 
adulthood.  Males  castrated  in  adulthood  show  no 
such  behavior  after  this  procedure. 

The  rat  is  not  the  only  animal  exhibiting  critical 
periods  in  sexual  development.  Guinea  pigs  do  also 
but  to  modify  their  nervous  system  organization,  it 
is  necessary  to  inject  testosterone  propionate  into 
the  uterus  prenatally  in  order  to  effect  mascidinza- 
tion  of  the  female  offspring.  In  this  animal  the 
sexual  organization  of  the  central  nervous  system 
takes  place  before  birth.  It  is  therefore  not  as  con- 
venient a test  animal  for  study  as  is  the  rat  whose 
critical  period  for  the  organization  of  the  nervous 
system  to  control  adult  sexual  behavior  is  in  the  first 
five  days  postnatally. 

How  can  such  results  be  explained.  One  sug- 
gestion is  that  gonadal  hormones  exert  a dual  in- 
fluence on  the  central  nervous  system.  The  first  one 
which  is  organizational  occurs  during  the  critical 
period  of  development  which  is  the  first  five  days  in 
the  rat.  At  this  time  the  brain  is  sexually  undifferen- 
tiated. Depending  upon  the  hormones  present  the 
central  nervous  system  will  become  organized  so 
that  an  acyclic  or  male  pattern  of  hormonal  release 
will  occur  in  the  male  adult,  or  a cyclic  pattern  of 
hormonal  release  will  occur  in  the  female.  These 
patterns  can  be  reversed  and  irreparably  damaged 
experimentally  by  appropriate  hormonal  injections 
during  the  critical  period. 

The  second  influence  is  the  one  that  hormones 
exert  in  the  adult  that  can  be  termed  excitatory 
or  activational.  If  gonadal  hormones  are  not  present 
in  the  first  five  days  of  life  then  the  basic  female 
(cyclic)  hormone-release  pattern  becomes  estab- 
lished in  the  adult. 

Both  of  these  patterns  of  hormones  release  can 
be  viewed  as  part  of  a “hormonostat”  whereby  the 
concentration  of  sex-steroids  being  produced  “feeds 
back”  and  influences  the  central  nervous  system 
which  in  turn  controls  the  rate  of  steroid  production 
or  release  or  both.  It  is  not  just  a deficit  of  the 
amounts  of  hormones  which  causes  aberrant  neuro- 
endocrine function  and  behavior  that  are  observed 
in  adult  animals  that  were  given  hormones  during 
infancy.  For  if  such  adults  receive  hormone  replace- 
ment, the  experimentally  produced  aberrant  neuro- 
endocrine behavior  and  function  is  not  altered.  The 
jrattern  set  is  permanent. 

A probable  explanation  cauld  be  that  the  experi- 
mental procedures  in  infancy  alters  the  sensitivity 


Volume  30,  No.  9 


627 


()1  the  c()iitrollins>  l)iain  mechanisins  with  regard  to 
the  tv|)c  ol  hoi  iiioiie  to  \vhi(  h it  will  icspoiul  in  lalei 
lilc  and  also  the  tcniponil  secinence  ol  honnones  to 
which  they  will  respond.  I his  pattern  is  ohcionsly 
set  dining  the  critical  period  and  o|jerates  in  the 
pal  tern  Iroin  this  jioint  on.  The  |)attern  c an  he 
normal  il  the  pre.sence  ol  steroids  are  normal  during 
the  critical  period.  Or  there  can  he  prodneed  pro- 
louncl  and  ])ermanent  changes  in  the  snbse(|nent 
psyc  hohiologic  al  processes  ol  the  organism  by  ex- 
jK'rimenially  \arying  the  amount  and  nature  ol  the 
hormone  dnring  the  critical  period. 

II  this  is  tine  then  hormones  in  ihe  new  born 
mnsi  be  held  partially  responsible  lor  the  organiza- 
tion ol  .some  ol  the  central  nercons  system  control 
mec  hanism  cvhic  h aie  destined  to  control  the  activa- 
tion ol  these  hormones  in  the  adult. 

Reference 

1.  I.iciiK’.  S..  Mullins,  R.  F.  Jr.:  Iloiiiional  influiiicc'S  on 
brain  ors>ani/ation  in  infant  rat.  .Science  l.")2:  l.aS.").  |une  17. 
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Salmonella  In  Eggs  And  Poultry 

1 he  luimber  of  cases  of  salmonellosis  reported 
in  the  United  States  has  increased  dramatically  in 
the  hist  20  yetirs.  Much  of  this  is  cltie  to  a greater 
awareness  ol  the  disease,  a better  utilization  of 
existing  laboratory  lacilities,  but  also  to  intensified 
epidemiologic  im  estigations.  Hnt  real  increases 
h;ive  tilso  occurred  in  the  incidence  of  salmonellosis, 
rite  cptestion  is  how  can  this  be  exiilained?  Can  it 
be  cine  to  the  changing  patterns  of  food  consttmp- 
tion,  ])artictilarly  the  greater  centralization  and 
mechanization  of  food  jirocessing  and  prodnetion? 
W’e  know  that  these  changes  cause  more  jiecFple  to 
be  exposed  at  any  one  time  to  iiossible  .sources  of 
.Salmonella  contamination,  l.nndbeck,  et  al.  in 
Sweden’  have  given  ns  a view  of  a large  otitbreak 
of  the  disease  made  possible  by  large-scale  ]irocess- 
ing  and  clistribtition. 

I'o  gain  a better  nnclerstanding  of  the  disease 
and  improve  the  methods  of  prevention  it  is  neces- 
sary to  know  the  .source  ol  infection  and  its  means 
ol  spread.  One  approach  to  this  problem  is  the  sur- 
vey method  whereby  data  are  compiled  to  reveal 
both  the  resercoirs  of  salmonella  orgatiisms  through 
the  sampling  of  various  foods  and  the  clistrihntion 
ol  Salmonella  serotypes  in  these  reservoirs,  \\hlcler 
and  MacCreacly-  have  presented  rather  sobering 
data  which  indicate  that  .Salmonelhi  ccjulcl  be  iso- 
lated horn  about  40  pet  cent  of  cans  of  frcFzen  whole 
eggs  and  Irom  about  50  per  cent  of  marketed  chick- 
ens examined,  inclndittg  birds  that  had  come  from 
a goveiinnent  inspected  poultry  piocessing  jtlaiU. 


Fourteen  clillerent  Salmonella  species  were  recov- 
ered bom  the  chickens  during  the  sur\ey. 

Studies  ol  two  jjrcjcessing  plants,  one  gcjvernment 
inspected  and  ejne  not,  suggest  that  thev  did  not 
serve  as  a medium  lor  the  grcnvth  of  a given 
Salmonella  species  btit  rather  that  new  species  weic 
constantly  being  inlroduccd  with  the  incoming  fresh 
poultry.  'Finis  if  an  inclivichial  bird  was  not  cem- 
taminatecl  before  anival,  it  stood  a reasonaiilc 
chance  of  picking  np  the  Salmonella  during  process- 
ing with  other  birds.  .\s  the  Xeu’  England  Journal 
of  Medicine  points  out  “oue  might  rightly  wonder 
not  so  niiich  at  the  increasing  incidence  of  Salmonel- 
losis hnt  why  everyone  does  not  alreadv  have  the 
disease.” 

In  the  first  jjiace  many  of  ns  mav  have  h:id  the 
disease  in  ;t  light  form  with  transient  diarrhea  and 
low  grade  fever  and  jvromptly  recovered.  Fhen  there 
is  the  well  known  fact  that  a large  inocnlum  (KV* 
organisms)  is  nece.ssary  to  establish  the  disease  in 
man  and  this  may  afford  some  increase  of  protec- 
ticjii.  Certain  host  lactors  however  such  as  gastric 
surgery,  antibiotic  therapy,  infancy  and  dehililv 
may  markedly  alter  this  relation. 

.Salmonella  are  killed  by  the  |)roper  cooking  of 
eggs,  potiltry,  meal,  and  other  focFcls,  and  this  would 
properly  protect  an  individual  from  contracting 
the  Salmonella  infection.  However  we  should  rc- 
memher  that  a soft-boiled  egg  (four  minutes  in  boil- 
ing water)  , may  be  tasty  but  the  Salmonella  within 
have  not  necessarily  been  destroyed  bv  this  tvpe  of 
ccFoking.”  Then  there  is  the  potential  role  of  raw 
egg  as  in  egg  ncjgs  or  under-cooked  eggs  as  a 
vehicle  for  infection.  This  was  nnder.scored  in  a 
wide-spread  outbreak  of  hosjtital  associated  in- 
fection due  to  Salmonella  clerln  that  occtirred  in 
the  Northeastern  United  States  lour  years  ago.’ 
Fhen  the  common  practice  of  thawing  frozen  eggs 
at  room  temperattire  allows  lor  multiplication  of 
the  Salmonella  organisms  present  and  results  in  a 
highly  contaminated  vehicle  with  ohv  ions  conse- 
cjuences. 

.V  lurther  complication  of  the  prctblem  of  Sal- 
monella contamination  of  mans  mass-produced 
foodstuffs  is  the  recently  recognized  ability  of  the 
Salmonelhi  to  develop  resistance  to  multiple  anti- 
biotics as  the  ctrganisms  goes  throtigh  the  gastro- 
intestinal tract.  Fhis  is  important  because  multiple 
antibacterial  drugs  :ire  now  commonly  used  in 
hnman  and  veterinary  medicine.  I’o  create  anti- 
biotic resistant  strains  by  this  means  clearly  perses  a 
problem  of  increasing  magnitncle  and  clinical  im- 
jxtrtance.-'’  In  short  the  widespread  use  of  anti- 
biotics stich  as  tetracycline  and  amjncillin  additives 
in  feed  as  well  as  therapeutic  agents  in  veterinary 
medicine  may  have  the  undesirahle  side  effect  of 
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ultimately  creating  antibiotic  resistant  strains  o£ 
pathogenic  Salmonella. 

Ramsey®  observed  that  Salmonella  typhimurium 
isolated  before  1948  were  almost  uniformly  sensitive 
to  tetracycline  and  chloramphenicol  whereas  in 
1960,  14-29  per  cent  of  cultures  isolated  from  man 
and  fowl  were  resistant  to  tetraccycline.  It  is  this 
development  of  antibiotic  resistance  which  accounts 
for  a protracted  hospital  epidemic  due  to  Sal- 
monella edinburg  which  was  resistant  to  a multiple 
drug  including  chloramphenicol. 

The  extraordinary  reservoir  of  Salmonella  in 
animals  (practically  all  domestic  and  many  wild 
animal  species)  is  clearly  the  major  source  of  most 
human  disease  due  to  this  organism  in  this  country. 
.As  a consequence  of  our  modern  way  of  life  food 
is  more  and  more  mass-produced  on  farms,  mass- 
prepared  in  processing  plants  and  then  distributed 
over  wide  areas  and  with  it  has  come  the  unde- 
sirable Salmonella  spread.  In  addition  the  disease  of 
medical  progress  (DOMP)  namely  creating  anti- 
biotic resistant  strains  has  seriously  complicated  the 
management  of  such  infections  once  they  have  oc- 
curred. What  then  remains  to  be  done  aside  from 
thorough  cooking  of  the  product  after  its  purchase. 

The  consumer  expects  that  a product  processed 
under  governmental  supervision  should  be  free  of 
disease  producing  organisms  and  every  effort  should 
be  made  to  produce  a pathogen-free  product.  We 
have  seen  that  the  government  inspection  of  the 
plant  is  not  effective  in  detecting  the  presence  of  the 
organism  in  the  product  we  purchase  in  retail  out- 
lets. If  the  goal  of  the  inspection  program  is  to 
produce  a product  free  of  pathogenic  organisms, 
then  a microbiologic  monitoring  system  would  have 
to  be  introduced  as  a part  of  the  program.  It  is  only 


through  this  means  that  pockets  of  infection  in  the 
environment  and  poor  processing  techniques  can  be 
detected  and  appropriate  steps  taken  to  remedy 
these  conditions. 

It  was  encouraging  to  read  the  announcement  by 
the  United  States  Department  of  Agriculture  that 
as  of  June  1965  all  licjuid  or  frozen  egg  products 
produced  by  plants  operating  under  their  volun- 
tary inspection  must  be  pasteurized  or  tested  and 
found  free  of  Salmonella.®  It  is  now  up  to  state 
regulatory  agencies  to  follow  with  similar  regula- 
tions for  those  plants  not  under  United  States  De- 
partment of  Agriculture  inspection.  This  will  en- 
sure purchasers  of  these  products  a wholesome 
pathogen-free  product  similar  to  the  status  of  pas- 
teurized milk. 

L.H.N. 
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-PLAN  NOW!!- 

To  Attend  The  Fall  Meeting  Of  Yonr  County  Medical  Association 

You  owe  it  to  yourself  to: 

• Be  on  hand 

• Get  the  word 

• Help  your  officers 

• Speak  your  piece 

• Exercise  your  franchise 

• Meet  your  colleagues 

• Relax  a little 

(This  is  an  unpaid  annonneement,  hut  it’s  well  worth  heeding.) 
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FORTY-FIRST  CONNECTICUT  CLINICAL  CONGRESS 

of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

and  the 

YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 


Yale-New  Haven  Medical  Center 
Mary  S.  Harkness  Memorial  Auditorium 
333  Cedar  Street 
New  Haven,  Connecticut 
WEDNESDAY,  SEPTEMIiER  28,  1966 

GENERAL  INFORMATION 


Rkgistration: 

Registration  will  begin  at  9:00  A.M.  The  registration  fee  of  $5.00  provides  for  admission  to  all  sessions 
of  the  Congress. 

Hospital  residents,  interns,  and  medical  students  will  be  admitted  without  charge,  if  a statement  of 
their  jjosition,  signed  by  an  official  of  the  hospital  or  school  is  pre.sented  at  the  registration  desk. 

Meeting  Place: 

All  sessions  will  be  held  in  the  Mary  S.  Harkness  Memorial  Auditorium  in  the  Sterling  Hall  of  Medi- 
cine at  the  Yale-New  Haven  Medical  Center.  The  entrance  is  at  333  Cedar  Street.  This  comfortable 
auditorium  will  accommodate  an  audience  of  450. 

Telephone: 

Telephone  messages  will  be  received  at  New  Haven  562-1161,  Extension  440. 

Luncheon: 

Luncheon  for  visiting  physicians  will  be  available  in  the  Memorial  Unit  Cafeteria. 

Parking: 

There  are  pay  parking  areas  for  visitors  adjacent  to  the  Oak  Street  Connector  between  York  Street  and 
Park  Street,  behind  the  Memorial  Unit,  and  also  on  Howard  Avenue. 

The  Yale-New  Haven  Medical  Center  is  about  one-half  mile  west  of  the  New  Haven  Green.  It  is  easily 
reached  from  the  Connecticut  Turnpike  (via  Exit  47)  or  from  Wilbur  Cross  (via  Exit  61)  or  Merritt 
Parkway  (via  Exit  57) 


This  program  is  dedicated  to  the  memory  of  John  C.  Leonard,  M.D.  (1903-1966)  late  Direc- 
tor of  Medical  Education  at  the  Hartford  Hospital  and  Clinical  Professor  of  Medicine  at  the  Yale 
University  School  of  Medicine,  who  for  many  years  was  an  active  meinher  of  the  Connetieut  State 
Medical  Society’s  Committee  on  Postgraduate  Education  and  a leading  figure  in  the  field  of 
postgrailiiate  eilueation  in  Conneetient  as  well  as  nationally. 


.\ddress  impiiries  to 
Connecticut  State  Medical  Society 
160  St.  Ronan  Street 
New  Haven,  Connecticut  06511 
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Connecticut  Medicine,  September,  1966 


PROGRAM 


WEDNESDAY,  SEPTEMBER  28,  1966 
MARY  S.  DARKNESS  MEMORAL  AUDITORIUM 
9:00  Registration  (Coffee  will  be  served  until  9:30) 

Morning  Session 

9:45  WELCOME  AND  OPENING  REMARKS 

Orvan  W.  Hess,  Neiv  Haven,  President,  Connecticut  State  Medical  Society 

RECENT  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT  OE  LIVER  DISEASE 

Gerald  Klatskiii,  New  Haven,  presiding 

10:00  DIAGNOSTIC  PROCEDURES 

William  A.  Tisdale,  Burlington,  Vermont;  Professor  and  Chairman,  Department  of  Medi- 
cine, University  of  Vermont  College  of  Medicine;  Chief  of  Medical  Services,  University  of 
Vermont  Affiliated  Hospitals 

10:30  SURGICAL  MANAGEMENT 

Louis  M.  Rousselot,  Neiv  York  City;  Professor  of  Clinical  Surgery,  New  York  University 
School  of  Medicine;  Director  of  Surgery,  St.  Vincent’s  Hospital  and  Medical  Center  of  New 
York 


11:00 


11:45 

12:00 


1:00 


PANEL  DISCUSSION  AND  QUESTIONS 

Moderator:  Gerald  Klatskin,  New  Haven;  David  Paige  Smith  Professor  of  Medicine,  Yale 
University  School  of  Medicine;  Attending  Physician,  Yale-New  Haven  Hospital 
Panelists:  William  A.  Tisdale,  Louis  M.  Rousselot 

INTERMISSION 

CLINICAL  PATHOLOGICAL  CONEERENCE 

Presiding:  Philip  K.  Bondy,  New  Haven;  Professor  and  Chairman,  Department  of  Medi- 

cine, Yale  University  School  of  Medicine;  Chief  of  Medical  Service,  Yale-New 
Haven  Hospital 

Pathologist:  Averill  A.  Liebow,  New  Haven;  Professor  of  Pathology,  Yale  University  School 
of  Medicine;  Pathologist-in-Chief , Yale-New  Haven  Hospital 
Radiologist:  Arthur  R.  Clemett,  New  Haven;  Associate  Professor  of  Radiology,  Yale  Uni- 
versity School  of  Medicine 
Discussant:  Gerald  Klatskin 


LUNCHEON 


Afternoon  Session 


RECENT  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT  OE  THROMBOEMBOLISM 

Stephen  B.  Sulavik,  New  Haven,  presiding 
2:30  PROBLEMS  OE  DIAGNOSIS 

Arthur  A.  Sasahara,  West  Roxhury,  Massachusetts;  Clinical  Associate  in  Medicine,  Harvard 
Medical  School;  Assistant  Chief  of  Medical  Sewice,  VA  Hospital 

3:00  MEDICAL  MANAGEMENT 

Myron  Stein,  Providence,  Rhode  Island;  Director,  Division  of  Pulmonary  Disease,  Rhode 
Ishmd  Hospital;  Associate  Professor  of  Medicine,  Broivn  University 

3:30  SURGICAL  MANAGEMENT 

Ralph  A.  Deterling,  Jr.,  Boston,  Massachsuetts;  Professor  and  Chairman,  Department  of 
Surgery,  Tufts  University  School  of  Medicine;  Surgeon-in-Chief,  New  England  Center  Hos- 
pitals 

4:00  PANEL  DISCUSSION  AND  QUESTIONS 

Moderator:  Stephen  B.  Sulavik,  New  Haven;  Assistant  Professor  of  Medicine,  Yale  Univer- 
sity School  of  Medicine;  Director,  Winchester  Chest  Clinics,  Yale-New  Haven 
Hospital 

Panelists:  Arthur  A.  Sasahara,  Myron  Stein,  Ralph  A.  Deterling,  Jr. 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  oi  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 
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either  estrogenic  or  androgenic  therapy.  In  such 
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dynia  may  occur. 
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Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 
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The  Intensive  Care  Syndrome 

The  Definition,  Treatment  And  Prevention  Of  A New 

''Disease  Of  Medical  Progress" 


■ In  his  editorial  in  Connecticut  Medicine  in  No- 
vember 1965^  Doctor  Louis  Nahum  suggests  that  the 
“madness”  observed  in  the  recovery  room  should 
be  considered  a new  “disease  of  medical  progress.” 
He  emphasizes  the  relationship,  suggested  both  ex- 
perimentally and  clinically,  between  sleep  or  dream 
deprivation  and  psychotic  behavor.  This  paper  will 
attempt  a more  complete  review  of  this  topic,  in- 
cluding some  recently  published  material  on 
“madness”  in  intensive  care  units.  Certain  factors, 
many  of  them  correctable,  clearly  are  of  major  sig- 
nificance in  the  development  of  the  psychological 
and  behavioral  disturbances  which  are  arising  more 
frequently  as  increased  numbers  of  cardiovascular 
recovery  rooms,  coronary  care  units,  chronic  dialysis 
facilities  and  other  intensive  treatment  programs 
are  developed.  These  etiologic  factors  will  be  con- 
sidered in  three  somewhat  artificially  separated  cate- 
gories: the  patient,  the  treatment  and  the  setting. 

An  actual  case  vignette  of  operative  and  recovery 
room  madness  may  serve  to  illustrate  the  subsequent 
discussion  of  these  categories  of  factors. 

Miss  B.,  an  80  year  old,  single,  retired  bookkeeper,  was  in 
“good  health”  except  for  severe  cataracts.  Admitted  for 
cataract  removal,  she  was  given  100  mgm.  of  secobarbital  for 
sleep  the  night  prior  to  operation.  The  next  morning,  she 
received  100  mgm.  of  meperidine  and  100  mgm.  of  secobarbital 
as  preoperative  medications  and  the  surgery  was  carried  out 
under  local  anesthesia.  During  the  latter  stages  of  the  opera- 
tion she  became  very  agitated  and  demanded  to  be  released; 
her  resulting  physical  activity  severely  compromised  the  con- 
dition of  her  eye.  Another  100  mgm.  of  barbiturate  intra- 
venously did  little  to  quiet  ber  and  four  people  were  re- 
quired to  control  her  confused  thrashing.  She  was  taken  to 
the  recovery  room  with  both  eyes  patched,  and  her  agita- 
tion became  even  more  pronounced.  Sbe  was  ballucinating 
voices  and  screaming  that  people  were  trying  to  kill  her. 
A treatment  regimen  which  included  heavy  doses  of  pheno- 
thiazine,  transfer  from  the  recovery  room  to  her  ward  bed, 
unpatching  one  eye,  surrounding  her  with  familiar  stimuli 
such  as  her  favorite  “red”  radio  and  family  pictures,  and 
frequent  contact  with  the  nurses,  produced  a rapid  calming 
effect.  Two  days  post-operatively,  she  was  a quiet  and  pleasant 
woman  who  was  in  grave  danger  of  losing  the  operated 
eye.  She  showed  evidence  of  a chronic  brain  syndrome 
which  had  existed  pre-operatively  but  there  was  no  residual 
of  the  acute  brain  syndrome  with  its  accompanying  agitation 
and  paranoid  ideation. 


F.  Patrick  McKegney,  M.D.,  Guest  Editor 
Patient  Factors 

Eacli  person  bears  physical  illness  in  a very  in- 
clividnal  manner  and  his  particular  type  of  adaption 
to  such  stress  seems  to  have  implications  for  opera- 
tive and  post-operative  recovery,  distress  or  death. 
Throughout  medical  history,  clinicians  have  been 
impressed  that  a patient  who  “keeps  fighting”  is 
more  likely  to  get  well.  Conversely,  “giving-up” 
seems  to  predispose  an  individual  to  death,  even 
without  apparent  physical  illness.-  More  recently, 
Blachly  and  Starr^  noted  the  “surprising  finding  that 
preojierative  psychiatric  disturbance  was  related  to 
operative  mortality,  an  effect  separate  from  the  oc- 
currence of  a post  operative  organic  brain  syndrome. 
In  Abram’s  study,^  patients  who  manifested  denial 
or  full-blown  anxiety  pre-operatively  had  an  in- 
creased incidence  of  post-operative  mortality  and 
psychosis.  As  our  treatment  of  formerly  rapidly 
fatal  illnesses  becomes  more  successful,  patients  are 
exposed  to  a much  longer  course  of  pain,  restraint, 
uncertainty  and  general  emotional  distress.  This 
increase  and  prolongation  of  psychological  s^ess 
forces  patients  to  use  more  primitive  and  maladap- 
tive coping  mechanisms.^  Hence,  there  is  a pre- 
dictable increased  incidence  of  the  syndromes  of 
severe  personality  decompensation  such  as  paranoid 
agitation  or  profound  depression. 

In  addition,  as  the  population  of  older  persons 
grows,  medicine  is  more  obligated  to  treat  and  to 
preserve  life  in  the  aged  and  medically  complicated 
patient.  Thus,  the  more  familiar  factors  in  psycho- 
logical disturbance— the  patient’s  personality,  his 
anxiety  about  illness  and  its  implications  and  his 
repertoire  of  mechanisms  for  handling  stress— are 
compounded  by  the  effects  of  chronic  brain  disease 
and  multiple  illnesses  which  may  contribute  to 
brain  dysfunction.  Several  authors  have  noted  that 
many  of  the  behavioral  disturbances  which  occur 
post-operatively  in  recovery  rooms  have  the  distinct 
characteristics  of  an  acute  brain  syndrome  or 
“delirium”:  disorientation,  memory  defects  and  diffi- 
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culties  in  atlention  and  concentration.^’^  *’  I'he 
severity  of  this  delirium  and  its  attendant  be- 
havioral disturbance  has  been  related  to  the  degree 
of  seriousness  of  pre-operative  illness.  In  patients 
with  valvular  heart  disease,  for  example,  the  greater 
the  degree  of  pre-operative  cardiac  decompensation, 
the  more  fretpient  and  severe  was  the  post-operative 
“complication”  of  a confnsional  psychosis.^’’’  Simi- 
larly, it  has  been  demonstrated  that  most  illnesses 
retpiiritig  intensive  care,  including  renal  failure, 
myocardial  infarction  or  chronic  lung  disease,  are 
also  associated  with  abnormalities  of  brain  function 
due  to  azotemia,  anoxia  or  hypercajjnia,  which 
cause  an  organic  brain  syndrome  and  behavioral 
“complications.”^ 

Finally,  the  pre-existing  or  baseline  level  of  brain 
function  is  an  important  factor  in  the  patient’s 
jtotential  for  post-operative  or  intensive-care  unit 
“madness.”  In  Miss  B.’s  case,  it  is  likely  that  pre- 
operatively  she  had  a mild,  chronic  brain  syndrome 
of  the  arteriosclerotic  or  senile  type.  Although  she 
had  been  able  to  manage  independently  with  these 
cognitive  deficits,  and  to  appear  normal  to  the 
jthysician’s  casual  examination,  her  decreased  level 
of  cerebral  function  was,  in  retrosj^ect,  a clearly  pre- 
disposing factor  in  her  operative  recovery  room 
psychosis. 

Thus,  the  patient’s  psychological  make-up  and, 
the  brain  dysfunction  caused  by  age,  by  the  illness 
which  brings  the  patient  to  treatment  or  by  other 
diseases,  may  significantly  contribute  to  the  “in- 
tensive-care syndrome”.  For  a more  comprehensive 
understanding  of  its  etiology,  however,  factors  ite- 
yond  the  patient  and  his  illnesses  must  be  con- 
sidered. I'he  treatment  procedures  themselves  and 
the  setting  in  which  they  are  carried  out  can  be 
potent  causes  of  the  “madness”  of  intensive-care 
situations. 

Treatment  Factors 

Miss  Ik’s  mild  chronic  brain  syndrome  predis- 
posed her  to  suffer  the  so-called  paradoxical  or 
“idiosyncratic”  reaction  to  barbiturates  and/or  nar- 
cotics. (iharacterized  by  confusion  and  agitation, 
rather  than  the  usual  desired  sedative  effect  of  these 
agents,  this  phenomenon  is  well  recognized  in  chil- 
dren and  old  people.  It  is  probably  due  to  these 
drugs’  selectively  altering  the  critical  balance  of 
certain  inhibitory  and  excitatory  brain-stem  centers. 
While  this  untoward  reaction  is  both  common  and 
serious,  it  is  not  the  only  possible  adverse  sctjuela 
of  medical  or  surgical  treatment. 

Both  Kornfeld  et  al^^  and  Blachly  and  StaiT*  noted 
the  direct  correlation  between  increased  anesthesia 
time  and  the  incidence  of  post-operative  psychosis, 
reaching  a frequency  of  75  per  cent  in  patients  who 
were  anesthetized  for  more  than  eight  to  ten  hours. 
.-\  similar  incidetice  was  noted  in  patients  on  cardiac 


“by-jiass”  for  fottr  or  more  hours.  Many  operative 
factors  sitcli  as  “pitmp-time,”  number  of  blood  trans- 
fusions, and  duration  of  hypothermia  or  anesthesia 
tend  to  increase  concomitantly  and  each  has  an  in- 
dependent deranging  effect  on  brain  function.  Thus, 
the  greater  the  magnitude  of  each  of  these  variables, 
the  greater  the  cumulative  compromise  of  the  cen- 
tral nervous  system,  and  the  more  severe  will  be  the 
post-procedure  disturbance  of  behavior.  The  disor- 
ganizing effect  of  sleep  deprivation,  so  common  in 
intensive  medical  treatment,  has  been  emphasized 
by  Nahum. 1 

Sjtccific  studies  of  the  eff  ects  on  the  brain  of  other 
variables  such  as  the  duration  of  use  of  mechanical 
respirators  or  of  vaso-pressor  agents,  and  the  fre- 
([uency  of  hemo-or  peritoneal  dialyses  remain  to  be 
done.  However,  it  is  likely  that  the  magnitude  of 
artificial  assistance,  irrespective  of  type,  is  directly 
related  to  the  degree  of  general  central  nervous 
derangement  and,  thus,  directly  related  to  the  fre- 
quency of  psychological  and  behavioral  disturbances. 
The  scope  of  this  problem  can  be  appreciated  w’hen 
one  considers  how  much  is  known  about  nervous 
system  disturbances  associated  wdth  the  common 
electrolyte  or  metabolic  abnormalities  such  hypo- 
natremia, hypoglycemia,  hyperkalemia,  hyjjo- 
calcemia,  uremia  or  even  hypomagnesemia.  How' 
many  other  elements  of  the  “milieu  interieu”  are 
critically  unbalanced  by  medical  or  surgical  treat- 
ment methods,  wdth  resulting  changes  in  brain 
function  and  behavior? 

.\s  complicated  as  the  process  already  outlined 
seems  to  be,  it  is  still  incomplete  to  regard  only  the 
patient,  his  personality  and  illnesses,  and  the  effects 
of  medical  treatment  in  the  causation  of  this 
“intensive  care  syndrome”.  We  must  also  consider 
the  etiologic  significance  of  the  environment  in 
w'hich  the  patient  stays  and  his  treatment  takes 
place. 

Environmental  Factors 

Most  recovery  rooms  or  intensive  care  units  are 
w’indowless,  impersonal,  highly  mechanized,  un- 
familiar and  isolated  from  the  general  life  e.xper- 
ience  of  the  average  patient  and,  thus,  are  poten- 
tially anxiety-provoking.  More  specifically,  these 
settings  are  characterized  by  the  presence  of  the 
many  strange  and  obtrusive  auditory  and  visual 
stimuli  produced  by  oxygen  equipment,  monitoring 
apparatus,  fans,  respirators,  air-mattresses  and  treat- 
ment personnel.  The  patient  usually  lies  prone,  in 
considerable  pain  or  discomfort,  almost  ahvays  pre- 
vented from  moving  freely  by  apparatus  or  re- 
straints, and  is  constantly  bombarded  by  such 
stimuli,  for  many  days  without  interruption,  to 
the  near  exclusion  of  familiar  sights  and  sounds. 
All  of  these  situational  characteristics  are  very 
similar  to  those  wdiich  have  been  used  experi- 
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mentally  to  produce  psychotic  behavior  or  to  induce 
attitude  changes  in  “brain-washing”  techniques. ^ 
Thus,  in  such  an  environment,  disorientation  and 
psychological  disequilibrium  shoidd  be  expected  as ' 
the  rule  and  not  the  exception. 

Kornfeld  et  al^  consider  sensory  deprivation-over- 
load and  sleep  deprivation  to  be  major  factors  in 
the  psychiatric  complications  in  the  recovery-room 
situation.  Certainly,  a large  body  of  experimental 
literature  attests  to  the  disrupting  influence  of 
sensory  isolation  and  stimulus  “depatterning”  or 
overload.  As  one  patient  recently  descrilted  her  re-  ^ 
action  to  a prolonged  operation  under  local  anes- 
thesia, “I  kept  looking  at  those  green  Avails  and  I 
thought  I had  been  swallowed  by  a ceramic  frog.”  | 

Finally,  the  case  of  Miss  B.  illustrates  the  finding 
that  familiar  or  personally  significant  sensory  input 
may  counteract  the  adverse  influence  of  strange,  im- 
jrersonal  or  mechanical  surroundings.  Most  people 
have  had  the  experience  of  becoming  anxious, 
doubtful  and  inadequate  when  driving  along  a road 
which  seems  totally  foreign.  The  sight  of  a familiar 
gas  station  or  a street  sign  evokes  a sense  of  relief, 
increased  confidence  and  competence.  Without  such 
reassurance,  drivers  have  been  knoAvn  to  stop,  re- 
fusing to  go  any  further  without  additional  direc- 
tions. The  patient  in  the  intensive  care  unit  cannot 
“stop”  but  rather  can,  and  does,  develop  bizarre' 
modes  of  behavior  in  response  to  being  “completely 
lost”. 

Treotment  And  Prevention 

These  two  aspects  should  be  considered  together 
since,  as  the  old  adage  .suggests,  “the  best  treatment 
is  prevention”.  The  most  important  single  element 
in  prevention  is  the  physician:  his  awareness  of  the 
contributing  factors  outlined  above,  his  eliminating 
or  minimizing  as  many  as  possible  and  his  anticipa- 
tion and  early  recogntion  of  their  possible  conse- 
c^uences.  If  the  physician  is  assisted  in  these  tasks 
by  a treatment  team— a “team”  in  the  true  sense  of 
the  word— the  ‘intensive  care  syndrome”  should  be- 
come an  infret[uent  problem.  Measures  to  achieve  i 
this  goal  must  become  the  responsibility  of  not  only 
the  physician,  his  medical  assistants,  the  nursing 
personnel,  and  social  service  but  of  the  hospital  ad-  ^ 
ministration  as  well. 

The  physician’s  relationship  with  his  patient  has 
been  recognized  as  generally  useful  from  time  im- 
memorial. More  specifically,  recent  evidence  sup- 
ports the  efficacy  of  doctor-patient  rapport  in  re- 
ducing post-operative  pain.^  A close  relationship 
will  afford  the  physician  more  information  about 
the  patient’s  personality,  his  capacities  for  handling 
stress  and  his  baseline  level  of  brain  function. 
Furthermore,  the  patient  will  be  able  to  rely  more 
effectively  upon  the  physician  with  whom  he  has  a 
firmly  established  relationship.'^  It  is  apparent  that 


all  of  these  effects  of  a good  doctor-patient  rela- 
tionship are  specific  antidotes  for  some  of  the  causes 
of  the  “intensive  care  syndrome”. 

Also  of  importance  in  the  prevention  of  this 
syndrome  is  the  physician’s  ability  to  familiarize  his 
patient  with  the  illness  and  the  modalities  of  the 
proposed  treatment.  The  value  of  a patient’s  learn- 
ing about  such  matters,  including  visiting  the 
site  of  future  treatment,  has  been  recognized  in 
modern  obstetrical  care.  This  apjnoach  is  even  more 
applicable  in  situations  in  Avhich  the  illness  is  more 
life  threatening,  the  treatment  setting  more  complex 
and  stressful,  and  treatment  outcome  more  un- 
certain, than  in  a normal  pregnancy.  The  patient’s 
meeting  Avith  the  nursing  and  medical  personnel 
prior  to  admission  can  increase  the  patient’s  trust  in 
those  caring  for  him  at  the  time  of  crisis,  diminish- 
ing his  feelings  of  unfamiliarity  or  isolation,  and 
improving  his  psychological  homeostasis. 

In  certain  instances,  however,  this  pre-acquain- 
lance  is  obviously  not  possible  and  more  emphasis 
must  be  placed  on  other  techniques.  Many  of  these 
have  been  outlined  in  the  pajAer  by  Kornfeld  et  ab^* 
Avhich  suggests  presenting  the  patient  with  a variety 
of  simple,  structured  stimuli,  eliminating  exposure 
to  sights  and  sounds  such  as  paging  systems, 
respirators  or  other  patients’  sufferings  or  treat- 
ments. Many  other  characteristics  of  the  intensive 
care  setting,  for  example  the  absence  of  windows, 
natural  light  or  diurnal  variations  of  surroundings, 
should  also  be  corrected  Avhenever  possible. 

Another  important  facet  of  intensive  care,  which 
must  be  considered  in  some  depth,  is  the  use  and 
alAuse  of  monitoring  or  treatment  equipment.  Korn- 
feld et  al  suggest  that  such  instruments  be  kept 
beyond  a patient’s  perceptions,  to  reduce  stimulus 
monotomy  and  patient  anxiety.  However,  of  greater 
significance  regarding  such  equipment  is  the  fact 
that  medical  personnel  often  rely  to  an  inordinate 
degree  upon  cardiac  monitors,  pacemakers  and 
other  apparatus.  No  mechanical  device  or  pharma- 
cological treatment  has  yet  been  devised  which 
adequately  substitutes  for  human  observation  or, 
more  importantly,  for  human,  personal  attention  to 
a distressed  patient.  A recent  case  of  a 65  year  old 
man  with  a myocardialinfarction,  ventricular  brady- 
cardia and  hyjrotension  illustrates  this  point.  An 
intravenous  Isuprel  drip  maintained  a normal 
rhythm  and  blood  pressure,  which  was  observed 
with  a cardiac  inonitor  placed  in  the  hall  outside 
the  jAatient’s  room.  The  very  busy  nurses  could 
easily  check  the  monitor  constantly,  though  they 
actually  visited  the  patient  infrequently.  Around 
midnieht  the  cardiac  monitor  alarm  indicated  the 
patient  had  suffered  a cardiac  arrest.  Cardiac  mas- 
sage produced  a prompt  resumption  of  a ventri- 
cular bradycardia  and  it  Avas  realized  that  the 
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IsujMcl  infusion  had  inn  dry.  iicianse  of  the  patients 
now  precarious  slate,  an  intravetioiis  cardiac  jiace- 
maker  was  itiserted,  and  the  patient’s  recovery  was 
prolonged,  complicated  and  threatened  by  this  in- 
cident. 

d'he  lal)or-sa\ ing  betiehts  ol  teleineteritig  devices 
or  “efficient”  floor  plans  can  be  deadly  trails.  What 
may  be  most  economical  in  terms  of  Icjw  ratios  of 
imrses  to  patients  may  not  be  consistent  with 
optimal  patient  care  or  with  prevention  of  the  in- 
tensive care  syndrome. 

Another  aspect  of  the  intetisive  care  problem 
is  that  of  staff  reaction  and  function.  .\n  approach 
to  the  personnel  problems  in  the  intensive  care  utiii 
is  described  in  Koumans’  article.''  He  recogni/es  the 
special  nature  of  such  a unit,  which  results  from  the 
high  percentage  of  seriously  ill  patients,  their  short 
term  stay  and  the  highly  complex  set  of  duties  re- 
cpiired  of  the  staff.  He  recommends  providing  emo- 
tional support  to  treatment  personnel,  developing 
a team  operation,  and  ensuring  a stability  of 
personnel  assignments  in  order  to  offset  these 
special  stresses  in  intensive  care  units.  To  compen- 
sate for  the  serious  nursing  shortage  many  resources 
can  be  tapped.  Using  responsible  family  members, 
social  workers,  chaplains,  volunteer  workers,  and 
Cither  community  resources  ter  provide  close  jrersonal 
contact  with  the  patient  can  be  of  niajcir  value  in 
avoiding  the  “intensive  care  syndrome.” 

Finally,  it  is  apparent  that  minimizing  the  physi- 
ological stresses  due  to  premedication,  analgesia- 
sedation  and  duration  of  anesthesia,  by-pass  and 
hypothermia,  will  decrease  the  incidence  of  delirium 
in  intensive  treatment  patients.  Phenothiazines, 
which  do  not  disorganize  cognitive  functions  to  the 
same  degree  as  barbiturates  or  narcotics,  can  poten- 
tiate and  lower  the  recpiiremcnts  for  these  latter 
agents,  with  residtant  lessening  of  confusion  and 
agitation. 


Summary 

Fhe  “intensive  care  syndrome”  is  a new  disease 
of  medical  progress,  manifesting  itself  in  a variety 
erf  newly  developed  treatment  situations.  The 
etiology  of  this  syndrome  can  be  conceptualized  as  a 
composite  of  many  factors  including:  the  patient’s 
personality,  illnes.ses  which  affect  the  patient  and 
his  organic  brain  function,  the  effects  of  the  treat- 
ment regimen  and  the  influence  of  the  setting  in 
which  treatment  takes  place.  Prevention  and  treat- 
ment of  the  syndrome  recpiires  the  jrhysician’s  being 
aware  of  these  factors  and  instituting  measures  to 
minimize  them.  "1  he  development  of  a treatment 
“team”  and  the  organization  of  the  treatment  en- 
vironment is  considered  crucial  in  controlling  the 
“intensive  care  syndrome”. 
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ffilarity  and  gootl  humtuu,  a breezy  cheerfulness,  a nature  “sloping  toward 
the  southern  side,”  as  I.owell  has  it,  help  enormously  both  in  tlie  study 
and  in  the  juactice  of  medicine. 

—Sir  William  Osier 
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Child  Psychiatry  In  Relation  To  The  Community 

And  Its  Facilities 

Melvin  Lewis,  M.B.,  B.S.,  D.C.H.  and  Laura  Codling,  A.C.S.W. 


■ Child  psychiatry  is  a medical  specialty  concerned 
with  promoting  the  healthy  psychological  develop- 
ment of  the  child.  Thronghont  his  development  the 
child  is  confronted  with  life  tasks  that  often  give 
rise  to  varying  degrees  of  discomfort.  The  services 
of  child  psychiatrists  are  frequently  sought  toward 
understanding  and  alleviating  such  discomfort 
insofar  as  it  interferes  with  the  progressive  develop- 
ment of  the  child.  However,  by  no  means  do  all  such 
discomforts  require  the  skills  of  a child  psychiatrist, 
nor  is  the  work  of  the  child  psychiatrist  confined 
only  to  direct  therapeutic  intervention  with  the 
child  and  his  family  in  isolation  from  the  com- 
munity and  its  facilities.  Indeed,  much  important 
preventive  and  therapeutic  assistance  is  given  by 
allied  professions  before,  during,  and  after  consul- 
tation, evaluation,  and  treatment  by  the  child 
psychiatrist.  Our  purpose  here  is  to  describe  some  of 
the  relationships  between  child  psychiatry,  the  child 
and  his  family,  and  the  facilities  in  the  community. 

The  physician  is  first  faced  with  the  task  of  de- 
fining who  is  making  the  comjalaint,  whether  it  is 
the  child  who  is  the  true  object  of  the  complaint, 
and  what  exactly  is  the  nature  of  the  complaint.  It 
is  not  always  the  child  who  is  the  “problem.”  While 
a parent  may  complain  that  his  child  is  upset,  or 
in  trouble,  or  causing  the  parent  distress,  this  may 
not  be  the  actual  motivation  for  the  parents’  seeking 
help.  A parent,  for  example,  may  be  motivated  by  a 
court  order,  or  a desire  to  establish  a case  for  (or 
against)  a custody  proceeding,  or  by  outside  social 
pressure  exerted  by  other  agencies,  the  school, 
neighbors,  or  other  members  of  the  family.  The 
degree  of  this  outside  social  pressure  is  in  turn 
related  in  part  to  the  tolerance  of  the  individual 
concerned,  whether  teacher,  neighbor,  or  other 
family  member.  Conversely,  parents  may  be  using 
the  child  as  a ticket  of  admission  in  seeking  help 
for  their  own  personal  problems. 

Children  themselves  rarely  directly  verbalize  their 
need  for  help,  but  do  frequently  demonstrate  their 
discomfort  in  their  behavior.  This  behavior  may  or 
may  not  cause  discomfort  to  the  parents.  Certainly 
the  description  of  the  child’s  behavior  as  given  by 
the  parents  is  not  always  in  accord  with  that  given 
by  other  observers,  nor  is  the  actual  degree  of  dis- 
comfort in  the  child  always  con^ctly  assessed.  Some- 
times the  behavior  of  the  child  is  labelled  in  such 


a way  as  to  imply  a diagnosis  which  may  not  in  fact 
be  the  case.  For  example,  the  presenting  complaint 
may  be  that  of  “temper  tantrums,”  implying  a dis- 
charge of  aggression.  Further  study,  however,  may 
reveal  a diagnosis  of  psychomotor  epilepsy,  or  be- 
havior resulting  from  overwhelming  anxiety. 

In  child  psychiatry  the  assessment  of  the  develop- 
ment of  the  child  in  terms  of  normality  is  of  course 
comjDlex  and  beyond  the  scope  of  this  paper.  The 
basis  of  our  knowledge  about  the  psychological  de- 
velopment of  the  child  is  derived  from  many  fields, 
including  psychoanalysis,  child  development,  edu- 
cation, child  psychology,  anthropology,  and  pedia- 
trics. The  psychoanalytic  theory  of  personality  de- 
velopment is  especially  nsefnl  in  understanding  the 
development  of  the  child,  and  provides  a practical 
framework  within  which  a developmental  prohle  of 
the  child  may  be  drawn. ^ 

The  principal  method  of  study  is  the  clinical  in- 
terview. Psychological  tests  and  other  special  studies 
provide  further  information.  Primary  data  is 
obtained  first  of  all  from  a comprehensive  pediatric 
history.  An  assessment  is  next  made  of  the  state  of 
drive  development  and  distribution,  and  the  de- 
velopment of  psychic  structtires  in  the  child.  A 
clinical  picture  of  the  various  lines  of  adaptive 
development  is  sought.  These  lines  include  the 
development  of  relationshijrs,  various  expressions  of 
the  degree  of  achievement  of  body  independence 
(such  as  attitudes  to  eating,  antonomous  control 
of  bladder  and  bowel  functions,  and  proper  indi- 
vidual health  care) , the  capacity  to  enjoy  other 
children,  and  the  ability  to  play  and  work.  The 
child  psychiatrist  looks  for  significant  regressions 
and  hxation  points,  and  the  nature  of  the  psycho- 
logical conflicts  that  are  present.  Certain  general 
characteristics  such  as  the  child’s  frustration  toler- 
ance, his  capacity  for  sublimation,  the  child’s  re- 
sponse to  anxiety  and  the  balance  of  forces  which 
determine  the  tendencies  in  the  child  toward  pro- 
gression or  regression  are  also  noted. 

On  the  basis  of  such  an  assessment  it  is  possible 
to  arrive  at  a diagnosis  of  the  psychological  develop- 
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iiieiit  of  the  child.  For  present  purposes  the  hal- 
lowing broad  diagmjstic  classification,  based  on 
Anna  Freud’s  work,  will  enable  us  to  c(nisider  the 
ireatinenl  needs  of  the  child,  and  the  relationships 
betweeti  the  child  psychiatrist  and  the  (onnnunity 
and  its  facilities  in  meeting  these  tiecds: 

1.  Vaiiation  of  normality. 

2.  'Frtinsitory  symptoms  as  by-products  of  develop- 
mental strain. 

•5.  Neurotic  coidlicts  leading  to  childhood  neuroses 
and  character  disorder. 

1.  Severe  regressions,  leading  to  infantile  behavior, 
borderline,  dclincpient,  or  psychotic  distur- 
bances. 

5.  Certain  primary  deficiencies  of  an  orgatiic 
nature,  or  early  dejnivations  which  distoit  per- 
.sonalily  development,  leading  to  retarded,  de- 
fective, and  non-typical  personalities. 

().  Fho.se  children  in  whom  destructive  j)rocesscs, 
e.g.  organic,  toxic  or  psychic,  knowti  or  un- 
ktiowti,  are  at  work. 

(de.'trly  in  some  instances,  e.g.  when  the  behavior 
rejnesents  a variation  of  normality,  or  a transitory 
symptom  produced  by  temporary  imbttlatice  be- 
tween the  child’s  maturation,  functional  capacities 
;md  cnvirotmiental  .support,  helpful  guidance  by 
an  understtttuling  person  may  be  all  that  is  retptired 
to  prevent  the  occurrence  of  psychological  di,sorders 
;uid  encottrage  healthy  development.  Stub  help  is 
well  within  the  skills  of  a wide  ratige  of  piolessional 
personnel,  including  family  doctors,  pediatricians, 
school  guidance  personnel,  teachers,  and  public 
health  nurses.  Child  p.sychiatry  can  oiler  indirect 
help  in  the  form  of  coirsnltation  to  such  professiotial 
persontiel  to  help  them  eidiance  their  particular 
skills. 

Where  childhood  neuroses  or  character  disordeis 
have  developed,  .some  form  of  direct  psychiatric 
treatment  is  usually  indicated.  'Fhe  core  of  such 
treatment  in  child  jtsychiatry  is  some  form  of  psycho- 
therapy. Freatmetit  on  a weekly  or  more  fretpient 
basis,  either  individual  or  in  groups,  in\()l\ing  the 
parents  as  well  as  the  child,  may  extend  from  a 
period  of  a few  months  in  some  ca.ses  to  years  iti 
others. 

.Sometimes  the  di.sorder  is  more  severe,  as  in  cer- 
t;iin  borderline  and  psychotic  disturbances.  More 
intensive  treatment  is  needed,  particularly  in  the 
area  of  more  control  of  the  child’s  environment. 
\'arious  inpatient  settings  are  then  indicated. 

W’ithin  some  communities  there  are  agencies 
which  oiler  both  direct  and  indirect  kinds  of  psycho- 
logical help  in  each  of  the  diagnostic  categories  men- 
tioned. M;iny  communities  have  only  litnited 
facilities  and  can  only  offer  an  attenuated  form  of 
indirect  help.  'Fhe  child  psychiatrist  may  par- 
ticip;ite,  in  varying  degrees,  in  both  the  direct  and 
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indirec  t helj)  to  the  jjsychological  well  being  of  the 
child  and  his  hunily,  within  the  context  of  one  or 
more  of  the  agencies  present  in  the  community. 
.Vccorclingly,  for  purposes  of  cliscussioti,  we  will  de- 
scribe certain  typical  commutiity  agencies  con- 
cerned with  the  progressive  psychological  develop- 
ment of  the  child  w'ithin  the  two  broad  grentps, 
desigtiated  as  mainly  “direct”  and  mainly  “indirect,” 
rccogni/ing  of  course  that  many  agencies  offer  both 
kinds  of  service.  Fhe  role  of  the  child  ]jsyc  hiatrist 
in  relation  to  these  tigencies  will  be  discus.secl. 

Direct  Services 

The  three  major  tyj)cs  of  direct  child  psychiatric 
.service  include  c:>utpatient  clinics,  residential  treat- 
ment centers,  and  hospital  ward  facilities. 

a)  PSYCHIATRIC  OUTPATIENT  CLINICS  FOR  CHILDREN 

Children  who  fall  into  ahnost  all  of  the  diag- 
nostic categories  may  benefit  in  some  degree  from 
outptttiem  treatment.  'Fhe  criteria  for  outpatient 
help  lie  more  within  such  areas  as  the  degree  to 
which  the  child’s  conflicts  are  internalized  and 
amenable  to  p.sychotherapy  and  the  extent  to  which 
the  en\ironment  of  the  child  can  be  modified 
through  guidance  and  treatment  offered  to  the 
j)arents,  rather  than  the  specific  diagnosis.  Gener- 
ally, howevei , most  children  who  receive  direct 
treatment  at  child  guidance  clinics  fall  within  the 
categories  of  the  neurotic  disturbances  aiul  character 
disorders.  'Fhe  actual  tyj^e  of  disorder  varies  ac- 
cording to  the  development  level  of  the  child.  For 
example,  the  ])ieschool  child  may  have  various  kinds 
of  sleep  disturbatices,  jjersistent  wetting  and  soiling, 
and  difficulties  in  tolerating  atiy  degree  of  separa- 
tion. Fhe  school  age  child  may  have  a school 
learning  diflicnlty,  or  may  have  developed  a phobia 
or  a behavior  disturbance.  During  adolescence, 
problems  around  such  developmental  tasks  as  iden- 
tity, body  and  instinctual  mastery,  and  relationshijjs 
w'ith  parents  may  give  rise  to  a wide  variety  of 
neurotic  symptoms  and  behavior  disturbances. 

Guriously,  most  |)sychiatric  outpatient  clinics  for 
children  .see  more  boys  than  girls.  This  partly  re- 
llects  the  greater  fretpiency  among  boys  of  some 
(onditions,  e.g.  enuresis,  stuttering,  tics,  certain 
kinds  of  reading  difhcnlties,  fire  setting,  etc.  In 
addition,  the  degree  of  a behavior  disorder  in  boys 
is  more  likely  to  exceed  the  tolerance  of  the  family 
or  community,  leading  to  a greater  frecpiency  in 
referral  to  a child  guidance  clinic. 

The  ])rototvpe  for  outpatient  psychiatric  help  for 
children  in  the  community  is  the  child  guidatice 
clinic.  Usually  the  staff  of  such  clinics  consists  of  a 
child  ]),sy(  hiatrist  ;is  director,  a social  worker,  and  a 
clinical  psychologist.  Many  clinics  have  additional 
full  or  part-time  staff  in  each  of  these  disciplines, 
atid  utilize  additional  facilities  within  the  com- 
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miinity  both  for  special  diagnostic  and  collaborative 
therapeutic  work.  Thus  the  pediatrician,  visiting 
nurse,  well'are  worker,  school  personnel,  etc.  may 
be  actively  involved.  The  range  of  treatment  offered 
may  include  individual  psychotherairy  for  the  child, 
group  therapy,  j^arallel  treatment  of  a parent  anti 
child,  and  many  more.  Various  members  of  the  child 
guidance  clinic  may  conduct  the  therapy.  Further- 
more, the  child  guidance  clinic  may  activate  a wide 
variety  of  community  resources  to  provide  addi- 
tional help  to  the  child  and  his  family,  e.g.  special 
help  in  school,  VNA,  homemaker  service,  foster 
home  jrlacement,  protective  services,  etc. 

In  referring  a family  to  a child  guidance  clinic, 
consideration  should  be  given  to  the  preparation 
of  the  family.  Members  of  the  family  may  have  many 
tpiestions  and  expectations  concerning  psychiatric 
treatment.  The  referring  person  can  be  of  con- 
siderable help  to  the  family  by  allaying  their  fears 
and  providing  them  with  a realistic  account  of  what 
they  can  expect.  The  child  psychiatrist  can  be  of 
help  to  the  referring  person  in  the  matter  of  such 
preparation. 

In  addition  to  their  direct  services,  many  child 
guidance  clinics  offer  consultation  services  to  var- 
ious community  agencies  and  facilities,  e.g.  schools. 
Juvenile  Courts,  the  Visiting  Nurse  Association,  and 
many  others.  This  type  of  service  will  be  discussed 
shortly. 

Some  outpatient  psychiatric  clinics  for  children 
in  Connecticut  are  a part  of  a hospital  or  medical 
center,  while  others  have  been  established  indepen- 
dently in  communities,  under  voluntary  auspices. 
All  clinics  to  be  recognized  as  community  psychiatric 
services  must  meet  minimum  standards  established 
by  the  Division  of  Community  Services  of  the  State 
Department  of  Mental  Health.  Some  of  the  clinics, 
in  addition,  have  met  the  standards  and  are  mem- 
bers of  the  American  Association  of  Psychiatric 
Clinics  for  Children.  This  is  a national  association 
of  child  guidance  clinics  that  was  established  in  the 
1940’s,  with  one  of  its  purposes  being  the  setting 
of  standards  for  psychiatric  clinics  and  qualifica- 
tions for  personnel  in  the  field  of  mental  health 
for  children.  It  also  sets  standards  for  trainins: 
programs  and  for  clinics  approved  as  training  clinics 
for  child  psychiatrists. 

Problems  of  financial  support  for  the  mainten- 
ance of  services  is  a complex  one  for  most  child 
psychiatry  clinics.  Many  clinics  have  developed 
multiple  sources  for  financial  support.  Some  clinics 
may  depend  on  one  or  more  community  resources 
such  as  United  Funds,  private  foundations  and 
voluntary  contributions,  as  well  as  state,  federal,  or 
local  public  funds.  Adequate  financial  siqrport  is  an 
important  factor  in  defining  for  most  clinics  the 
extent  of  services  they  are  able  to  provide,  although 


not  of  course  the  only  factor.*  Additional  funds 
necessary  for  tlie  expansion  of  outpatient  psychiatric 
services  for  children  has  not  kept  pace  with  the 
increasing  demand  for  such  services.  Available  ser- 
vices are  limited  and  most  clinics  have  extensive 
waiting  lists,  especially  for  those  problems  requiring 
intensive  or  extended  psychiatric  treatment.  Brief 
psychiatric  evaluation  and/or  consultation  is  more 
readily  available.  However,  even  if  there  were  un- 
limited fluids,  the  shortage  of  trained  child  psychia- 
trists that  would  still  exist  would  continue  to  im- 
pose limitations  on  the  amount  and  kind  of  services 
offered. 

b)  RESIDENTIAL  TREATMENT  CENTERS 

Certain  children  need  a more  structured  setting 
for  their  treatmetit.  Some  of  the  signs  that  might 
indicate  this  need  include  repeated  and  sometimes 
dangerous  anti-social  acts,  such  as  firesetting, 
stealing,  and  assaultive  and  destructive  behavior. 
Most  of  these  children  have  severe  school  learning 
difficulties,  and  some  may  have  been  expelled  from 
school.  They  rarely  have  good  relationships  with 
either  adults  or  peers.  Sometimes  there  is  a history 
of  many  foster  home  placements,  or  severely  dis- 
organized families  now  threatened  with  further 
stress,  e.g.  illness,  desertion,  death,  etc.  Sometimes 
a markedly  atypical  child  in  a normal  family  re- 
quires the  aid  of  structured  environment  that  the 
family  cannot  provide  in  their  home. 

Various  resitlential  treatment  centers  have  de- 
veloped programs  to  meet  the  needs  of  certain 
groups  of  these  emotionally  disturbed  children.  The 
programs  tisually  provide  individual  therapy  to  the 
child  and  help  to  their  families,  special  small  classes 
or  individual  teaching  if  needed,  and  a group  living 
experience  that  provides  them  with  the  support 
and  rules  they  need  as  well  as  the  constant  expecta- 
tion of  achievement.  The  staff  of  such  residential 
treatment  homes  accordingly  include  child  psychia- 
trists, social  workers,  teachers,  child  care  workers, 
pediatricians,  psychologists,  and  workers  in  arts 
and  crafts. 

Each  center  has  developed  its  own  program,  and 
careful  screening  procedures  are  used  to  insure  that 
their  program  is  likely  to  benefit  the  child./  Again, 
boys  seem  to  be  more  fretpiently  referred  for  resi- 
dential treatment  than  girls. 

In  developing  their  programs,  these  residential 
treatment  homes  have  made  special  efforts  to  re- 
main in  touch  with  their  related  communities. 
Focal  schools  and  recreation  facilities  (e.g. 

* For  further  details  of  the  extent  of  the  services  offered  by 
a particular  child  guidance  clinic,  that  clinic  should  be  con- 
tacted directly.  See  Appendix  I. 

t For  furtber  details  of  their  intake  policies,  screening 
procedtires,  and  treatment  programs,  it  is  advisable  to  contact 
directly  tbe  individual  center.  See  Appendix  II. 
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’i'.M.C.A.)  may  have  a significant  j)art  in  their 
]>rograms.  Often  liaison  with  workers  from  other 
ccjinmnnity  and  state  agencies,  e.g.  local  welfare 
departments.  Division  of  Crippled  Children,  Di- 
\'ision  of  Child  AVelfare,  Aid  to  Dependent  Chil- 
dren, is  necessary  in  the  treatment  of  a family  whcj 
has  a child  member  in  a residential  treatment  home. 

c)  HOSPITAL  FACILITIES 

In  scmie  instances  the  child  will  recjuire  diagnostic 
and  intensive  treatment  facilities  within  a protective 
environment  of  a hospital  ward.  In  nearly  every  in- 
stance a severe  failure  in  adaptatican  has  occurred. 
The  manifestations  of  such  a failure  often  present 
as  clinical  pictures  that  fall  within  the  categories  of 
severe  neurosis  or  acting-out  character  disorders; 
massive  regression  leading  to  borderline,  delincpient, 
or  acute  psychotic  disturbances;  severe  atypical  de- 
velopment; and  acute  or  chronic  organic  disorders. 
For  example,  in  infancy  the  clinical  picture  may  be 
that  of  au  acute  failure  to  thrive.  Another  clinical 
picture  may  include  such  symptoms  as  an  inability 
to  relate,  obsessive  desire  for  the  maintenance  of 
sameness,  disturbances  of  language  development 
(e.g.  muteness,  echolalia,  confusion  of  personal  pro- 
nouns) , panic  stricken  behavior  and  bizarre  pos- 
tures, constituting  the  syndrome  of  infantile 
psychosis.  In  other  children,  conversion  symptoms 
such  as  blindness,  astasia-abasia,  and  convidsive-like 
behavior  may  occur.  During  adolescence,  a severe 
failure  of  adaptation  may  manifest  itself  in  a suicidal 
attempt,  with  an  underlying  acting-out  character 
disorder  or  schizophrenic  reaction. 

Three  tyjres  of  hospital  ward  facilities  are  cur- 
rently available  for  the  management  of  the.se  and 
similar  conditions:  psychiatric  wards  for  children 
( Fhe  Children’s  Unit  of  Connecticut  Valley  Hos- 
pital) , mixed  psychiatric  wards  in  psychiatric  or 
general  hospitals,  and  non-psychiatric  (usually 
pediatric)  wards  in  general  hospitals. 

The  Psychiatric  Ward  For  Children 

•\t  present,  the  Children’s  Unit  at  the  Connecti- 
cut Valley  Hospital,  a state  institution,  is  the  only 
hospital  facility  in  the  state  that  offers  psychiatric 
diagnostic  and  treatment  facilities  exclusively  for 
children  who  are  severely  disturbed.  I’lie  Unit 
itself  is  constantly  attempting  to  improve  its  ser- 
vices. 

As  it  is  jnesently  constructed,  the  Children’s  Unit 
consists  in  essence  of  one  ward  for  Itoys  and  one 
ward  for  girls,  housing  a total  of  ajjproximately  65 
or  more  children.  The  hospital  is  relatively  isolated, 
of  course,  from  most  communities  in  the  state,  so 
that  most  parents  cannot  attend  regularly,  and  con- 
tact is  maintained  mostly  by  telephone.  The  FInit 
tries  to  work  closely  with  local  community  agencies. 


The  ward  environment  and  therapy  is  at  present 
in  the  charge  of  a social  worker  actitig  as  head  of 
the  Ihiit.  Attempts  have  been  made  to  devi.se  special 
programs  for  certain  groups  of  children,  e.g.  autistic 
children.  Child  psychiatry  consultants  supervise  and 
teach.  At  the  time  of  writing,  none  of  the  actual 
psychotherajjy  of  the  children  was  done  by  child 
psychiatrists.  An  on-grounds  school  is  included  in 
the  treatment  program. 

The  Children’s  Unit  is  an  important  resource  in 
that  it  is  the  only  jjsychiatric  ward  in  the  state  ex- 
clusively available  for  children,  and  one  that  also 
serves  every  community  in  the  state.  Children  who 
are  in  need  of  a protective  environment  where  a 
diagnostic  evaluation  and  treatment  i^lan  can  be 
devised,  and  for  whom  no  other  resource  is  avail- 
able, may  be  referred  to  the  Cihildren’s  Unit.  It 
should  be  noted,  however,  that  the  Children’s  Unit 
has  established  its  own  intake  policies  and  pro- 
cedures, and  will  not  admit  a child  unless  the  staff 
consider  it  clearly  indicated,  or,  as  stated  by  law, 
the  child  is  a danger  to  himself  or  others. 

Psychiatric  Ward  In  A General  Hospital 

"Where  they  exist,  the  j^sychiatric  wards  in  some 
private  psychiatric  hospitals  and  in  certain  general 
hospitals  are  often  able  to  admit  children,  depend- 
ing on  their  patient  pojtulation  and  available  staff. 
Usually  such  wards  can  admit  children  in  the 
latency  and  adolescence  stage  of  development,  who 
need  psychiatric  evaluation  and  who  are  likely  to 
benefit  from  a relatively  brief  period  of  intense 
treatment  in  which  the  ward  environment  is  a 
major  force.  Child  psychiatry  consultation  and 
supervision  is  often  available,  although  the  direct 
work  with  the  child  and  his  family  is  usually  carried 
out  by  the  regular  psychiatric,  social  work,  and 
nursing  staff  of  the  ward.  Admission  to  such 
facilities  is  of  course  solely  the  prerogative  of  the 
ward  admitting  staff. 

Non-Psychiatric  (Pediatric)  Wards  In 
General  Hospitals 

The  pediatric  ward  is  unique  in  that  it  is  the  one 
inpatient  setting  that  can  actually  offer  the  oppor- 
tunities for  the  enhancement  of  psychological  de- 
velopment and  the  prevention  of  psychological  dis- 
turbance, as  well  as  the  care  of  the  emotionally  ill 
child,  through  the  collaborative  effort  of  pedia- 
trician and  child  psychiatrist.  The  assistance  offered 
through  carefid  pre])aration  and  suitable  modifica- 
tion of  the  ward  environment  may  help  a child  and 
his  family  as  the  child  encounters  a developmental 
(life)  task  during  his  hospitalization  for  medical  or 
surgical  purposes.  The  resolution  of  such  major 
ta.sks  of  childhood  as  separation,  body  image  and 
identity  formation,  and  mastery  of  instinctual  drives 
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may  actually  be  facilitated,  particularly  in  the 
case  of  older  children. 

The  prevention  of  psychological  disturbance  that 
may  arise  when  the  child  has  the  kind  of  illness  that 
may  threaten  the  psychological  health  of  the  parent- 
child  relationship,  or  may  traumatize  the  child,  can 
also  be  effectively  carried  out  through  collaborative 
care  between  pediatrician  and  child  psychiatrist 
on  a pediatric  ward. 

In  some  instances  the  pediatric  ward  provides  a 
suitable  environment  for  the  initial  management  of 
an  acute  psychological  crisis,  e.g.  failure  to  thrive  or 
child  abuse  due  to  disturbed  parent-child  relations, 
acute  exacerbation  of  a so-called  psychosomatic  dis- 
order, and  some  instances  of  attempted  suicide  in 
adolescence. 

The  effective  adaptation  of  the  pediatric  ward  for 
the  management  of  these  conditions  depends  upon 
a number  of  factors.  For  example,  the  attitude  and 
understanding  of  the  pediatrician  in  dealing  with 
psychological  disorders  of  childhood  often  deter- 
mines whether  such  work  can  be  accomplished. 
Also,  the  ward  environment,  which  includes  the 
patient  population  at  any  given  time,  the  presence 
of  adequate  nursing  staff,  and  the  availability  of  a 
child  psychiatrist,  may  be  an  important  factor.  The 
use  of  a pediatric  ward  for  the  management  of 
psychological  disorders  in  children  therefore  re- 
quires the  constant  appraisal  of  all  these  factors, 
an  appraisal  which  benefits  from  the  combined 
judgment  of  child  psychiatrist,  pediatrician,  and 
nurse.  For  example,  there  are  occasions  in  which  the 
continued  adaptation  of  the  pediatric  ward  may 
deplete  the  resources  of  the  ward  personnel,  run- 
ning the  risk  then  of  diminishing  the  cjuality  of  care 
to  the  other  pediatric  patients  as  well  as  to  the 
particular  child  for  whom  the  adaptation  was  made. 

Indirect  Psychiatric  Services  To  Children 

The  child  psychiatrist  is  of  course  concerned  with 
the  normal  devolpment  of  the  child,  the  prevention 
of  disturbed  development,  and  the  diagnosis  and 
treatment  of  children  with  psychopathological  con- 
ditions. At  the  same  time  it  is  obviously  impossible 
for  every  family  to  have  a child  psychiatrist  observe 
the  development  of  their  chikl  and  help  in  the 
countless  life  crises  that  occur  with  especial  fre- 
quency during  periods  of  relatively  rapid  change  in 
development.  Fortunately,  many  agencies  and 
facilities  are  available  to  the  child  and  his  family, 
notably  pediatric  services,  school  facilities,  family 
service  agencies,  and  the  whole  range  of  socioeco- 
nomic measures  offered  by  the  Division  of  Child 
Welfare,  Aid  to  Dependent  Children,  visiting  nurse 
associations,  homemaker  service,  and  if  necessary 
protective  services.  In  addition,  those  children  with 
special  handicaps  such  as  a birth  defect,  mental 


retardation,  cerebral  jialsy,  deafness,  blindness,  and 
many  more,  have  access  to  special  services  to  meet 
some  of  their  special  needs. 

The  relation  of  child  psychiatry  to  each  of  these 
community  facilities  may  take  a number  of  forms. 
Sometimes  the  relationship  is  that  of  consultation 
on  the  matter  of  diagnosis  and  management  of  a 
particular  child  and  his  family.  On  other  occasions 
the  child  psychiatrist  may  be  an  active  member  in 
the  treatment  plan  involved  in  the  care  of  a par- 
ticular child  and  his  family.  At  other  times  the  child 
psychiatrist  is  engaged  in  an  ongoing  teaching  pro- 
gram with  a particular  agency.  Occasionally  the 
child  psychiatrist  is  a participant  in  a multidis- 
cipline research  project.  In  some  of  these  agencies 
the  child  psychiatrist  performs  all  these  functions, 
e.g.  in  relation  to  pediatrics,  while  in  others  of 
course  his  function  is  less  encompassing. 

The  relations  of  child  psychiatry  to  pediatrics 
and  school  services  are  particularly  important.  A 
full  discussion  of  these  relationships  and  their 
practical  implications  is  beyond  the  scope  of  the 
present  paper.-  “Child  psychiatry”  here  may  be 
represented  by  members  of  the  child  guidance 
clinic  other  than  the  child  psychiatrist.  Thus, 
clinical  irsychologists  and  social  workers  may  carry 
out  the  work  presently  to  be  described. 

Knowledge  and  technicjues  in  child  psychiatry 
provide  important  elements  in  the  training  of  the 
pediatrician.  The  areas  of  knowledge  include: 
personality  growth  and  development;  interviewing 
techniques;  child-parent-physician  relationships; 
psychological  reactions  of  children  and  parents  to 
physical  illness  and  convalescence;  ^psychopathology 
and  symptom  formation.  Child  psychiatry  also  com- 
plements certain  research  activities,  and  enables  the 
pediatrician  to  practice  conqrrehensive  pediatrics. 
Mutatis  mutandis,  child  psychiatry  benefits  from 
the  knowledge  and  technicjues  of  modern  jaediatrics. 
Collaboration  between  the  child  jDsychiatrist  and 
jrediatricians  in  jjrivate  jrractice,  the  j^ediatric  clinic, 
and  the  jjediatric  ward  is  a sine  cjua  non  of  modern 
care  of  children  with  certain  kinds  of  jrroblems. 

Child  j^sychiatry  in  relation  to  the  school  has 
taken  a number  of  forms.^  In  the  nursery  school, 
child  jrsychiatry  can  contribute  knowledge  of  child 
develojrment  and  jDarent-child  relationshijrs  to  the 
teacher  who  tries  to  jrrovitle  the  child  with  an 
ojDjjortunity  to  develojj  his  skills  and  j:>ersonality. 
In  some  instances  a jrarticular  jDioblem  may  be  the 
focus  of  attention,  e.g.  sejraration  anxiety,  discijrline, 
kindergarten,  or  school  readiness.  Sometimes  the 
nursery  school  teacher  is  enabled  to  detect  early 
signs  of  j:)sychological  distress.  Here,  par  excellence, 
is  the  ojojrortunity  for  jrrimary  and  secondary  jrre- 
vention  in  child  jDsychiatry. 
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In  the  elementary  schools  the  relationship  be- 
tween child  psychiatry  and  the  teacher  is  very  nuuh 
a reciprocal  one.  I'lie  child  psychiatrist  learns  from 
the  teacher  the  academic  jjerlormance  and  behavior 
of  a particidar  child,  the  school’s  understanding  of 
the  problem,  and  their  methods  of  management.  Ify 
the  same  token,  through  considtation  with  the  child 
psychiatrist,  the  princi]jal  and  teacher  may  gain 
further  understanding  of  certain  children  and  the 
difhcnlties  they  and  tlie  children  are  exjjeriencing. 
The  child  psychiatrist  may  in  addition  meet  with  a 
groti|)  of  principals  or  teachers  in  a contintious 
seminar.  Such  seminars  serve  several  purposes,  in- 
clnding  the  development  of  an  understanding  of 
certain  problems  that  children  present  in  the  class- 
room, ways  of  e.xploring  the  causes  of  these  prob- 
lems, and  methods  of  management.  Observation  by 
the  child  psychiatrist  of  the  child  and  teacher  in  the 
classroom  setting  may  facilitate  these  jttirjjoses. 
Occasionally,  the  child  psychiatrist  may  interview  a 
particular  child,  with  the  consent  of  the  parents. 

In  his  direct  work  with  the  child,  a school  visit 
by  the  child  psychiatrist,  who  has  first  discussed  the 
visit  with  the  child  and  his  )rarents,  may  be  espec- 
ially helpful.  Further  sttidies  and  methods  of  man- 
agement are  often  suggested  by  such  exchanges. 

Certain  s}tecial  problems,  such  as  reading  difh- 
cnlties, learning  inhibition.s,  and  behavior  distur- 
bances dtie  to  a variety  of  causes,  may  recpiire  not 
oidy  special  study  btit  the  trtie  collaborative  services 
of  teacher,  psychologist,  social  worker,  pediatrician, 
and  child  [jsychiatrist.  d’he  child  psychiatrist  may 
jterfcjrm  the  impcjrtant  function  of  synthesizing 
these  efforts. 

Clearly,  the  child  psychiatrist  cannot  j^erforni  all 
of  these  ftinctions,  nor  will  he  be  able  to  do  so  in 
the  foreseeable  future.  At  jjresent  in  the  State  of 
Connecticut  there  are  two  training  facilities  for 
child  psychiatrists:  the  Child  Stticly  Center,  Yale 
Ibiiversity,  New  Haven,  and  the  Children’s  Clinic 
of  the  Institttte  of  Living  in  Hartford.  Ctirrently, 
the  total  number  of  child  psychiatrists  who  complete 
their  training  in  Connecticut  rarely  exceeds  three 
a year,  and  has  often  been  less.  Furthermore,  it  is 
by  no  means  certain  that  the,se  child  psychiatrists 
will  stay  in  the  state  on  completion  of  their  training. 
Fhtis  the  rate  of  increase,  real  and  apparent,  of 
problems  in  the  child  poptdation  far  exceeds  the 
rate  of  training  of  child  psychiatrists  in  the  state. 

Ftirther,  a number  of  important  facilities  are  still 
not  available  in  the  state  at  the  present  time.  Some 
of  the  needed  facilities  include  a residential  treat- 
ment home  for  very  young  children  (tinder  the  age 
of  5 years)  ; a special  psychiatric  diagnostic  unit  for 
children  in  immediate  neetl  of  care  and  protection; 
residential  treatment  homes  for  boys  over  the  age 
of  12  and  girls  over  the  age  of  15  years;  more  otit- 


jjatient  services  for  children,  partictilarly  for 
adolescents  between  the  age  of  15  and  18;  day  care 
centers  for  certain  groups  of  children,  e.g.  the 
autistic  child;  more  transitory  half-way  homes  for 
rehabilitation  of  children  back  into  the  community 
after  a period  of  residential  treatment;  inpatient 
settings  within  the  community  for  the  management 
of  acute  psychological  disturbances  in  adolescence; 
group  homes  for  children  and  adolescents  who  need 
to  be  out  of  their  own  homes  (or  who  have  no 
home)  and  yet  do  not  need  residential  treatment  al- 
though they  may  recpiire  outpatient  help;  ongoing 
commtinity-based  injjatient  services  for  the  intensive 
treatment  and  contintious  supervision  cjf  severely 
disturbed  children  and  adolescents. 

Some  ]ilanning  for  children  in  Connecticut  has 
taken  place,  althotigh  there  is  as  yet  no  published 
master  plan.  In  1963,  the  Commtinity  Mental 
Health  Centers  Act  authorized  appropriations 
totaling  ,|I50  million  cjver  three  fiscal  years,  1965- 
67,  enabling  states  to  establish  programs  that  pro- 
vide at  least  the  essential  elements  of  comprehensive 
coimminity  mental  health  services.  The  five  essential 
elements  inchided:  (1)  inpatient  services;  (2)  out- 
patient services;  (3)  partial  hospitalization  services 
stich  as  clay  care,  night  care,  weekend  care;  (4) 
emergency  services  24  hours  a day  to  be  available 
within  at  least  one  of  the  first  three  services  listed 
above;  (5)  constiltation  and  education  services 
available  to  community  agencies  and  professional 
personnel.  Unfortunately,  services  for  children  were 
not  specifically  defined  in  the  Act.  It  is  to  be  hoped 
that  services  for  children  in  all  these  essential  ele- 
ments will  eventually  be  provided.^ 

The  tmicpie  contributions  o^  child  psychiatry  lie 
in  its  sttidy  of  the  complexity  of  the  development  of 
the  child  and  his  family  and  its  understanding  of 
disorders  of  development.  This  contribution  is  kept 
alive  by  the  study  and  treatment  of  the  individual 
child  and  his  family.  Stich  work  is  the  core  of  child 
psychiatry  as  it  is  practiced  in  the  child  guidance 
clinic. 

Child  psychiatry  in  the  community  is  faced  with 
the  problem  of  priorities  in  exercising  a number  of 
resjronsibilities.  Some  of  the  responsibilities  that  are 
considered  are  those  of  training  in  child  psychiatry, 
teaching  in  other  branches  of  medicine,  research, 
direct  work  with  the  individual  child,  and  the  in- 
creasing need  for  indirect  work  through  the  many 
health,  education,  and  welfare  agencies  in  the  com- 
mtinity concerned  with  the  development  of  the 
child. 

Local  community  needs,  the  sujjport  and  co- 
operation of  the  lay  and  professional  communities, 
and  the  skills,  interests,  and  goals  of  the  child 
psychiatry  staff  are  important  factors  in  determining 
the  priorities  in  a given  community. 
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But  there  is  a still  larger  context  for  child 
psychiatry.  In  many  instances  the  inadequate  de- 
velopment of  the  child  is  the  result  of  factors  that 
extend  beyond  the  intrinsic  psychological  and 
organic  factors  within  the  individual  child  and  his 
family.  Thus  cultural,  educational,  socio-economic, 
and  health  factors  play  an  overwhelming  part  in 
some  cases.  Primary  prevention  in  child  psychiatry 
necessitates  collaboration,  therefore,  not  only  in 
direct  and  indirect  intervention  at  the  immediate 
community  level,  but  in  an  attack  on  the  problems 
involved  at  state  and  federal  levels.  At  the  present 
time  this  level  of  collaboration  is  in  its  earliest 
stages.  Undoubtedly  such  collaboration  will  become 
more  prominent  in  the  future.  Along  with  such 
collaboration,  certain  kinds  of  combined  epidemi- 
ological studies  may  become  increasingly  important. 
The  results  of  such  studies  may  then  lead  to  changes 
in  the  relationship  of  child  psychiatry  to  the  com- 
munity and  its  facilities. 
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Appendix  I 

Outpatient  Psychiatric  Clinics  for  Children  in  Connecticut 
Bridgeport 

The  Child  Guidance  Clinic  of  Greater  Bridgeport,  Inc. 
1081  Iranistan  Avenue 
Bridgeport,  Connecticut  06604 
Telephone:  367-5361 

Derby 

The  Alice  Russ  Cochran  Psychiatric  Clinic 
Griffin  Hospital 
Derby,  Connecticut  06418 
Telephone:  735-7421 

H,\rtford 

The  Hartley-Salmon  Child  Guidance  Clinic  of  Children’s 
Services  of  Connecticut 
1680  Albany  Avenue 
Hartford,  Connecticut  06105 
'Felephone:  236-1294 
Children’s  Clinic,  Institute  of  Living 
17  Essex  Street 
Hartford,  Connecticut  06102 
Telephone:  525-8681 


Division  of  Community  Services 
State  Department  of  Mental  Health 
79  Elm  Street 

Hartford,  Connecticut  06115 
Telephone:  527-6341,  Ext.  830 

Lakeville 

Housatonic  Psychiatric  Center 
Lakeville,  Connecticut  06039 
Telephone:  435-2529 

Manchester 

Community  Child  Guidance  Clinic 
317  North  Main  Street 
Manchester,  Connecticut  06040 
Telephone:  634-2101 

Meriden 

Child  Guidance  Clinic  for  Central  Connecticut,  Inc. 

117  Lincoln  Street 
Meriden,  Connecticut  06450 
Telephone:  235-5767 

New  Briiain 

Child  Gtndance  Clinic,  Inc. 

205  West  Main  Street 

New  Britain,  Connecticut  06052 

Telephone:  223-2778 

New  Canaan 

Community  Clinic  of  tlie  Silver  Hill  Foundation,  Inc. 
Valley  Road 

New  Canaan,  Connecticut  06840 
Telephone:  966-3561 

New  Haven 

Clifford  W.  Beers  Child  Guidance  Clinic,  Inc. 

432  Temple  Street 

New  Haven,  Connecticut  06510 

Telephone:  772-1270 

Yale  University  Child  Study  Center 

Child  Psychiatry  Unit 

333  Cedar  Street 

New  Haven,  Connecticut  06510 

Telephone:  562-1161,  Ext.  2140 

New  London 

Child  Guidance  Clinic  of  Southeastern  Connecticut 
75  Granite  Street 
New  London,  Connecticut  06320 
Telephone:  442-0319 

Norwalk 

Mid-Fairfield  Child  Giddance  Center 
74  Newtown  Avenue 
Norwalk,  Connecticut  06851 
Telephone:  847-3891 

Norwich 

The  United  Workers  of  Norwich 
Family  and  Children’s  Service 
P.O.  Box  428 

Norwich,  Connecticut  06360 
Telephone:  889-7353 
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Sl'AMIORI) 

Psychiatric  Clinic  for  Children,  Inc. 

103  West  Hroad  Street 
Stamford,  Connecticut  (K)902 
Telephone:  324-6127 

WaTI  KliURt 

Child  Giiiilance  Clinic  of  4Vaterbnry,  Inc. 

52  Pine  Street 

A\’aterl)tiry,  Connecticut,  06710 
Telephone:  756-7287 

AlM>tM>lX  II 

Hesidnues  llial  also  offer  treatment  (Residential  Treatment 
Centers  and  Schools) 

Hit, It  Mkadows 

Connecticut  Child  Study  and  Treatment  Home 
825  Hartford  Turnpike 
Hamden,  Connecticut 
Telephone:  248-4421 

A residential  psychiatric  center  for  children,  cicated  by  State 
statute.  Tbe  home  provides  a 24  hotir  a day  living  program 
and  therapeutic  services  for  boys. 

Hk.iii.and  Hkiohts 
651  Prospect  Street 
New  Haven,  Connecticut 
Telephone:  777-5513 

A |)iivate  residential  treatment  home,  under  the  auspices 
of  the  Sisters  of  Mercy.  'The  home  provides  a 24  hour  a day 


living  program  and  therapeutic  services  h)i  12  boys  and  12 
girls. 

Cini.DRKN’S  Cf.ntkr 

1400  Albany  Avenue 
Hartford,  Connecticut 
Telephone:  248-2116 

multi-function  children  s agency  with  residential  treat- 
ment for  emotionallv  disturbed  children. 

Cnit.DREN’S  ^'II.LAGE  OF  THE  ChII.DREN'S  SERVICES  OF  CONNECTICUT 

1680  .Albany  .Avenue 
Hartford,  Connecticut 
Telephone:  236-4511 

Residential  treatment  for  children. 

CoNNEciicuT  Junior  Republic  .A.ssoceviion 
Goshen  Road 
Litchfield,  Connecticut 
Telephone:  567-9423 

.A  private  treatment  oriented  institution  for  adolescent 
boys. 

C.rove  School 
Copse  Road 
Madison,  Connecticut 
Telephone:  245-2778 

.A  jrrivate  re.sidential  school  that  oilers  psychiatric  treat- 
ment for  its  students. 


RELIGIO  MEDICI 

AVniefher  Eve  was  Irttmed  oitt  of  the  left  side  oi  Adam,  I disjjute  not;  because 
I stand  not  yet  assured  which  is  the  right  side  of  a man,  or  whether  there  be 
any  stich  distinction  in  nature:  that  she  was  edified  out  of  the  Rib  of  Adam 
I believe,  yet  raise  no  (juestion  who  shall  arise  with  that  Rib  at  the  Restirrection. 

—Sir  Thomas  Browne,  Religio  Medici.  Editetl  by  \V.  A.  Greenhill, 
.\r.D.,  l.ondon,  MacMillan  and  Co.,  Etd.,  1950,  [j.  38. 
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Post-Partum  Depression:  A Case  Review  Diagnostic, 

Treatment,  And  Socio-Medical  Aspects 

Edward  C.  Senay,  M.D. 


Introduction 

■ Post-partum  emotional  disturbances  are  frequent 
and  range  from  short  lived  “baby  blues”  to  full 
blown  psychosesd'3  Decisions  about  the  severity  of 
such  reactions  are  often  difficult  because  of  defensive 
operations  on  the  part  of  patients  and  their  families. 
The  situation  is  further  complicated  by  the  fact 
that  the  medical  profession,  reflecting  the  general 
cultural  belief  that  emotional  symptoms  in  a post- 
partum context  are  expectable  and  transitory,  tends 
to  disregard  symptoms  which,  in  some  instances,  are 
real  and  desperate  calls  for  help.  Present  day  special- 
ization in  medicine  adds  further  difficulties.  The 
perceptions  of  the  specialist’s  role  on  the  part  of 
both  patient  and  doctor  serve  to  structure  behavior 
so  that  certain  kinds  of  information  are  given  to 
one  specialist,  different  information  is  given  to  an- 
other, and  so  on. 

The  following  case  review  focuses  on  these  aspects 
of  the  disease  process  and  summarizes  the  psychiatric 
management  of  the  syndrome.  The  case  history 
should  also  serve  to  illustrate  the  complexity  of  the 
patient’s  psychologic  breakdown  and  to  point  out 
the  inaccuracy  of  using  the  term  “post-partum”  de- 
pression in  an  etiologic  sense. 

Onset  And  Course  Of  Symptoms 

The  patient  was  a twenty-seven  year  old  white 
female,  the  wife  of  a professional  man.  Eight 
months  prior  to  referral,  she  had  given  birth  to  her 
fourth  child.  Her  immediate  post-partum  course 
had  been  uneventful.  One  month  after  delivery, 
however,  she  began  to  experience  anxiety,  irri- 
tability, anorexia,  early  morning  awakening,  and 
gastrointestinal  complaints.  These  symptoms  were 
mild  and  intermittent  at  the  onset  but  over  a jreriod 
of  weeks  they  became  more  severe  and  persistent. 
The  patient  began  to  weep  frequently  and  to 
neglect  her  household  duties.  She  experienced  oc- 
casional terror  and  began  to  withdraw  from  her  hus- 
band and  children.  She  became  extremely  fearful  of 
leaving  her  home  and  began  to  insist  that  every- 
thing in  her  house  had  to  remain  exactly  where 
she  had  placed  it.  She  could  not  tolerate  the  thought 
of  being  left  alone  when  her  husband’s  work  called 
him  away.  She  began  to  feel  that  her  children 
belonged  to  someone  else.  Caring  for  her  infant  was 


especially  difficult  because  it  induced  intense  panic 
and  feelings  of  depersonalization.  She  began  to 
ruminate  about  suicide.  In  the  next  few  months, 
these  symptoms  worsened  and  one  month  prior  to 
referral,  she  experienced  auditory  hallucinations. 

Patient's  Defenses 

The  patient  attributed  her  early  symptoms  to  the 
birth  of  her  child.  She  felt  that  her  difficulties  were 
not  unusual  and  that  she  would  soon  recover. 
Feeling  that  catching  up  on  sleep  would  return  her 
to  normalcy,  she  began  to  take  afternoon  naps.  As 
her  condition  worsened,  she  utilized  denial,  dis- 
sociation, and  withdrawal  to  an  increasingly  path- 
ological extent.  She  described  her  least  troublesome 
symptoms  to  her  husband  but  would  not  admit  in- 
wardly or  outwardly  that  she  was  in  difficulty.  Al- 
though her  post-partum  course  in  her  three  prior 
pregnancies  had  been  uncomplicated,  she  insisted 
that  her  symptoms  were  attributable  to  a state  of 
fatigue  following  childbirth.  To  maintain  denial 
of  her  distress,  she  distorted  many  aspects  of  her 
pre-marital  personality.  She  stated,  for  example, 
that  her  social  withdrawal  was  due  to  her  post- 
partum condition  when,  in  fact,  it  had  been  an 
increasingly  prominent  part  of  her  life  for  most  of 
her  married  years. 

Response  Of  The  Family 

During  the  early  stages  of  the  illness,  the  patient’s 
husband  had  joined  in  the  patient’s  belief  that  her 
difficulty  was  attributable  to  post-partum  fatigue. 
As  her  condition  worsened,  the  family’s  attitude  to- 
ward the  situation  did  not  change  but  they  did  take 
action.  The  patient’s  mother  w^as  summoned  to  live 
in  their  home.  She  partially  sought  and  partially 
was  given  the  patient’s  role  to  the  point  of  having 
assumed,  at  the  time  of  refenal,  all  the  patient’s 
household  duties  while  the  patient  remained  largely 
confined  to  her  room.  The  patient’s  mother  joined 
in  the  belief  that  the  trouble  was  the  result  of 
postpartum  factors. 

It  is  of  interest  to  note  that  although  they  com- 
plained somewhat  desperately  about  the  Avorsening 
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situation,  all  three  tended  to  mininn/.e  and  deny 
the  severity  of  the  jiatient’s  deterioration.  They 
steadfastly  maintained  that  the  jjatient  had  been 
well  adjusted  prior  to  her  present  illness. 

The  Medical  Community  And  The  Illness 

The  patient,  atid  to  a lesser  extent,  her  husband, 
had  fre(]nent  cotitact  with  the  medical  commntiity 
dnritig  the  entire  course  of  the  illness.  Their  descrip- 
tion of  her  difhcnlties  to  various  physicians  can  he 
.seen  as  a fntiction  of  their  j)erception  of  the  role  of 
the  physician  whom  they  were  visiting  and  as  ati 
attempt  to  deny  the  severity  of  her  difficulties,  f'or 
e.xample,  the  patient  complained  to  her  family 
[ihysician  that  her  sitiuses  were  bothering  her;  she 
also  complained  of  vague  gastrointestinal  symptoms 
and  fatigue.  She  did  not  describe  her  panic  nor 
many  of  the  other  symptoms  which  were  troubling 
her  far  more  than  those  which  she  presented.  She 
was  told  that  her  difficulty  was  common  and  the 
result  of  post  partum  factors.  In  her  follow-up  visit 
to  the  obstetrician,  she  again  structured  her  com- 
plaints so  that  her  situation  was  minimized.  She 
received  reassurance  that  her  feeling  of  fatigue 
would  imjirove  fairly  rapidly. 

When  her  symptomatology  worsened,  the  family 
decided  to  visit  an  internist.  By  this  time,  the 
jiressure  had  increased  on  all  family  members.  .\1- 
ihough  the  patient  presented  the  same  kinds  of 
complaints  to  the  internist  that  she  had  presented 
to  the  family  practioner,  she  communicated  a feel- 
ing of  desperation,  largely  by  non-verbal  means. 
T he  internist  recognized  that  she  was  depressed  and 
started  her  on  antidepressants.  Her  response  to  the 
medication  was  striking.  Shortly  after  taking  her 
prescribed  dose,  she  experienced  a feeling  of  in- 
tense panic.  She  would  feel  unreal  and  become 
tearfid,  often  withdrawing  to  her  room.  When  she 
returned  on  a follow-up  visit  to  the  internist  she 
was  finally  able  to  describe  her  most  trouble,some 
symptoms  but  she  could  do  this  only  when  she  could 
attribute  them  to  the  taking  of  drugs.  The  internist 
realized  the  full  extent  of  the  patient’s  distress  and 
referred  her  to  a psychiatrist. 

Her  presentation  to  the  psychiatrist  was  quite 
different  than  her  ajjproach  to  other  physicians.  The 
defensive  ojjcrations  of  the  patient  and  of  the  family 
were  seriously  inqiaired  by  their  perception  of  a 
psychiatrist  as  one  who  would  be  able  to  see  through 
them.  Prior  to  the  referral,  the  patient  became  con- 
vinced that  she  would  never  recover  and  would  end 
her  days  in  a state  hospital.  In  the  referral  situa- 
tion, both  patient  and  husband  were  exceedingly 
fearful  and  almost  mute.  They  presented  in  such  a 
disorganized  manner  that  the  psychiatrist  soon  be- 
gan to  speak  of  hosjjitalization  as  a real  possibility. 
I'he  family  interjjreted  his  remarks  to  mean  that 


she  would  have  to  go  to  a state  hospital  and 
probably  have  to  stay  there  for  the  rest  of  her  life. 
The  family  returned  to  the  internist  in  a state  of 
panic,  at  which  point  they  were  referred  to  this 
center  for  further  psychiatric  consultation. 

Initial  Work  Up 

W'hen  seen  here,  they  again  presented  in  a dis- 
organized fashion.  I'he  jtatient  was  nearly  mute  anti 
the  husband  was  tpiite  anxious.  A tpiestion  at  that 
time  was:  How  much  of  their  present  behavior 
was  a function  of  the  situation  they  were  in  and 
how  much  was  a function  of  the  disease  process? 
They  were  invited  to  tliscuss  all  of  their  problems 
and  were  assuretl  that  extra  time  would  be  spent 
in  reviewing  their  situation  in  tletail.  Slowly,  over 
the  course  of  the  initial  .session,  they  began  to  relax 
and  the  true  level  of  difficulty  emerged.  They  were 
.seen  at  another  hour  later  in  the  day  for  further 
discussion  and  review.  The  tpiestion  of  hospital- 
ization coidd  then  be  discussed  realisticallv.  A 
judgement  was  made  that  there  was  enough  sujiport 
in  the  patient’s  family  to  enable  her  to  remain  at 
home  and  to  be  treated  as  an  outpatient. 

On  the  following  day,  the  patient’s  mother  was 
seen  individually  and  together  with  the  patient  and 
her  husband.  A total  of  (i  hours  was  spent  by  the 
psychiatrist  with  this  family  in  the  first  week  after 
referral.  Both  the  mother  and  husband  w'ere  seen 
thereafter  once  weekly  and  the  patient  twice  weekly 
In  these  initial  sessions,  a decision  was  made  to 
discontinue  all  medication  since  the  patient  re- 
ported that  she  was  terrified  of  taking  them  and  did 
so  solely  because  of  her  family’s  urging.  It  is  of 
interest  to  note  that  the  patient  had  developed  a 
phobia  about  the  taking  of  all  drugs.  Antihis- 
tamines, antibiotics,  trancpiilizers,  and  even  aspirin 
precipitated  the  same  reaction  of  panic  and  feelings 
of  depersonalization. 

'I’he  patient’s  mother  reported  that  she  felt  that 
it  was  not  right  for  her  to  assume  all  of  the  patient’s 
duties.  She  stated  that  she  was  anxious  to  return  to 
her  home  but  felt  that  she  could  not  do  so  under 
the  present  circumstances.  She  was  reassured  that  a 
goal  in  treatment  was  to  enable  the  patient  to  re- 
assume the  care  of  her  household.  She  was  urged 
to  try  to  involve  the  patient  whenever  possible  in 
her  usual  duties.  I’he  patient’s  husband  was  en- 
couraged to  return  to  his  professional  work.  He  was 
extremely  anxious,  and  realistically  so,  about  the 
increasing  loss  of  time  from  his  duties.  In  bi-weekly 
family  group  sessions,  the  eventual  prospect  of  the 
mother’s  leaving  and  the  patient’s  a.ssumption  of 
her  usual  role  was  distiis.sed.  At  first,  the  patient 
was  unable  to  entertain  such  a possibility  but 
gradually  came  to  feel  that  it  was  desirable  and 
something  to  work  toward.  "Within  3 months  of  the 
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initial  contact,  the  patient’s  mother  was  back  at 
home  in  the  midwest  and  the  patient  had  resumed 
most  of  her  household  duties.  Her  husband,  at  this 
time,  was  saitsfying  his  professional  obligations  and 
was  able  to  contribute  in  a more  constructive  way 
in  his  home. 

Patient's  Past  History 

The  patient  was  born  in  a small  midwestern 
town.  Her  mother  recalled  that  she  was  a cheerful, 
sociable  child.  The  patient's  father  died  when  she 
was  four  years  of  age  and  an  older  brother  became 
the  male  mainstay  of  the  family.  The  patient  stated 
that  she  had  never  “gotten  over’’  the  death  of  her 
father  and  had  been  unable  to  attend  funerals  or 
to  think  about  death  throughout  her  entire  life. 

She  remembered  her  school  years  as  happy  and 
productive.  A good  student,  she  had  many  friends  of 
both  sexes.  She  met  her  husband  before  her  col- 
lege graduation  and  was  married  within  the  next 
year.  She  had  attended  a college  near  her  home  and 
had  almost  daily  contact  -wnth  her  mother  and  older 
siblings  throughout  her  college  career.  Shortly  after 
marriage,  her  husband’s  business  took  him  to  the 
east  coast.  After  they  moved,  she  found  herself 
“homesick”  and  completely  unprepared  to  adjust 
to  the  new  situation.  She  viewed  the  people  in  her 
social  stratum  as  wealthier,  more  articulate,  and 
more  sophisticated  than  she.  Subsequent  informa- 
tion indicated  that  this  view  was  most  unrealistic. 
She  avoided  ordinary  kinds  of  social  contact  and 
found  herself  systematically  isolating  herself  and 
her  husband  as  a couple. 

She  related  that  she  never  really  liked  or  felt 
comfortable  with  her  new  home.  She  become  overly 
concerned  with  her  routine  household  duties.  Her 
behavior  toward  her  husband  became  demanding 
and  argumentative.  The  husband  related  that  he 
found  her  behavior  very  trying,  causing  him  to  have 
periods  of  moroseness.  However,  neither  could  ad- 
mit that  anything  was  wrong.  They  maintained  that 
their  marriage  was  untroubled,  each  privately  hop- 
ing that  their  relationship  would  improve.  Sexual 
relations  became  relatively  infrequent.  One  of  them 
would  be  “too  tired.” 

Although  she  used  a diaphragm  and  consciously 
did  not  want  another  pregnancy,  she  “found  her- 
self” pregnant  with  her  fourth  child.  In  retrospect, 
it  seems  that  the  pregnancy  was  an  attempt  by  the 
couple  to  reassure  each  other  about  their  marriage. 
Privately,  both  had  frequently  fantasied  about 
divorce  but  neither  had  been  able  to  admit  the  exis- 
tance  of  such  thoughts  either  intrapsychically  or  to 
each  other.  When  the  patient  discovered  that  she 
was  pregnant  for  the  fourth  time,  she  began  to  be 
troubled  by  the  thought  that  she  really  did  not 
want  another  child.  On  the  few  occasions  when  she 


was  able  to  focus  on  this  thought,  she  had  a deep 
feeling  of  moral  repulsion.  In  her  view,  having  such 
thoughts  was  sinful,  setting  her  apart  and  making 
her  different  from  other  women.  She  began  to  over- 
eat in  the  evenings,  feeling  that  she  could  not  get 
through  another  day  of  feeling  tired  yet  having  to 
meet  the  demands  of  her  family.  It  is  important  to 
point  out  that  the  patient  projected  this  as  an  un- 
ending process.  No  relief  was  envisioned  in  the 
future.  To  maintain  certain  fictions  about  herself 
and  her  marriage,  however,  this  whole  area  of  feel- 
ings coidd  not  be  expressed  or  shared  with  anyone. 

Following  the  birth  of  the  fourth  child,  the 
patient  felt  a transient  sense  of  relief.  However,  she 
slowly  began  to  realize  that  the  former  cycle  of 
demands  was  now  returning  to  an  increased  degree. 
With  no  relief  in  sight,  feelings  of  rage  developed 
in  the  patient.  She  wished  to  strike  back  at  what  she 
experienced  as  a confining  and  punitive  environ- 
ment. In  this  general  setting,  her  symptoms  ap- 
peared. 

Course  In  Psychiatric  Treatment 

The  psychiatric  treatment  process  can  only  be 
sketched  briefly.  The  jaatient  has  been  seen 
in  therapy  for  2y^  years  to  date.  For  the  first  few 
months,  treatment  was  on  a bi-weekly  basis;  later, 
the  patient  was  seen  once  weekly  and  most  recently 
she  has  been  seen  bimonthly.  During  the  first  year  of 
treatment,  the  patient  asked  the  therapist  in  many 
different  ways  if  he  were  really  interested  in  her 
and  if  he  would  continue  with  her  until  she  was 
well,  reflecting  her  expressed  statement  that  she  was 
completely  dependent  upon  the  therapist.  She 
brought  in  many  questions  about  her  behavior,  ask- 
ing what  she  should  do  or  how  she  should  under- 
stand certain  events  which  occurred.  It  seems  useful 
to  conceptualize  her  behavior  during  this  initial 
phase  as  testing  the  limits,  stability,  and  genuiness 
of  the  relationship  with  her  therapist. 

During  this  time,  any  attempt  on  the  part  of  the 
therapist  to  discuss  termination  was  met  with  a 
phobic,  extremely  anxious  response  on  the  part  of 
the  patient.  She  stated  that  she  was  unable  to  toler- 
ate any  thought  of  terminating  but  work  was  per- 
formed on  the  question  of  termination  in  each 
session.  During  this  time,  the  patient  insisted  on 
asking  tjuestions  about  depression,  schizophrenia, 
and  cancer.  These  attempts  were  interpreted  as  her 
means  of  externalizing  problems  which  she  could 
not  deal  with  in  any  realistic  way.  As  time  passed, 
she  slowly  improved.  Her  jthobic  difficulties  in  her 
home  and  her  fear  of  going  out  of  the  house  to  shop 
or  visit  were  among  the  first  to  disappear.  She 
gradually  became  able  to  tolerate  visitors  and  it  is 
of  interest  that  she  was  able  to  resume  rapidly  her 
relationship  with  her  3 older  children  so  that  they 
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were  s])arecl  from  seeing  her  more  severe  sympto- 
matology. rhe  patient  experienced  more  difficulty 
in  taking  care  of  her  infant  but  by  the  end  of  the 
first  year  of  treatment,  she  was  caring  for  him  and 
was  able  to  celebrate  his  birthday  without  incident. 

During  the  second  year  of  treatment,  the  psycho- 
therapeutic focus  shifted  quite  dramatically.  The 
patient’s  tpiestions  no  longer  centered  on  depression 
and  schizophrenia  and  she  began  to  speak  about 
the  problems  in  her  marriage,  her  obesity,  her  dis- 
appointment in  herself  and  about  some  of  her  less 
mature  characteristics.  By  the  time  she  had  been  in 
treatment  for  18  months  she  was,  in  essence,  a 
different  case.  All  of  the  phobic  and  anxious  symp- 
toms had  disajrpeared  with  the  exception  of  chronic 
fatigue  and  occasional  panic.  The  patient’s  husband 
was  seen  occasionally  at  this  time  and  whenever 
there  seemed  to  be  some  issue  between  them  that 
justified  formal  scrutiny.  One  of  the  chief  issues 
dealt  with  was  her  ability  to  permit  him  to  go  on 
jrrofessional  trips.  She  had  fantasies  that  he  would 
die,  not  return,  or  that  he  would  abandon  her  and 
she  wonld  then  have  to  be  hospitalized.  Significant 
therapeutic  advances  were  made  around  the  issue 
of  his  leaving  and  questions  of  termination  with  the 
therapist  were  woven  with  these  incidents. 

Most  recently,  the  patient  has  been  thinking 
about  termination  but  has  stated  that  she  would  feel 
more  comfortable  having  occasional  visits.  A de- 
cision has  been  made  not  to  terminate  formally 
with  this  patient  and  she  is  being  seen  twice  a 
month.  She  uses  her  treatment  hours  to  review  her 
illness  and  seems,  at  present,  to  be  struggling  to 
organize  her  recent  life  experiences.  AVith  the  ex- 
ception of  mild  fatigue  and  overeating,  she  is 
presently  symptom  free.  She  is  socializing  in  a way 
which  was  not  possible  for  her  even  j^i'ior  to  her 
illness  and  has  begun  to  deal  realistically  with  the 
problem  of  how  to  gain  gratification  for  herself.  She 
has  become  active  in  community  affairs  in  what 
seems  a sensible  and  rewarding  way. 

Discussion 

There  are  probably  multiple  etiologies  in  post- 
partum emotional  disturbances.  Current  reviews  of 
the  problemi"^  point  out  that  puerperal  infections, 
formerly  a common  cause  of  post-partum  psychoses, 
no  longer  occur  with  appreciable  frequency.  "Wdiile 
some  maintain-  that  altered  somatic  states  secondary 
to  the  stress  surrounding  delivery  are  etiologic, 
others  tend  to  adapt  a stress  summation  theory.  Ac- 
cording to  this  theory,  a patient  who  develops  a 
])ost-partum  depression  or  phychosis  is,  at  the  time 
of  delivery,  undergoing  multiple  stresses.  Marital 
difficulty,  inability  to  adjust  to  the  demands  of 
parenthood,  chronic  anxiety  secondary  to  unre- 


solved dependency  upon  the  mother,  the  anticijta- 
tion  of  an  increased  work  load  following  the  birth 
of  the  child,  and  a growing  conviction  that  there 
is  no  release  from  such  a set  of  difficulties,  are  ex- 
amples of  pre-existing  stresses  which,  combined  with 
the  stress  of  delivery  and  the  subsequent  realization 
that  a poor  situation  is  now  worse,  precipitate  a 
major  psychiatric  reaction.  Somatic  factors  are  not 
excluded  from  this  formulation,  but  are  viewed  as 
interacting  with  all  other  variables. 

In  the  case  under  discussion,  this  theory  offers  a 
more  comprehensive  and  psychologically  coherent 
etiologic  fonmdation  than  a sinqjle  theory  of  altered 
somatic  states.  It  has  the  further  advantage  of 
directing  the  physician’s  attention  to  emotional  and 
familial  variables.  ^Ve  have  seen  that  many  physi- 
cians accepted  the  patient’s  explanations  of  her 
difficulties  without  assessing  her  total  situation. 
Antidepressants  were  {prescribed  probably  on  the 
implicit  assunqption  that  the  patient  was  suffering 
from  biochemical  and/or  physiologic  alterations. 
The  patient’s  and  the  family’s  defensive  operations 
tvere  therebv  oiven  medical  sanction. 

4 O 

It  should  be  pointed  out  that  although  the  con- 
cept of  stress  summation  is  useful  in  describing 
etiology,  other  concepts  are  necessary  for  an  under- 
standing of  the  progression  of  this  patient’s  disease. 
Her  illness  occurred  in  a social  and  medical  con- 
text; certain  kinds  of  interaction  between  the 
patient,  her  family,  and  the  medical  community 
tvere  necessary  for  the  disease  to  progress  as  far  as  it 
did.  The  mutual  reinforcement  on  the  issue  of 
etiology  has  been  alluded  to  above.  Other  inter- 
actions serving  to  foster  the  progression  of  her  ill- 
ness revolved  around  the  structuring  of  her  be- 
havior consec{uent  to  her  {perception  of  the  roles 
of  the  various  {physicians  she  visited.  Her  {presen- 
tation of  “general  {practice’’  com{plaints  to  her  family 
{physician,  “obstetric”  conqplaints  to  the  obstetrician 
and  her  {presentation  to  the  psychiatrist  as  being 
more  {psychologically  disintegrated  than  she  really 
was,  illustrate  how  well  attuned  this  {patient  was  to 
the  roles  of  various  s{pecialists.  An  a{ppreciation  of 
the  influence  of  such  role  perce{Ptions  in  her  be- 
havior allowed  for  an  accurate  estimation  of  the 
severity  of  her  illness.  Thus,  a {psychiatric  hos- 
{pitalization  was  atoided  and  a treatment  {program 
geared  to  her  true  needs  could  be  instituted.  At 
{present  we  ha^•e  no  a{ppro{priate  term  to  describe 
this  element  in  the  behavior  of  {patients.  “Role 
s{pecific”  or  “situational  s{pecific”  would  seem  to 
have  to  serve  to  describe  elements  in  the  behavior 
of  {Patients  which  result  from  their  {perce{Ptions  of 
the  {particular  interests  of  the  {physician  they  are 
visiting.  An  a{P{preciation  of  the  existence  and  mean- 
ing of  such  behavior  might  have  led  to  earlier 


648 


Connecticut  Medicine,  September,  1966 


recognition  and  saved  this  2:>atient  and  her  family  a 
great  deal  of  suffering. 

The  j^atient’s  phobia  about  the  taking  of  all 
forms  of  medication  deserves  a closing  comment.  In 
the  course  of  treatment  the  jratient’s  ruminations 
about  suicide  and  infanticide  emerged.  A complex 
of  feelings  around  such  fantasies  seemed  to  be  in- 
volved in  the  drug  phobia.  First,  the  j^atient  feared 
that  she  now  had  a means  for  doing  away  with  her- 
self and/or  her  infant.  Secondly,  she  seemed  to  fear 
that  the  drugs  would  cause  her  to  lose  her  very 
tenuous  control  over  these  impulses.  Given  these 
considerations,  it  seems  clear  that  an  aggressively 
pursued  chemotherapeutic  regimen  would  probably 
have  delayed  or  perhaps  obstructed  the  patient’s 
recovery. 

In  summary,  this  case  suggests  that  post-jjartum 
emotional  reactions  deserve  the  same  close  attention 
given  any  other  jisychological  disturbance.  A multi- 


factorial etiology  is  probable  and  theories  attribu- 
ting the  syndrome  to  “exhaustion”  or  altered 
somatic  states  can  lead  to  serious  errors  in  diagnosis. 
Close  monitoring  of  the  jjsychological  resjionse  to 
psychoactive  medication  is  always  necessary.  Final- 
ly, a jjhysician  should  be  aware  of  the  influence  of 
his  particular  medical  role  on  both  his  own  and  his 
patient’s  behavior. 
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DECEPTION  OF  THE  ELDERLY 

U.  S.  Senator  Harrison  A.  Williams  (D-N.J.),  chairman  of  a new  Senate 
Subcommittee  on  Consumer  Interests  of  the  Elderly,  states:  “Americans  past  65 
years  of  age  now  have  a total  buying  power  of  nearly  40  billion  dollars  a year 
. . . (and)  we  on  the  Subcommittee  will  maintain  a lively  interest  in  outright 
frauds  and  decejitions  that  exjrloit  the  elderly.” 

Ajjjmoved  for  publication  by  the  Council,  the  CSMS  Committee  on  Aging  has 
made  a recommendation  that  “physician  members  of  the  Society  be  encouraged 
to  report  to  the  Committee  instances  in  which  it  is  suspected  or  known  that  old 
people  are  being  taken  advantage  of  or  are  not  getting  value  received  from  the 
j^roviders  of  (medical)  goods  or  services.” 

Rej^orts  of  such  instances  may  be  addressed  to:  Kurt  Pelz,  M.D.,  Chairman, 
CSMS  Committee  on  Aging,  3.^0  Harrison  Road,  Wallingford,  Connecticut, 
06492. 
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Psychiatry  In  The  General  Hospital 

Stephen  Fleck,  M.D. 


I.  Introduction 

■ Historically  psychiatry  is  both  the  oldest  and  the 
youngest  clinical  discipline.  Much  treatment 
through  the  ages  depended  entirely  on  the  psycho- 
logical elements  in  the  physician’s  prescription, 
whether  so  recognized  by  him  or  not.  As  scientific 
bases  for  therapeutics  developed,  and  the  physician 
became  increasingly  certain  of  what  cotdd  work 
and  what  didn’t  he  also  became  more  modest  if 
not  even  disdainful  of  his  impact  as  a person  on 
his  patients.!-  Benjamin  Rush  175  years  ago  did 
not  hesitate  to  state;  “.  . . I have  frecjuently  pre- 
scribed remedies  of  doubtful  efficacy  . . . , but  never 
till  I had  worked  up  my  patients  into  a confidence, 
bordering  tipon  certainty  of  their  probable  good 
elfects.”!!  The  modern  physician  feels  almost 
obliged  to  ignore,  as  if  he  thereby  cotdd  eliminate 
such  personal  impact  on  the  therapeutic  jnocess, 
esj>ecially  when  evaluating  clrtigs  or  other  meas- 
tues.  “Scientific”  has  become  ecpiated  with  “imper- 
sonal” or  “minimally  personal”  as  if  the  definition 
of  scientific  depended  only  on  the  rej^roclucibility 
of  a jM'ocess  or  effect,  irrespective  of  interpersonal 
variables. 

Only  since  Freud  has  modern  psychology  brought 
scientific  scrutiny  to  the  processes  between  people 
and  their  impact  on  each  other.  But  by  then  psy- 
chiatry for  many  reasons  had  left  or  had  been  ex- 
cltided  from  the  main  stream  of  medicine,  espe- 
cially in  this  country.  Fifty  years  ago  there  were 
•ew  medical  schools  with  any  psychiatric  faculty; 
community  or  municipal  hospitals,  including  a few 
afliliated  with  medical  schools,  often  had  holding 
units  for  psychiatric  patients  preparatory  to  their 
proper  transfer  to  distant  mental  hospitals,  but 
only  The  Johns  Hopkins  and  Pennsylvania  Medi- 
cal Schools  had  their  own  pavilions  for  the  study 
and  treatment  of  mental  patients  at  that  time. 
Then,  stimulated  by  psychiatric  experience  in 
W’orld  War  I especially  by  Southard,-!  several 
medical  schools  established  or  affiliated  themselves 
with  jtsychopathic  hospitals  ustially  small  replicas 
of  the  larger  mental  hospitals,  which  because  they 
served  limited  areas  and  populations  and  included 
out-patient  services,  became  the  forerunners  of  to- 
day’s Community  Mental  Health  Center,  as  proph- 
esied by  the  dean  of  American  psychiatry,  Adolf 
Meyer. !“ 

Psychiatry  did  not  return  to  the  university  hos- 
pital proper  until  the  mid-thirties,  when  the  Massa- 


chusetts General  Hospital  opened  a ward  tinder 
Stanley  Cobb.  Now  there  arc  over  1, ()()()  such  units 
in  the  United  States,  but  only  seven  in  Connecticut. 
These  tmits  vary  greatly  in  size  and  in  ty{)e  of 
service  and  serve  very  different  populations.  \\T 
shall  describe  here  principally  the  operation  at  the 
Yale-New'  Haven  Hosjntal  (750  bed.s)  but  also 
jKiint  out  general  considerations  whether  operative 
at  the  Yale-New  Haven  Hospital  at  present  or 
not.  Moreover,  there  are  differences  between  uni- 
versity-affiliated services  with  their  threefold  mis- 
sion of  service,  teaching  and  research,  and  tmits  in 
hospitals  not  so  affiliated. 

The  present-day  psychiatrist  has  fallen  heir  to 
those  functions  of  the  trailitional  family  physician 
which  patients  valtie  most:  the  personal  interest  in, 
and  long-range  knowledge  of,  the  patient  and  his 
family.  This  informal  and  usually  unconceptual- 
ized knowledge  is  indispensable  in  the  evaluation 
of  symptoms  and  the  understanding  of  changes  in 
the  disease  course,  and  thus  an  e.ssential  ingredient 
of  therapetitic  effectiveness,  aside  from  furnishing 
possible  etiological  clues.  The  psychiatrist  as  a stu- 
dent of  human  behavior  is  the  relative  expert  in 
this  psychosocial  .sector  of  medical  care,  because 
other  specialists  have  lost  or  are  being  deprived  of 
the  opportunity  to  know  patients  and  their  families 
well  over  time  due  to  the  discontinuity  of  medical 
care  and  the  subspecialization  according  to  organ 
systems.  Medical  services  have  become  fragmented 
at  the  expense  of  continued  familiarity  between 
patient  and  physician  in  the  community  as  well  as 
in  the  hospital.  Gaps  in  care  have  arisen  because 
often  the  family  physician  cannot  care  for  his 
patient  inside  the  hospital,  and  because  the  ho.s- 
pital-ba.sed  specialist  often  cannot  follow  him  out- 
side. But  even  within  the  hosjiital  the  complexity 
of  di.sease  problems  often  retpiires  the  involvement 
of  several  sj^ecialists,  so  that  not  only  the  patient 
bnt  .sometimes  the  stall  become  uncertain  which 
s])ecialist  is  THE  doctor  for  a particular  patient. 
The  psychiatrist  enters  this  interregnum  in  the 
general  hospital  as  the  one  specialist  who  focuses 
on  the  patient  as  a biopsychosocial  unit,  competent 
to  discern  and  assess  rather  qtiickly  the  patient’s 
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emotional  state  and  the  biological,  psychological 
and  social  variables  relevant  to  the  clinical  situ- 
ation. He  does  so  by  focusing  on  the  patient’s 
hmgitudinal  experience,  on  his  history  and  per- 
sonal development.  This  can  be  at  least  a substitute 
for  long-term  acquaintanceship  with  the  patient 
and  his  significant  social  surrounding,  because  the 
psychiatrist  understands  the  psychological  and 
social  referents  and  the  emotional  implications  of 
historical  and  behavioural  data,  and  with  the  help 
of  this  understanding  he  can  form  rather  quickly 
a close  relationship  with  the  patient— as  if  they  had 
known  each  other  a long  time.  Thus  although  a 
specialist,  the  psychiatrist  focuses  on  “a  particular 
part”  of  the  patient  only  as  the  patient’s  own  story, 
not  necessarily  his  chief  complaint,  may  induce  the 
skilled  listener  to  narrow  his  interests  towards 
either  a symptom  cluster,  a behaviour  pattern,  or 
a particular  life  event.  Furthermore,  the  present- 
day  hospital  psychiatrist  has  acquired  a relative 
expertise  in  patient  care  and  care  continuity  in  the 
community,  because  psychiatrists  have  had  to  recog- 
nize and  cope  therapeutically  and  administratively 
with  these  particular  problems  in  mental  institu- 
tions in  the  last  two  decades.^- 

II.  Types  Of  Service 

While  the  NIMH  has  stated  that  no  general 
hospital  deserves  this  designation  unless  it  provides 
beds  for  psychiatric  patients,  this  does  not  neces- 
sarily mean  the  establishment  of  a separate  ward 
or  service;  nor  does  it  follow  that  a hospital  should 
go  ahead  with  providing  beds  before  examining 
total  community  needs  and  taking  into  account 
already  existing  psychiatric  facilities  in  that  com- 
munity. From  the  manpower  standpoint,  psychi- 
atry can  no  more  afford  competitive  duplication  of 
services  than  can  any  other  medical  branch  or 
specialty  at  this  time.  The  establishment  of  a psy- 
chiatric unit  in  the  general  hospital  must  be 
reconciled  with  the  givens  of  psychiatric  practice  in 
a community  to  ensure  its  proper  place  in  a net- 
work of  mental  health  services,  most  of  which  need 
not  be  under  the  hospital’s  control.  Existing  ser- 
vices, and  others  planned  for  extra-hospital  loca- 
tion, determine  the  range  and  policies  of  services 
which  the  hospital  must  provide  under  its  aegis 
and  within  its  walls  in  a particular  community. 
A full-range  general  hospital  psychiatric  program 
should  function  like  a small  scale  community  Men- 
tal Health  Center. ^2,  20,  22 

A.  IN-PATIENT  SERVICE 

Full-time  in-patient  services  will  be  the  type  most 
likely  needed  in  the  community,  and  like  other  in- 
patient services  represents  the  core  of  the  hospital 
psychiatric  department.  But  the  number  of  beds 
need  not  limit  the  number  of  patients,  as  day  and 


night  patients  can  be  accommodated  in  the  same 
facility,  and  programs  for  both  can  be  integrated 
with  those  for  full-time  patients.®’ 

Patients  in  need  of  around-the-clock  care  demand 
around-the-clock  professional  attention.  This  per- 
tains to  competent  nursing  and  ancillary  personnel, 
and  a full-time  psychiatric  staff,  at  least  on  the  resi- 
dent level,  is  essential.  A high  staff-patient  ratio  is 
particularly  important  if  complex  diagnostic  tasks 
are  to  be  accomplished  expeditiously.  A complete 
evaluative  study  of  a psychiatric  patient  includes 
routine  medical,  psychiatric  and  neurologic  exam- 
inations and  a thorough  investigation  of  the  pa- 
tient’s family  as  individuals  and  as  a group,  and 
possibly  of  other  psycho-socially  significant  per- 
sons. Such  an  “admission”  study,  which  covers  the 
biological,  psychological  and  social  parameters  of 
personal  functioning,  may  take  iq^  to  a week,  and 
sometimes  longer  if  significantly  related  persons 
live  at  a distance,  and  it  requires  team  work.  The 
observations  of  social  workers,  nurses  and  aides  of 
the  patient  and  his  visitors  and  of  all  their  inter- 
actions with  the  ward  population  are  equally  as 
important  as  the  psychiatrist’s  mental  status  rec- 
ord, or  the  EEG,  or  drug  levels  in  body  fluids. 

Because  team  work  is  essential,  and  more  impor- 
tant than  which  particular  professional  deals  with 
a particular  aspect  of  the  patient’s  problems 
whether  for  evaluative  or  therapeutic  purposes,  it 
is  necessary  to  spell  out  the  requisites  of  team  work. 
A team  (or  in  community  practice  a group)  exists 
by  virtue  of  its  communicative  qualities.  It  is  not 
just  a collection  of  people  working  in  the  same 
place  even  if  they  work  towards  the  same  goal.  The 
psychiatric  team  consists  of  different  specialists, 
professionals  and  non-professionals,  but  what  they 
must  bring  to  team  work  is  not  only  their  particu- 
lar expertise,  but  a collegial  attitude  towards  all 
team  members,  a readiness  for  role  diffusion  and 
a cajracity  to  provide  and  suffer  critical  scrutiny 
of  the  interactive  processes  on  the  ward,  including 
the  scrutiny  of  one’s  own  behavior  by  oneself  aird 
others.  In  this  way  the  “personal”  impact  on  the 
patient  is  under  continuous  observation  as  is  aware- 
ness of  the  milieu  climate.-  The  free  and  self- 
observant communication  among  staff  also  sub- 
serves in  essenital  ways  teaching  functions  and 
clinical  research.  To  create  such  a therapeutic  en- 
vironment requires  a number  of  different  group 
meetings  with  and  without  patients,  with  and  with- 
out families,  all  of  which  has  been  described  in 
detail  elsewhere.^’  ®> 

This  model  of  “shared  doctor-patient  relation- 
ship” applies  also  to  non-psychiatric  practice  inside 
and  outside  hospitals,  because  only  a team  or  gioup 
of  specialists  as  defined  above  can  now  provide  the 
best  up-to-date  medical  care  to  patients  with  com- 
plex problems,  combining  care  continuity  with  in- 
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tcgialed  tedinical  and  iiura-  and  iiUcrpcrsonal  ex- 
pertise. riius,  even  il'  the  psychiatric  service  does 
not  extend  its  activities  into  other  hospital  areas,  il 
still  can  serve  as  a model  lor  the  care  of  non- 
psychiatric hospital  patients.  Separate  psychiatric 
services  in  the  general  hospital  with  a lull-range 
prol'e.ssional  team  are  therefore  preferable  to  caring 
for  jjsychiatric  patients  in  any  available  bed  in  the 
hospital.  Although  feasible,  this  latter  arrangement 
should  be  limited  to  small  hospitals  with  so  few 
psychiatric  patients  as  to  render  a full-time  psychi- 
atric team  highly  uneconomical. 

rite  psychiatrist  in  the  general  hospital  should, 
of  course,  be  a competent  psychotherapist,  but  he 
must  not  be  committed  to  a single  treatment 
modality.  Parallel  to  the  broad-range  evaluation, 
treatment  decisions  should  also  he  based  on  a care- 
ful evaluation  by  the  team  of  the  relevant  bio- 
psychosocial  forces  and  how  these  might  be  alfected 
favorably  through  a single  approach  or  a com- 
bination of  therapeutic  measures  in  all  three 
spheres.  Evaluation  of  the  patient’s  family  or  other 
emotionally  significant  surroundings  is  particularly 
important,  because  often  it  is  possible  through 
family  meetings  and  therapy  to  elfect  a change  in 
the  ecpiilibrium  of  this  group  enabling  the  patient 
to  recover  from  an  acute  crisis,  as  well  as  ensuring 
the  imjnoved  functioning  of  all  concerned  through 
stabili/ation  of  such  a new  equilibrium.  This 
family-oriented  diagnostic,  therapeutic  and  pre- 
ventive focus  is  also  applicable  to  other  hospital 
.services.®’  i**’ 

By  and  large  there  will  rarely  be  enough  time 
and  manpower  to  embark  upon  intensive  individ- 
ual psychotherapy  with  a patient,  but  the  experi- 
ence can  well  be  utilized  to  jjrepare  the  patient  for 
such  treatment  and  to  arrange  it,  possibly  to  begin 
before  the  patient’s  discharge.  Electroshock  treat- 
ment should  be  administered  when  indicated  on  an 
in-patient  service.  Drug  regimen  also  should  he 
established  in  the  hospital  to  determine  safe  and 
therapeutically  elfective  levels  for  each  jtatient  and 
should  further  be  controlled  carefully  during  the 
period  of  his  rehabilitation  into  community  life. 

B.  CONSULTATION  SERVICES 

Ideally  a psychiatric  service  in  the  general  hos- 
])ilal  does  not  limit  its  activities  to  the  care  of 
psychiatric  patients  per  se.  We  have  referred  al- 
ready to  the  complexity  of  modern  in-patient  care 
and  the  fretjuent  fragmentation  of  the  doctor- 
patient  relationships  because  of  the  many  dillerent 
experts  who  must  be  involved  with  the  same  jxi- 
tient.  The  antidote  to  this  fragmentation  is  the 
“shared  doctor-patient  relationships’’  through  a 
team  as  defined  above  (p.  2)  . So  far  non-psychi- 
atric specialists  have  formed  such  teams  only 
around  very  sjiecial  treatment  situations  such  as 


oj)eraling  rooms,  dialysis  procedures,  the  pre- 
maturity unit,  the  intensive  care  unit,  etc.  Intensive 
care  units  and  recovery  rooms,  however,  carry  spe- 
cial psychotogenic  elements  in  the  form  of  monot- 
ony of  surroundings,  anxiety  arousing  gadgetry, 
ami  the  patient’s  physical  and  mental  exhaustion 
abetted  by  anesthetics  or  other  drugs,  or  metabolic 
dislocations,  or  both.  Here  psychiatric  expertise  is 
calletl  for  to  scrutinize  such  special  treatment  units 
and  recommend  measures  designed  to  prevent  psy- 
chotic disorganization.* 

Patients  also  still  die  in  hospitals,  and  the  psy- 
chiatrist is  often  needed  in  the  management  of 
terminal  illnesses  to  help  define  the  jiatient’s  be- 
havior and  attitudes  in  this  situation;  to  guide  and 
assist  him  and  his  family  in  the  difficult  task  of 
maintaining  contact  without  overwhelming  stress; 
and  to  supjiort  the  staff  and  prevent  the  patient’s 
isolation  from  hosjiital  personnel,  .sometimes  sorely 
burdened  by  almost  constant  confrontation  with 
death  and  dying.  Ehe  medical  jirofession’s  commit- 
ment to  saving  and  preserving  life  can  bring  about 
two  interrelated  conditions  which  interfere  with 
the  patient’s  emotional  and  interpersonal  needs, 
and  often  deprive  him  of  the  opportunity  to  die 
in  dignity  and  peace.  Death  is  often  experienced 
by  us  as  failure,  and  the  decision  to  treat  a hope- 
less condition  vigorously  is  often  rationalized  as 
“not  jilayitig  God,”  with  the  result  that  treatment 
measures  are  continued  at  the  expense  of  the 
]iatient’s  comfort  despite  evidence  of  their  ineffec- 
tuality.’** In  this  way  patients  and  their  families 
are  often  prevented  by  a guilt-motivated  profes- 
sional staff  from  meeting  these  grievous  situations 
spontaneously  and  sharing  their  feelings  according 
to  their  style,  unencumbered  by  a covert  conspiracy 
not  to  talk  about  it,  and  face  the  obvious  together. 
This  can  lead  to  serious  emotional  disorder  and 
sulfering  for  the  patient  and  for  family  members, 
besides  depriving  the  patient  of  the  opportunity  of 
dying  in  a dignified  manner  as  a whole  person  emo- 
tionally and  psychologically,  even  if  he  cannot  be 
whole  in  a physical  sense.  The  psychiatrist  and  his 
team  (and  some  spiritual  advisors)  can  and  must 
help  their  colleagues  who  are  more  closely  involved 
than  he  with  the  every-day  problems  of  maintain- 
ing and  effecting  a realistic  program  for  the  patient 
as  a person  in  addition  to  fighting  malignant  cells 
or  dialyzing  body  fluids,  and  the  psychiatrist  should 
therefoie  be  a member  of  cancer  treatment  teams 
and  others  tlealing  with  terminal  illnesses.’-  ”* 

In  a teaching  hospital  psychiatrists  should  also  be 
regular  particijiants  on  all  in-  and  out-patient  ser- 
vices and  on  teaching  rounds,  both  to  identify  psy- 
chiatric jiroblems  in  patients  with  or  without  other 
illnesses,  and  to  help  non-psychiatric  physicians 

* See  F.  P.  McKegney;  The  Intensive  Care  Unit.  This  issue. 
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and  other  staff  to  deal  therapeutically  with  both 
these  types  of  patients.  Besides  helping  the  patient 
directly,  the  psychiatric  team  demonstrates  teaiu 
work  and  ensures  that  all  staff  members  concerned 
with  a particular  patient  have  the  opportunity  for 
and  educational  benefit  of  such  consultations.  An- 
other function  of  the  consultation  practice  is  to 
prevent  referral  of  acutely  psychotic  patients  to 
the  psychiatric  service  when  the  psychosis  is  pre- 
sumably of  short  duration,  such  as  a drug-induced 
confusional  state.^'  This  is  particularly  impor- 
tant if  such  patients  also  need  complicated  special- 
istic  surgical  or  medical  care  for  which  the  psy- 
chiatric ward  may  be  poorly  equipped  or  staffed. 
In  the  750-bed  Yale-New  Haven  Hospital  the  con- 
sulting psychiatrists  see  currently  on  non-psychi- 
atric in-patient  services  about  600  patients  a year, 
of  whom  less  than  5 per  cent  are  transferred  to 
the  24-bed  psychiatric  in-patient  unit. 

C.  OUT-PATIENT  SERVICES 

Besides  beds  and  other  space  for  full-  and  part- 
time  in-patients,  the  hospital  should  provide  am- 
bulatory services  and  assume  collaborative  respon- 
sibility for  the  establishment  of  a network  of 
community-based  facilities  for  the  mentally  ill. 
Agencies  are  needed  for  the  after-care  and  rehabili- 
tation of  discharged  hospital  patients,  or  at  least 
for  preventing  their  becoming  disabled  again  and 
requiring  rehospitalization.  Such  facilities  include 
halfway  houses,  family  agencies,  rehabilitation  ser- 
vices and  sheltered  workshops,  as  well  as  psychi- 
atric consultative  services  to  these  and  other  insti- 
tutions such  as  schools,  well-baby  clinics,  visiting 
nurses,  etc.  In  brief,  the  psychiatric  out-patient 
service  should  function  and  define  its  aims  in  ac- 
cordance with  its  appropriate  place  and  position 
in  the  network  of  community  services  and  the 
limitations  imposed  by  the  hospital’s  staff  and 
other  resources.  However,  if  the  hospital  provides 
ambulatory  services  for  non-psychiatric  patients, 
psychiatric  consultation  should  be  made  available 
to  such  clinics  on  a routine  basis.  Here  also  team 
consultation  should  be  used  when  indicated,  in- 
cluding the  employment  of  a psychiatric  visiting 
nurse  for  home  and  family  care. 

If  the  hospital  runs  an  in-patient  service,  follow- 
up care  for  these  patients  should  be  provided  al- 
though not  necessarily  requiring  a separate  out- 
patient facility.  Again  it  depends  whether  most  if 
not  all  such  former  in-patients  return  for  con- 
tinued care  to  community  resources  apart  from  the 
hospital,  or  whether  there  are  no  such  resources,  in 
which  case  the  hospital  should  provide  them  either 
through  a separate  clinic  or  through  a staffing  pat- 
tern on  the  in-patient  service  which  permits  the 
continuation  of  treatment  by  the  in-patient  team 
after  the  patient’s  discharge.  Various  combinations 


of  these  alternatives  may  be  best  suited  to  particu- 
lar local  circumstances.  For  teaching  purposes  some 
continuity  of  care  across  the  administrative  barrier, 
which  discharge  from  an  in-patient  unit  often  con- 
stitutes, is  essential,  and  no  doubt  desirable  lor 
many  patients. 

Services  for  out-patients  referred  from  the  com- 
munity or  from  other  hospital  services  should  also 
be  provided  on  an  interdisciplinary  team  basis,  in- 
cluding at  least  psychiatrists  and  social  workers, 
but  preferably  also  nurses  and  psychologists.  Treat- 
ment should  cover  the  same  modality  range  as  on 
the  in-patient  service,  except  for  electric  shock 
treatment.  The  composition  of  therapy  groups  in 
out-patient  work  should  be  more  determined  by 
diagnostic,  personality  type,  and  social  class  con- 
siderations than  is  possible  on  an  in-patient  service. 
If  children  and  adolescents  are  served,  special  treat- 
ment programs  for  these  two  groups  may  be  in 
order  and  this  may  also  pertain  to  very  old  patients. 
Again,  this  obviously  clepends  on  the  availability 
of  equivalent  psychiatric  or  ancillary  resources  in 
the  community,  such  as  special  clinics  for  alco- 
holics and  other  addicts,  or  programs  for  marital 
counselling  and  family  therapy. 

Usually  clinics  will  be  confronted  with  many 
more  demands  and  expectations  for  service  both  as 
to  type  and  numbers  than  can  be  fulfilled  ade- 
quately. While  it  is  the  hospital’s  mission  to  supply 
services  which  it  can  provide  better  than  other 
agencies,  it  is  also  its  responsibility  to  define  the 
limitations  of  what  it  can  accomplish,  and  what  it 
proposes  not  to  do  in  a positive  way,  by  pointing 
out  service  needs  to  the  community  and  cooperat- 
ing with  it  in  providing  other  extra-hospital-based 
resources.  For  instance  the  hospital  can  employ  its 
own  visiting  nurse  for  home  treatments  and  family 
evaluation,  or  it  can  work  with  an  independent 
visiting  nurse  agency  to  accomplish  this. 

D.  CRISIS  SERVICES 

Although  of  the  40,000  emergency  visits  to  the 
Yale-New  Haven  Hospital  only  about  3 per  cent 
are  for  explicitly  stated  psychiatric  reasons,  it  is 
estimated  that  usually  about  10-15  per  cent  of 
patients  coming  to  a hospital  emergency  room  are 
primarily  psychiatric.®'  ® This  proportion  is  apt  to 
be  higher  when  the  hospital  is  known  to  provide 
psychiatric  services.  Moreover  it  has  become  in- 
creasingly apparent  in  the  past  decade  that  many 
patients  use  the  emergency  room  as  the  only  avail- 
able around-the-clock  medical  resource  whether 
their  problem  is  emergent  or  not.-“  This  is  so  par- 
ticularly in  teaching  hospitals  with  ample  house 
staffs,  but  around-the-clock  coverage  of  emergency 
services  is  mandatory  whether  through  house  staff 
or  regular  staff  members.  The  jtsychiatric  problems 
in  the  emergency  room  run  the  full  range  of  diag- 


VoLUME  30,  No.  9 


653 


nostic  and  behavioral  entities,  but  without  excep- 
tion there  will  be  also  psychosocial  ones.®  Olteu 
close  cooperation  wdth  the  non-psychiatric  physi- 
cians is  essential,  lor  instance,  in  cases  oi  suicidal 
trauma  or  poisoning,  alcoholism,  or  in  the  differ- 
ential diagnosis  of  unconscious  states,  etc.  Here 
again  the  educational  impact  of  the  demonstratioit 
of  up-to-date  psychiatric  approaches  is  important. 
The  concepts  of  crisis  as  formulated  by  Lindeman 
atid  Caplan,  and  therapeutic  crisis  intervention  fol- 
lowing evaluation  of  the  psychosocial  disetpulibri- 
um,  lead  to  multifaceted  measures  to  improve  this 
imbalance. These  are  not  only  essential  ther- 
apeutic steps  for  the  patient  and  his  immediate 
surrounding,  but  important  paradigms  of  family- 
focused  medical  practice  and  team  work. 

Psychiatric  crisis  care  cannot  be  carried  out  in 
the  usual  emergency  examining  and  treatment 
room.  There  must  be  available  (juiet  interview 
areas  including  the  opportunity  to  conduct  hypno- 
sis or  sodium  amytal  interviews,  and  room  for 
interviewing  significant  relatives  apart  from  the 
patient  and  together  with  him  or  to  meet  with  a 
group,  most  likely  the  family.  Beds  to  hold  patients 
overnight  or  even  longer  should  be  jnovided  to 
gain  time  for  staff  to  contact  signilicant  relatives 
or  others,  if  necessary  through  home  visits.  A cer- 
tain percentage  of  iJatients  can  of  course  be  trans- 
ferred promptly  to  an  appropriate  in-patient  facil- 
ity, but  it  must  be  kept  in  mind  that  this  number 
is  probably  retlucible  in  proportion  to  the  extent 
and  adecpiacy  of  crisis  management.  At  this  time 
we  have  not  plumbed  the  extent  of  therajjeutic 
and  preventive  effectiveness  of  comprehensive  crisis 
management,  so  that  we  cannot  now  know'  the  irre- 
ducible minimum  number  of  patients  who  cannot 
be  helped  in  this  way.*"  Equally  unknown  at  this 
time  is  the  effectiveness  of  the  various  types  of 
suicide  prevention  services  established  in  recent 
years  in  many  communities,  because  of  the  short 
time  since  most  of  these  services  have  been  insti- 
tuted.**-"i*'' 

III.  Administrative  Aspects 

Anotber  view  of  general  hospital  psychiatry  can 
be  gained  by  examining  the  roles  of  the  psychi- 
atrist in  such  an  operation.  While  the  total  range 
of  such  roles  will  be  briefly  outlined  in  this  sec- 
tion, this  is  not  to  imply  that  one  psychiatrist 
w'ould  or  could  fulfdl  all  these  functions,  but  to 
emphasize  three  points.  (1)  The  psychiatrist  must 
always  orient  himself  as  to  which  role  he  is  playing, 
or  is  asked  to  assume,  in  a particular  activity;  (2)  he 
must  decide  which  roles  and  areas  of  professional 

* Tlie  Coimecticut  Mental  Health  Center  to  be  opened  this 
year  in  New  Haven  is  jrreparing  to  undertake  such  a study 

under  Doctors  Claudewell  Thomas  and  Marc  1).  Schwartz. 


activity  he  delegates  and  assigns  to  others,  or  leaves 
tuulone  and  uncovered;  and  (3)  he  must  establish 
priorities  for  the  development  of  services,  and  also 
for  teaching  and  research,  through  participation 
and  collaboration  w'ith  his  non-psychiatrist  col- 
leagues and  with  professional  and  non-professional 
authorities.  The  distinction  between  participation 
and  collaboration  in  this  context  is  that  as  a par- 
ticipant he  negotiates  about  and  integrates  the  psy- 
chiatric area  of  responsibilities  w'ith  non-psychi- 
atric colleagues  who  have  equivalent  responsibil- 
ities for  other  services  in  the  hospital  or  for  the 
educational  programs.  Collaboration  with  the  same 
and  other  individtials  denotes  the  joint  efforts  for 
a stiperordinate  mission,  for  instance  hospital- 
comnumity  relationships,  or  the  establishment  of 
community  resources  which  are  of  concern  to  the 
hospital,  btit  not  its  direct  responsibility.  The  psy- 
chiatrist w'ill  also  become  involved  in,  or  at  least 
will  be  approached  about  personnel  problems.  In 
such  ftmctions  he  must  take  care  to  delimit  his  role 
either  to  that  of  consultant  to  the  administrative 
staff  or  of  therapist,  although  he  may  wisely  defer 
this  decision  as  to  role  assumption  until  after  he 
has  evaluated  the  j:)roblem  thoroughly,  including 
interviewing  the  individual  or  individuals  in- 
volved. 

In  other  roles  the  psychiatrist  participates  in 
establishing  hospital  policies,  in  selecting  key  per- 
sonnel for  services  and  facidty  of  a teaching  hos- 
pital, and  he  also  represents  the  hospital  in  the 
community  as  a specialist,  or  as  a staff  member. 
The  psychiatrist  further  jrarticipates  in  decisions 
about  service  needs  in  the  hospital,  space  alloca- 
tions, budgetary  matters  and  all  the  many  facets 
f)f  providing  and  facilitating  patient  care  and  treat- 
ments. 

Next  he  is  chief  of  the  psychiatric  service  or  ser- 
vices, as  w'ell  as  consultant  to  other  services.  He 
must  provide  supervision  and  guidance  to  subor- 
dinates, especially  residents  who  carry  out  most  of 
the  therapeutic  work  with  patients,  and  collabora- 
tive supervision  to  the  other  mental  health  profes- 
sionals. Research  must  be  facilitated  ancl  sup- 
ported. His  role  as  therapist  and  psychiatric  team 
mendjer  has  already  been  discussed.  The  Yale-New' 
Haven  Hospital  psychiatric  services  comprise  cur- 
rently ten  full-time  psychiatrists,  two  psychologists, 
seventeen  psychiatric  residents,  tw’enty  nurses,  prac- 
tical nurses  or  aides,  and  over  twenty  psychiatrists 
w’ho  serve  as  teachers,  supervisors  and 

considtants  to  non-jasychiatric  services. 

It  w’as  asserted  in  section  II. A that  there  should 
be  full-time  psychiatric  staff  on  the  in-patient  ser- 
vice. This  does  not  preclude  treatment  continuity 
W'ith  a psychiatrist  who  has  been  caring  for  the 
jjatient  before  hospital  admission.  But  the  control 
and  decision  as  to  the  role  of  the  “outside  thera- 
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pist”  during  and  after  hospitalization  should  be  in 
the  hands  of  the  hospital  psychiatrist,  and  based  on 
the  team’s  around-the-clock  evaluation  of  the  pa- 
tient and  his  problems.  Of  course  the  therapeutic 
relationship  should  not  be  disrupted  automatically 
by  hospitalization,  but  a patient  who  after  pro- 
longed office  treatment  needs  hospital  care,  no 
matter  how  temporarily,  should  be  studied  thor- 
oughly, and  this  includes  consideration  of  the  role 
and  effectiveness  of  the  therapeutic  relationship 
and  work  prior  to  hospitalization. 

Summary 

The  guiding  principles  of  psychiatric  services  in 
the  general  hospital  have  been  presented.  These 
concern  essentially  two  sectors:  (1)  Services  to  psy- 
chiatric in-  and  out-patients  which  should  be  in- 
tegrated with  extra-hospital  mental  health  services 
and  function  like  present-day  community  mental 
health  centers;  and  (2)  educational  influences  on 
non-psychiatric  staff  with  regard  to  patient  care 
and  the  organization  of  care.  Modern  psychiatric 
care  methods,  especially  the  team  principle,  the 
focus  on  the  family  as  a unit  and  other  psychosocial 
issues,  have  applicability  to  non-psychiatric  ser- 
vices, and  the  roles  of  the  hospital  psychiatrist  in 
carrying  out  these  functions  have  been  sketched. 
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I.  Introduction 

■ I’sycliiatry  is  presently  in  the  midst  ol  rapid 
changes  and  some  of  tlie  most  exciting  and  im- 
portant developments  and  concepts  are  in  com- 
munity psycliiatry.  American  psychiatry  has  moved 
increasingly  toward  treatment  programs  aimed  at 
maintaining  the  patient  in  his  own  home  and  local 
community.  .\t  the  same  time,  research  and  teach- 
ing have  become  more  and  more  concerned  with 
these  developments. 

Since  AV'orld  AVar  II,  psychiatry  has  .seen  the  favor- 
able resnlts  of  milieu  therapy  and  of  group  therapy. 
\ew  drugs  have  been  develoj^ed  that  relieve  dis- 
tressing symptoms.  Effective  intervention  during 
crisis  can  be  undertaken  and  there  is  an  enhanced 
interest  in  after-care  and  social  and  vocational  re- 
habilitation. Advances  in  psychiatric  knowledge 
and  treatment  have  been  paralleled  by  significant 
changes  in  community  attitudes  toward  the  men- 
tally ill.  These  changes  in  attitude  are  reflected  in 
greater  tolerance  toward  mentally  ill  neighbors  and 
relatives  and  in  the  willingness  of  local,  state  and 
federal  legislatures  to  appropriate  funds  to  improve 
existing  mental  health  programs  and  initiate  new 
ones. 

The  development  of  mental  health  centers  in 
many  communities  results  from  the  convergeuce  (d 
these  trends.  I'he  (ionnecticnt  Mental  Health 
Center,  its  construction  recently  completed,  in 
New  Haven,  is  a collaborative  venture  of  ^'ale  Ihii- 
versity  and  the  .State  of  Connecticut.  It  is  illustrative 
of  the  University-affiliated  state  facility  that  has 
develojied  in  a ntnnber  of  places,  e.g.,  the  Ma.ssa- 
chusetts  Mental  Health  Center  and  the  New  York 
State  P.sychiatric  Institute. 

Ehe  historic  roots  of  community  p.sychialry  can 
be  traced  back  to  Clifford  Beers  who  founded  a 
world  wide  citizens’  movement,  the  Committee  for 
.Mental  Hygiene,  in  New  Haven  in  1908'  and  to  the 
late  Adolf  .Meyer,  whose  lOOth  birthday  American 
psychiatrists  are  now  celebrating,  who  stressed  the 
importance  of  preventive  work  through  extramural 
efforts  outside  of  the  hospital. ^ More  recent  mile- 
stones were  the  development  of  the  concept  of  the 
therapeutic  community  by  Maxwell  Jones,-''  the 
estalilishment  of  the  open  hospital  and  vocational 
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rehabilitation  liy  such  British  liospital  superin- 
tendents as  Rees,  Jones,  Duncan,  MacMillan,  and 
Fretidenlierg,  and  .\mericans  like  Hunt,  Barton, 
ami  Greenl)latt.  Querido  in  Amsterdam  found 
teams  ol  mental  workers  in  tlie  community  more 
important  than  hospital  betls.'  Lindemann''  and 
Ciaplan"  provided  important  concepts  for  com- 
munity psychiatry;  e.g.,  crisis  intervention  and  con- 
tinuity of  care. 

The  immediate  origins  of  the  community  psy- 
chiatry movement  may  be  found  in  the  report  of 
the  Joint  Commission  on  Mental  Illness  and  Health 
authorized  by  Congress  in  1955.  Ibis  commission 
organized  a five  year  survey  in  order  to  analyze  and 
evaluate  the  needs  and  the  resources  for  care  of  the 
mentally  ill  in  the  Ihiitetl  .State  and  published  its 
rejxn  t as  Action  for  Mental  Health  in  1961.'’'  In  Feb- 
ruary, 1963,  President  Kennedy  delivered  his  now 
famous  message  to  Congress  on  mental  health  and 
mental  retardation.  The  substance  of  his  message 
was  sidisetiuently  embodied  in  Public  Law  88-164, 
the  “Mental  Retardation  Facilities  and  Community 
Mental  Health  Centers  Construction  Act  of  1963’’ 
which  authorized  federal  matching  funds  for  tise  by 
the  states  in  constucting  community  mental  health 
centers.  .More  recent  legislation  has  e.xpanded  this 
program  to  include  support  for  staffing  by  a match- 
ing formula  with  the  federal  percentage  declining 
over  four  years.  As  a residt,  a considerable  number 
of  programs  are  now  under  way  throughout  the 
country;  there  will  idtimately  be  a network  of  local 
mental  health  centers  and  a jjhase  of  rapitl  ex- 
pansion of  psychiatry  and  of  mental  health  facilities 
and  programs  can  Ite  anticipated. 


1)R.  F.  C.  REDI.ICH,  Professor  and  Ciiairman,  Department 
of  Psycliiatry,  Yale  University  .School  of  Medicine;  Director, 
Connecticut  Mental  Health  Center. 

DR.  C.ER.\LD  L.  KLER.M.VN,  Associate  Professor  of 
Psychiatry,  Yale  University  School  of  Medicine;  Director  of 
Clinical  Sertices,  Connecticut  Mental  Health  Center. 

DR.  ROCiER  McDON.VLD,  .Associate  Professor  of  Psy- 
chiatry, Yale  University  School  of  Medicine;  Director  of 
Research  Facilities,  Connecticut  Mental  Health  Center. 

MR.  JOHN  F.  O'COXXOR,  Lecturer,  Hospital  Administra- 
tion (Psychiatry)  , Yale  University  School  of  Medicine;  .Ad- 
ministrator, Connecticut  Mental  Health  Center. 
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Plannina:  activities  in  the  field  of  mental  illness 
and  health  were  undertaken,  with  the  help  of 
federal  funds,  in  every  state  in  the  union  in  1963-65. 
Connecticut’s  jrlan  for  comprehensive  mental  health 
services,  derived  from  the  effort  of  thousands  of 
citizens  in  all  regions  of  the  State,  was  presented  in 
November,  1965  to  Connecticut’s  First  Mental 
Health  Congress.® 

II.  The  Establishment  Of  The  Connecticut 
Mental  Health  Center 

The  decision  to  establish  a mental  health  center 
in  New  Haven  preceded  by  several  years  the  current 
nationwide  emphasis  upon  the  organization  of  com- 
munity mental  health  centers.  The  Connecticut 
Mental  Health  Center  was  conceived  in  the  1950’s 
as  a university-affiliated  State  facility  that  would  be 
simultaneously  engaged  in  offering  exemplary  care 
for  patients,  in  the  training  of  personnel  and  in 
the  conduct  of  research. 

In  1959,  the  General  Assembly  authorized  the 
establishment  of  a mental  health  center  in  New 
Haven;  Special  Act  406  of  the  legislature  appro- 
priated funds  for  preliminary  survey  and  planning. 
In  1963,  Public  Act  579  was  adopted  by  the  General 
Assembly,  establishing  the  Connecticut  Mental 
Health  Center  as  a facility  of  the  Department  of 
Mental  Health  to  be  operated  in  collaboration  with 
Yale  University  through  mutual  agreement. 

The  five-million  dollar  building  that  will  house 
the  Connecticut  Mental  Health  Center  was 
ready  for  occupancy  in  early  summer  1966.  Im- 
mediately adjacent  to  the  Yale-New  Haven  Medical 
Center,  the  Connecticut  Mental  Health  Center  is 
located  on  Park  Street,  near  the  York  Street  Exit  of 
the  Oak  Street  Connector. 

The  building  has  64,555  net  scjuare  feet  of  space 
and  includes  areas  for  a 30-patient  day  treatment 
center,  two  22-bed  inpatient  treatment  units,  a 
large  outpatient  program,  a small  unit  for  brief 
hospitalization  (72-hour)  of  emergency  cases,  and 
a 22-bed  residential  study  unit  with  adjoining 
research  laboratories.  There  is  also  a 140-seat  audi- 
torium, classroom,  a library  and  a cafeteria. 

The  building  design  has  two  wings;  the  ground 
floor  contains  administrative  and  faculty  offices,  an 
admissions  suite,  a communications  center,  and  the 
7-bed  unit  of  the  Emergency  Treatment  Service.  On 
the  second  floor  are  the  outpatient  facilities,  the 
Day  Hospital  and  the  main  cafeteria.  The  third 
(top)  floor  of  one  wing  is  devoted  to  research 
laboratories.  The  inpatient  units  occupy  the  third, 
fourth,  and  fifth  floors  of  the  other  wing.  The  stack 
between  the  two  wings  contains  elevators  and  service 
facilities. 

The  construction  costs  for  the  Connecticut  Mental 
Health  Center  have  come  from  a number  of  sources. 


In  1961,  the  State  legislature  authorized  a bond 
appropriation  for  construction  funds.  Other  funds 
came  from  the  National  Institutes  of  Health  and 
Yale  University. 

III.  General  Aims  And  Purposes 

The  Connecticut  Mental  Health  Center  will 
have  five  major  purposes; 

(1)  To  provide  exemplary  diagnostic  services, 
treatment,  aftercare  and  rehabilitation  to 
patients  suffering  from  a wide  range  of  psy- 
chiatric conditions. 

(2)  To  initiate  and  conduct  a broad  program  of 
research,  of  clinical  investigations  of  mental 
illness,  of  intensive  biological  studies,  as  well 
as  studies  of  the  social  and  institutional  con- 
texts of  psychiatric  illness  and  treatment. 

(3)  To  undertake  the  training  of  mental  health 
personnel  particularly  psychiatric  residents, 
clinical  psychologists,  social  workers,  psychia- 
tric nurses  and  medical  students,  as  well  as  a 
program  for  the  training  of  non-professional 
workers.  The  Center  will  participate  in  pro- 
grams for  psychiatric  training  and  consultation 
for  physicians  in  the  region. 

(4)  To  develop  models  of  patient  care  and  of 
training  that  can  be  applied  elsewhere  in  the 
State  and  nation.  By  studying  the  operation  of 
the  day  hospital,  for  example,  a usefid  model 
can  be  developed  that  others  can  apply  or 
can  adapt  to  their  needs  and  resources. 

(5)  To  participate  in  the  development  of  compre- 
hensive community  mental  health  services  for 
the  greater  New  Haven  area.  The  specific 
clinical  programs  of  the  Connecticut  Mental 
Health  Center  will  be  a major  part  of  an  over- 
all program  for  the  greater  New  Haven  region. 
The  Center  staff  expect  to  work  closely  with 
the  South  Central  Connecticut  Regional  Men- 
tal Health  Planning  Council,  the  other  hos- 
pitals of  the  State  Department  of  Aiental 
Health,  and  community  agencies.  The  staff 
look  forward  to  the  establishment  of  close 
relations  with  local  physicians,  clergymen  and 
other  professional  people  who  are  called  upon 
to  deal  with  problems  of  mental  illness  and 
mental  health. 

In  developing  its  programs,  the  Connecticut 
Mental  Health  Center  thus  has  a dual  aspect;  it 
will  be  both  a major  community  mental  health 
facility  for  the  greater  New  Haven  area,  and  a Uni- 
versity center  for  training  and  research  whose  re- 
sponsibilities are  world-wide. 

The  geographic  area  within  which  we  expect  to 
provide  the  bulk  of  our  clinical  services  extends 
from  Milford  on  the  west  to  Madison  on  the  east 
and  coincides  with  the  South  Central  Connecticut 


Volume  30,  No.  9 


657 


Menial  Heallli  Planning  Region.*  Included  within 
it  are  the  connnunities  that  participate  in  the 
Greater  New  Haven  Community  Council  and 
United  Fund  and  are  served  at  present  by  the 
Battell  Ihiit  ol  the  Connecticut  Valley  Hospital. 

The  total  jjopulation  ol  the  area  is  from  300,000- 
400,000  persons.  The  Connecticut  Mental  Health 
Center  will  not  by  itself  be  able  to  serve  all  the 
mental  health  needs  of  the  region.  Flow’ever,  it  is 
the  conviction  of  the  staff  that  by  working  closely 
wn'th  the  Connecticut  Valley  Hospital  and  its 
Battell  Unit  and  with  other  state  and  community 
agencies,  a comprehensive  program  will  evolve. 

The  Connecticut  Mental  Health  Center,  Yale 
University,  and  the  State 

I’he  Center  is  the  Connecticut  Mental  Health 
Center  to  the  extent  that  its  training  and  research 
activities  will  have  State-wide  impact.  Experience 
gained  at  the  Center  will  contribute  to  the  develop- 
ment of  mental  health  programs  in  Connecticut. 
Many  of  the  personnel  trained  at  the  Center  can  be 
expected  to  remain  in  the  region.  Previous  exper- 
ience indicates  that  professional  persons  trained 
here  decide  in  large  number  to  practice  in  Con- 
necticut. Moreover,  the  experience  gained  at  the 
Connecticut  Mental  Health  Center  will,  it  is  hoped, 
be  applicable  to  other  mental  health  centers  now 
being  j)lanned  for  Connecticut.  As  a University- 
based  mental  health  center,  emphasizing  research 
and  training,  there  are  excellent  opportunities  to 
develop  models  of  clinical  care  and  of  community- 
Flniversity  relations.  One  example  of  the  latter  is 
the  attemjH  to  develop  a program  in  Administrative 
Psychiatry  by  members  of  the  Connecticut  State 
Department  of  Mental  Health  and  the  Depart- 
ments of  Public  Health  and  Psychiatry  at  Yale 
University. 

One  of  the  major  innovations  in  the  creation  of 
the  Connecticut  Mental  Health  Center  was  the 
provision  for  a contractual  arrangement  whereby 
senior  professional  personnel  at  the  Connecticut 
Mental  Health  Center  are  employed  as  Yale  Uni- 
versity faculty  with  a jnoportion  of  their  salary 
being  provided  to  Yale  by  the  State  of  Connecticut. 
The  professional  stall  will  be  engaged  in  patient 
care,  in  teaching  and  will  participate  in  research 
programs. 

IV.  Specific  Programs  Of  Clinical  Service 

Within  the  scope  of  its  general  aims,  the  Con- 
necticut Mental  Health  Center  will  offer  nine  pro- 
grams of  clinical  service: 

* Bethany,  Branfonl,  East  Haven,  Guilford,  Hamden,  Madi- 
son, Milford,  New  Haven,  North  Branford,  North  Haven, 
Orange,  West  Haven,  Woodbridge. 


(1)  DIAGNOSTIC  ASSESSMENT 

Careful  assessment  and  diagnosis  are  central  to 
medical  care  and  tvill  be  emphasized  at  the  Con- 
necticut Mental  Health  Center.  For  each  patient, 
a tentative  jjsychiatric  diagnosis  and  psychosocial 
formulation  will  be  offered  as  well  as  a preliminary 
statement  of  therapeutic  goals  and  recommended 
treatments.  These  formulations  can  then  be  re- 
view'ed  in  the  light  of  the  patient’s  progress. 

(2)  EMERGENCY  TREATMENT 

The  Connecticut  Mental  Health  Center  will  add 
to  the  already  existing  emergency  facilities  in 
greater  New  Haven.  A significant  proportion  of 
patients  will,  of  course,  require  emergency  care.® 
I'his  is  jiarticularly  true  of  patients  with  acute 
psychoses,  of  alcoholic  patients,  of  suicide  attempts, 
as  well  as  patients  with  acute  depressions  or  drug 
reactions  and  crisis  in  family  reactions  and  personal 
adjustment.  Emergency  treatment  is  offered  24  hours 
a day  at  the  emergency  rooms  of  the  three  general 
hospitals  in  the  area. 

At  the  Connecticut  Mental  Health  Center  there 
will  be  a special  7-bed  unit  for  emergency  treatment 
and  brief  hospitalization.  The  major  portal  of  entry 
to  this  unit  w’ill  be  through  the  emergency  service 
of  the  general  hospitals.  In  the  case  of  Yale-New 
Haven  Hosjrital,  psychiatric  residents  from  the  Con- 
necticut Mental  Health  Center  will  share  the  cover- 
age of  the  hospital’s  Emergency  Service  with  the 
psychiatric  residents  assigned  to  the  hospital. 
Patients  who  are  judged  to  need  hospitalization  at 
the  Connecticut  Mental  Health  Center,  at  the  Con- 
necticut Valley  Hospital,  or  elsew-here,  will  be  ad- 
mitted to  the  7-ljed  unit  when  beds  are  available 
for  up  to  72  hours  to  receive  the  benefits  of 
diagnostic  assessment,  crisis  intervention,  and  active 
psychiatric  treatment.  Considerable  emphasis  will 
be  jjlaced  iqton  brief  psychotherapy,  drug  treatment, 
involvement  wdth  the  fandiy,  and  relations  to  social 
agencies.  It  is  hoped  that  the  effective  use  of  this 
facility  will  significantly  reduce  the  number  of 
patients  from  the  area  who  are  admitted  to  the 
psychiatric  hospitals  which  serve  the  greater  New 
Haven  area. 

(3)  OUT-PATIENT  TREATMENT 

A large  "number  of  ambulatory  patients  with  a 
w’ide  variety  of  clinical  disorders  will  be  treated  at 
the  Connecticut  Mental  Health  Center.  In  July, 
19()f),  the  Psychiatric  Out-23atient  Clinic  of  the  Yale- 
N ew  Haven  Hosjiital  ceased  to  exist  as  a sej)arate 
clinic  and  most  of  its  functions  will  be  absorbed  by 
the  Connecticut  Mental  Health  Center.  Treatment 
approaches  will  vary  with  the  needs  of  the  j^atients 
and  the  availability  of  staff.  Most  of  the  jjatients 
will  be  seen  for  relatively  brief  ^^eriods  of  time  while 
a few  may  be  seen  for  more  intensive  psychotherapy. 
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Depending  upon  their  needs  and  our  resources, 
patients  will  be  treated  in  individual,  group  or 
family  treatment,  tvith  or  uuthout  the  use  of  medi- 
cation. 

(4)  DAY  HOSPITALIZATION 

One  of  the  most  successful  recent  trends  has  been 
the  movement  away  from  24-hour  bed  care.  The  re- 
placement of  24-hour  care  by  day  hospitalization  or 
other  partial  hospitalization  is  increasingly  com- 
mon; the  day  hospital  has  emerged  as  a major 
facility  for  psychiatric  treatment.  The  Day  Hospital 
unit  of  the  Center  will  serve  as  a direct  admission 
unit,  rather  than  being  a transitional  facility  for 
patients  previously  hospitalized  on  the  inpatient 
facilities.  The  Day  Hospital  unit  will,  therefore, 
admit  selected  patients  referred  directly  from  the 
community,  the  general  hospital  emergency  depart- 
ments, or  the  Connecticut  Mental  Health  Center 
Emergency  Treatment  Service.  It  is  estimated  that 
40-50  per  cent  of  patients  who  previously  were  con- 
sidered to  require  full-time  inpatient  care  may  be 
successfully  treated  on  a day  care  basis.  Day  patients 
usually  arrive  at  the  hospital  early  in  the  morning 
and  leave  for  home  at  4 or  5 o’clock  in  the  after- 
noon. Emphasis  is  usually  placed  upon  the  active 
participation  of  the  jratient’s  family  in  the  thera- 
peutic program. 

(5)  IN-PATIENT  TREATMENT 

24-hour  inpatient  care  is  necessary  for  the  man- 
agement of  acute  episodes  or  crises  as  well  as  for 
patients  with  various  fonns  of  acute  or  chronic 
brain  damage,  severe  suicidal  or  homicidal  ten- 
dencies or  major  psychoses.  However,  in  recent  years 
the  length  of  stay  has  been  considerably  reduced 
and  the  trend  is  toward  shifting  patients  toward 
partial  hospitalization  or  outpatient  treatment. “ 
Three  22-bed  units  (total  of  66  beds)  are  available 
for  in-patient  care.  These  units  will  emphasize  the 
intensive  diagnostic  assessment  of  a wide  range  of 
severe  psychopathological  conditions  and  the  inten- 
sive treatment  of  patients  with  functional  psychoses, 
different  types  of  depressions,  and  severe  neurotic 
disorders.  Treatment  emphasis  will  be  varied:  Indi- 
vidual psychotherapy,  drug  therapies  and  group 
and  family  treatment  approaches  will  be  integrated 
within  the  total  social  milieu.  One  of  the  units  will 
be  an  intensive  care  and  study  facility  closely 
integrated  with  programs  of  clinical  and  biological 
research. 

(6)  AFTER-CARE  AND  REHABILITATION 

An  important  aspect  of  modern  psychiatric  care 
is  the  continuation  of  treatment  efforts  after  the 
patient  has  been  discharged  from  inpatient  or 
day  hospital  care.  Techniques  of  after-care  have 
evolved  to  facilitate  the  patient’s  readjustment  to 


the  community,  to  enhance  his  assumption  of  a 
productive  vocational  role  and  to  assist  him  in 
his  family  relations.  A program  of  rehabilitation 
will  be  developed  to  work  closely  with  vocational 
rehabilitation  services  in  the  New  Haven  area.^- 
We  will  also  explore  with  the  community  the  de- 
sirability and  feasibility  of  special  programs  such  as 
sheltered  workshops,  half-way  houses,  social  clubs, 
and  foster  home  placement.  Linder  study  is  the  pos- 
sibility of  joint  programs  between  Center  staff  and 
those  individuals  engaged  in  occupational  medicine. 

(7)  CONSULTATION  AND  LIAISON  WITH  COMMUNITY 
AGENCIES 

Staff  at  the  Connecticut  Mental  Health  Center 
hope  to  integrate  the  Center’s  services  into  the 
larger  New  Haven  community  programs  for  health 
and  social  welfare.  A consultation  team  composed  of 
experienced  meml)ers  of  the  various  mental  health 
disciplines  will  be  formed  in  order  to  provide  on- 
going liaison  with  community  agencies,  and,  where 
appropriate,  offer  psychiatric  consultation.  Such  a 
program  is  necessary  to  promote  continuity  of 
patient  care.  It  is  also  important  to  facilitate  inter- 
agency communication  so  that  the  Connecticut 
Mental  Health  Center  can  contribute  to  the  over  all 
mental  health  planning  for  the  greater  New  Haven 
region. 

(8)  COMPREHENSIVE  SERVICES  TO  A GEOGRAPHIC  AREA 

A recent  emjrhasis  in  community  mental  health 
programs  has  been  the  concept  that  the  mental 
health  facility  must  “reach  out”  into  the  com- 
munity for  early  case  finding  and  prevention.  These 
efforts  are  still  very  new  and  their  general  utility 
is  still  under  investigation.  The  Connecticut  Mental 
Health  Center  will  explore  this  approach  with  the 
hope  of  creating  models  of  community  psychiatry. 
Specihcally,  a geographic  area  within  greater  New 
Haven  with  a population  of  approximately  75,000- 
100,000  persons  will  be  selected  and  assigned  to  a 
special  service.  Staff  will  undertake  intensive  neigh- 
borhood involvement  including  the  development 
of  one  or  more  “field  stations”.  This  approach  will 
supply  important  data  for  planning  for  the  pro- 
vision of  the  mental  health  services  needed  by  the 
community  as  well  as  allowing  for  epidemiologic 
research. 

(9)  SERVICES  TO  CHILDREN  AND  ADOLESCENTS 

Although  no  residential  facilities  have  been  con- 
structed at  the  Connecticut  Mental  Health  Center 
for  the  care  of  children  and  young  adolescents, 
short-term  hospitalization  (up  to  one  week)  will  be 
available  in  selected  cases  for  assessment,  evaluation 
and  emergency  treatment.  In  general,  however,  day 
hospital  and  inpatient  care  will  be  offered  to 
patients  over  18. 
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Oiitpalienl  services  at  tlie  Center  will  ordinarily 
i)e  availal)le  to  jjersons  over  Hi,  hnt  some  children 
under  Hi  will  he  seen  lor  diagnostic  evaluation. 
Children  ol  lainilies  whose  adult  members  are  be- 
ing tretued  at  the  Cienter  may  be  seen  lor  evaluation 
and  every  eliort  will  be  made  to  insure  that,  where 
iiulicated,  treatment  programs  will  be  located  lor 
such  children.  In  the  service  or  unit  that  otters 
comprehensive  mental  health  .services  to  a specific 
geographic  catchment  area,  clinietd  .services  to  chil- 
dren will  be  provided  or  located. 

Close  collaboration  exists  with  the  Yale  Child 
Study  Center  whose  child  psychiatry  program  jiro- 
vides  teaching,  consultation  and  a community  re- 
source lor  long-term  treatment.  Psychiatric  residents 
;it  the  Center  will  jiarticipate  in  the  child  psychiatry 
tiaining  ottered  by  the  Yale  (ttiild  Study  Center  as 
jiart  ol  the  Yale  Psychiatric  residency  program. 

The  Organization  Of  The  Center's  Services 

In  order  to  otter  care  to  patients  and  training  to 
students,  three  semi-autonomous  general  psychiatric 
Services  will  be  organized.  Each  Service  will  be 
almost  a sub-hospital  that  provides  comprehensive 
care  lor  patients,  and  training  lor  mental  health 
wcjrkers. 

Each  Service  is  based  upon  a lacility,  such  as  a 
22-bed.  Inpatient  Unit,  or  the  Day  Hospital  Unit. 
However,  the  clinical  responsibilities  and  activities 
ol  the  Service  will  extend  beyond  those  patients  in 
residential  tietitment;  the  Service  teams  will  share 
coverage  ol  the  Yale-New  Haven  Hospital  Emer- 
gency .Service,  ofler  treatment  in  the  Center’s  7-bed 
Emergency  treatment  Ihiit,  and  jointly  provide 
outpatient  treatment. 

In  a moilern  mental  health  center  only  a small 
Iraction  ol  patients  occupy  beds.  Ehe  modern 
psychiatric  hospital  is  “a  ho.sj)ital  without  beds”, 
as  Sivadon  pul  it.^-"*  Indeed  one  measure  ol  the 
efficacy  ol  modern  clinical  practice  is  the  prevention 
ol  total  hospitalization.  I'ranslated  into  (pianti- 
tative  terms,  approximately  1,000  patients  and  their 
families  will  lie  served  by  the  Cienter  although  fewer 
than  10  per  cent  will  be  “hospitalized”  at  any  one 
time. 

Ehe  develojmient  ol  the  “unit  system”  has  be- 
come a national  trend  in  the  past  lew  years. 
Large  state  hospitals  have  been  operationally 
divided  into  smaller,  semi-autonomous  sub-hospitals 
that  take  responsibility  lor  the  comprehensive  care 
ol  certain  groups  ol  j)atients  (usually  patients  Ironi 
a given  geographic  area) . The  lunctional  organiza- 
tion ol  the  Center  is  comjjatible  with  this  trend. 
Ehe  three  semi-autonomous  general  .services  at  the 
Connecticut  Mental  Health  Center  will  provitle  an 
administrtuive  and  clinical  grouping  that  allows  lor 
flexibility  and  continuity  both  of  jjatient  care  and 


of  teaching.  I'his  pattern  is  based  upon  certain 
genenil  princijdes:  (1)  .Ml  three  services  will  pro- 
vide their  own  evaluation  and  diagnostic  assess- 
ment. (2)  All  three  services  will  accept  direct  ad- 
missions. Patients  will  remain  on  the  unit  to  which 
they  are  admitted  through  treatment,  convalescence 
and  partial  hospitalization,  rehabilitation,  and  dis- 
charge. In  the  Day  Hosjjital  Ibiit,  provisions  for 
hospitalizing  the  small  percentage  of  j^atients  who 
may  at  times  recpiire  21-hour  care  will  be  made. 
(3)  Each  service  will  treat  patients  at  all  stages  ol 
illness.  Therefore,  there  will  be  no  distinction  be- 
tween closed,  disturbed,  admission  wards,  open, 
quiet  or  convalescent  wards.  (4)  Each  service  will 
treat  male  and  female  patients.  (5)  Each  clinical 
service  will  have  one  or  more  teams  of  professional 
and  non-juofessional  persons  including  medical, 
nursing,  clinical  psychology,  occupational  therapy, 
social  work  and  related  disciplines. 

In  addition  to  the  general  psychiatric  services  just 
described  there  are  the  Emergency  Treatment  Ser- 
vice, the  Intensive  Care  and  Study  Facility  and  the 
Geographic  Area  Service.  Outpatient  services  pro- 
vided by  the  stalls  ol  all  the  Services  will  be  coordi- 
nated by  an  Outpatient  Coordination  team.  The 
Rehabilitation  Service  and  the  Community  Con- 
sultation Service  consist  of  cadres  of  personnel  ex- 
perienced in  these  areas;  they  will  be  engaged  in  the 
development  ol  programs  and  facilities  that  relate 
to  patients’  vocational  and  social  rehabilitation,  in 
carrying  on  programs  ol  education  and  in  consul- 
tation. 

V.  Training 

I'he  Connecticut  Mental  Health  Center  will  be 
a major  training  facility  ol  the  Yale  University  De- 
partment of  Psychiatry.  As  a university  facility,  one 
of  the  major  concerns  of  the  Connecticut  Mental 
Health  Cienter  will  be  the  training  ol  professional 
workers  in  psychiatry,  nursing,  .social  work  and 
clinical  psychology. 

'Ehe  most  highly  developed  |nogram  at  present 
is  that  of  the  training  ol  psychiatric  residents.  First, 
second  and  third  year  residents  (a  total  of  about  18 
residents  in  Itttiti-ti?)  will  teteive  training  at  the 
Center  in  general  and  .social  psychiatry.  .Some  resi- 
dents working  in  other  hospitals  of  the  State  De- 
partment of  Mental  Health  will  be  ottered  ojrpor- 
tunities  for  training  at  the  Connecticut  Mental 
Health  Center.  Some  ol  Yale’s  residents,  particularly 
those  in  the  administrative  psychiatry  program,  will 
profit  from  Inll-time  or  jiart-time  assignments  to 
work  in  the  other  State  institutions.  Thus  a closer 
and  mutually  beneficial  relationshijr  in  training  be- 
tween the  Connecticut  Mental  Health  Center  and 
the  other  hospitals  ol  the  State  system  may  gradually 
be  established. 
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Beginning  in  1967-68,  it  is  expected  that  the 
Center  will  play  a very  active  role  in  the  training 
ot  undergraduate  medical  students.  The  Center’s 
programs  tvill  make  it  jrossible  to  expose  them  to  a 
tvide  variety  ot  approaches  and  technitpies  in 
general  and  social  psychiatry  and  to  offer  them 
opportunities  for  research  training  in  a number  of 
disciplines  and  kinds  of  problems. 

In  social  work,  Yale  has  regularly  had  a number 
of  trainees,  most  of  them  from  the  Smith  College 
School  of  Social  Work.  With  the  Connecticut  Men- 
tal Health  Center  as  a training  facility,  the  number 
of  social  tvork  students  at  Yale  will  increase.  The 
details  of  the  training  program  in  psychiatric  nurs- 
ing are  being  planned  in  concert  with  the  Yale 
School  of  Nursing.  Both  pre-doctoral  and  post- 
doctoral students  in  clinical  psychology  will  be 
trained  at  the  Center. 

VI.  Research 

At  the  Connecticut  Mental  Health  Center,  facili- 
ties will  be  available  to  allow  the  development  of  a 
multidimensional  research  program  of  high  (juality 
and  promise. 

The  primary  aim  will  be  the  development  and 
organization  of  a research  facility  which  can  investi- 
gate problems  in  mental  illness.  The  research  resi- 
dential unit,  an  Intensive  Care  and  Study  Facility, 
and  the  laboratories  will  be  integrated  into  a 
unified  functioning  facility.  Meaningful  clinical 
studies  can  be  carried  out  only  when  the  personnel 
on  the  residential  unit  operate  with  the  degree  of 
awareness  and  precision  that  characterizes  the 
laboratory  scientist.  To  achieve  this  end,  a con- 
siderable effort  will  be  made  to  develop  effective 
research  teams  consisting  of  physicians,  nurses,  and 
aides  on  the  residential  unit;  and  senior  scientists, 
fellows,  and  technicians  within  the  laboratories. 

Fhe  second  major  research  function  of  the  Con- 
necticut YIental  Health  Center  will  be  to  provide 
post-doctoral  research  training,  as  well  as  training 
of  selected  residents,  in  a research  setting. 

Research  currently  under  consideration  includes 
a variety  of  problem  areas  in  a number  of  disci- 
plines. Examples  are:  Biological  studies  of  affective 
diseases;  metabolic  studies  of  psychomotor  and 
temporal  epilepsy;  studies  of  subjective  experiences 
in  acute  psychosis;  the  schizophrenic  process  in 
twins;  and  the  organization  and  pathology  of 
thought. 

In  the  near  future,  studies  of  clinical  psycho- 
pharmacological  drugs  used  in  the  treatment  of 
psychiatric  illnesses  are  contemplated. 

Of  special  importance  are  the  projected  studies 
on  epidemiology  and  community  psychiatry.  This 
work  will  attempt  to  carry  further  the  important 
Yale  studies  in  social  psychiatry. The  relation 


of  psychiatry  and  other  mental  health  services  to 
local  community  needs  and  resources  and  to  social 
change  will  be  the  major  focus  of  a research  program 
in  social  and  community  psychiatry. 

Still  another  research  focus  will  be  the  institu- 
tion itself.  Social  scientists  are  expected  to  under- 
take studies  on  attitudes  and  roles  of  various  mental 
health  professionals  and  also  on  the  communication 
process  within  the  Center.^® 

VII.  Immediate  And  Future  Planning 

To  achieve  the  long-term  aims  and  program  goals 
that  have  been  described,  a systematic  jarogram  for 
expansion  over  the  next  two  years  is  planned,  with 
services  to  be  opened  in  the  following  order: 

(1)  Outpatient  Services 

(2)  The  Day  Hospital  Facility 

(3)  The  Emergency  Treatment  Service 

(4)  An  Inpatient  Unit  (22  beds) 

(5)  Rehabilitation  Service 

(6)  Community  Consultation  Service 

(7)  A field  station  of  the  Service  offering  Compre- 
hensive Services  to  a Geograjahic  Area 

(8)  Intensive  Care  and  Study  Facility  for  In- 
patients 

(9)  Inpatient  Service  of  the  Geographic  Area  Ser- 
vice 

As  the  program  of  the  Connecticut  Mental  Health 
Center  grows  and  develops,  expansion  of  services 
within  the  Center  will  take  jalace.  The  Center  will 
also  participate  with  other  agencies  in  the  com- 
munity in  the  development  of  a comprehensive 
program  offering  a full  range  of  mental  health  ser- 
vices. 

lire  mental  health  problems  of  children,  of 
adolescents  and  of  the  elderly  are  important  areas 
of  public  concern.  I’ogether  wdth  other  community 
agencies  the  Center  will  work  toward  the  develojj- 
ment  of  community  programs  for  the  alcoholic  and 
for  the  geriatric  patient,  as  well  as  toward  systematic 
programs  for  children  and  adolescents.  Center  staff 
also  plan  to  develop  close  working  relations  with 
the  cotirts,  the  police  and  with  the  health  and 
welfare  agencies  of  the  cominunity. 

VIII.  Afterword 

The  program  of  the  Connecticut  Mental  Health 
Center,  whether  it  is  viewed  from  the  point  of  view 
of  research  or  of  patient  care.  The  plans  for  clini- 
cal services  and  the  research  programs  that  have 
been  described  in  this  paper  will  evolve  and  will 
broaden  into  other  areas  of  concern.  Constant  re- 
examination of  goals  and  evaluation  of  the  path- 
ways to  those  goals  will  be  undertaken  by  the  staff. 
As  a joint  venture  of  the  State  of  Connecticut  and 
Yale  Flniversity,  the  model-making  role  of  the 
Connecticut  Mental  Health  Center  will  continue 
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(o  he  uppermost  in  the  stall’s  thinking.  Through 
the  provision  ol  excellent  care  lor  patients,  train- 
ing programs  lor  mental  health  workers,  atid  a 
vigorous  program  ol  research  in  all  the  disciplities 
that  are  related  to  mental  ilhiess  and  health,  the 
Center  will,  it  is  hoped,  make  sidtstantial  contribu- 
tions to  the  level  ol  .service,  training  and  research. 
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PERSONAL  PHYSICIAN 

The  internisl  is  not,  as  some  think,  inclined  to  take  over  the  lunction  ol 
jjcrsonal  jthysician  Irom  tlie  receding  general  practitioner-lamily  jjhysician.  ’I'he 
internist  liimsell  laces  dissolution.  Internal  medicine  keeps  splintering  itsell  into 
subsjjecialities— 15  at  the  last  count— and  the  divisions  are  sell-sustaining  and  com- 
pletely detached  Irom  the  j)arent  body.  Most  “internists”  (j)hysicians)  now  enter 
jFractice  as  jjerlormed  “subsjjecialists”  (sj^ecialists)  ; others  translorm  gradually 
Irom  interest  and  emphasis  in  one  area,  to  partial  limitation  of  practice,  and 
finally  to  lidl  subsjjecialization.  .*\t  this  point  ol  arrival  the  internist  ceases  to  be 
an  internist-jjersonal  johysician  with  the  entire  patient  as  his  jjrovince.  He  be- 
comes a cardiologist  or  hematologist  who  is  as  lar  removed  in  name,  lunction,  and 
obligation  to  the  lull  range  and  total  conceptual  import  ol  internal  medicine  as 
the  urologist.  Ironically,  in  the  process,  the  internist  drags  down  with  him  into 
oblivion  many  a general  practitioner,  who,  sensing  the  void  generated  by  the 
departing  internist  and  wishing  to  acquire  specialty  status,  abandons  general 
practice  lor  internal  medicine— a leal  somewhat  easily  accomjdished  because  ol 
the  similarities  ol  the  two  fields  and  the  nonrequirement  ol  special  technical 
skills.  .\nd  given  sufficient  time,  this  transjxtsed  internist  can  likewise  be  ex- 
jjected  to  abdicate  the  amj>le  confines  ol  internal  medicine  lor  narrower  and 
more  compact  terrain.— Zai.e  Yanoi,  M.D. 
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Regional  Medical  Programs 

Among  important  measures  dealing  rvith  Medicine,  the  89th  Congress  enacted  Public  Law  89- 
239  authorizing  federal  grants  to  aid  in  planning  and  operating  demonstration  projects  for  the 
establishment  of  regional  medical  programs  in  the  fields  of  heart  disease,  cancer,  stroke  and  re- 
lated diseases.  This  legislation,  considered  by  many  to  have  greater  significance  and  potentiality 
than  Medicare,  was  implemented  on  the  basis  of  recommendations  of  a President’s  Commission 
(widely  known  as  the  DeBakey  Report).  Several  amendments  offered  by  an  Advisory  Commit- 
tee of  the  A.M.A.  were  accepted  before  final  adoption  by  Congiess. 

This  bill  aroused  expressions  of  disapproval  from  various  segments  of  the  Profession.  Some 
felt  that  its  stated  intent  was  too  vague.  The  wisdoirr  of  establishing  “categorical  centers  devoted 
to  a single  disease’’  was  questioned.  Others  saw  a threat  to  the  existing  time-honored  role  of  the 
practicing  physician  in  patient  care.  It  was  explained  that  lack  of  clearly  defined  methodology 
in  the  bill  was  an  effort  to  permit  flexibility  of  approach  to  fulfill  needs  which  might  vary  with 
the  regions.  Good  and  bad  experiences  were  cited  where  strict  adherence  to  pooling  of  patients 
for  specialized  disease-management  has  been  attempted  in  “categorized”  private  and  military  in- 
stitutions. Departure  from  advantages  offered  by  customary  inter-departmental  relationships  is 
not  an  objective  of  the  plan.  Orientation  of  practice  toward  medical  schools  and  hospitals  was 
noted  to  be  a definite  trend,  frequently  with  active  siqjport  of  physicians  and  the  public,  in 
urban  communities.  Medical  schools,  absorbed  in  research  and  training,  are  thought  to  be  giv- 
ing too  little  attention  to  the  teaching  and  needs  of  the  practitioner.  It  is  believed  that  extension 
of  continuing  medical  education  ancl  improvement  of  communications  envisioned  under  the  Re- 
gional Medical  Programs  will  bring  their  “separate  worlds  closer  together  and  permit  each  to 
learn  from  ancl  assist  the  other.” 

The  regional  medical  programs  are  intended  to  afford  physicians  and  health  institutions  the 
opportunity  to  make  available  to  their  patients  the  latest  advances  in  diagnosis  and  treatment 
of  the  designated  diseases.  To  accomplish  these  purposes,  the  law  proposes  cooperative  arrange- 
ments linking  a region’s  health  resources  in  programs  of  clinical  research,  education,  training, 
and  demonstrations  of  patient  care.  This  is  to  be  done  without  interfering  with  the  patterns,  or 
financing,  of  patient  or  professional  care  or  with  the  administration  of  hospitals.  Further  elabo- 
ration of  the  details  of  the  program  is  presented  elsewhere  in  this  issue  of  Connectic'ut  Medicine. 

On  November  9,  1965  an  ad  hoc  committee  appointed  by  Governor  Dempsey  met  and  agreed  to 
submit  a plan  for  a regional  medical  program  for  Connecticut.  The  core  of  planning  and  de- 
velopment of  the  pilot  project  was  assigned  to  the  Yale  LIniversity  School  of  Medicine  and  the 
University  of  Connecticut  School  of  Aledicine  with  cooperative  arrangements  to  include  their 
affiliated  teaching  hospitals,  the  general  hospitals,  and  other  medical  institutions  throughout  the 
entire  State.  Feasibility  of  the  proposed  plan  was  enhanced  by  the  unique  geographic  nature  of 
the  State  as  a regional  entity  and  realization  of  the  considerable  progress  already  made  in  the 
development  of  functional  state-wide  inter-hospital  relationships.  In  June  the  application  was 
approved  by  the  National  Advisory  Council.  Under  requirement  of  the  law,  a broadly  represen- 
tative Advisory  Board  to  assist  in  its  implementation  was  appointed.  This  board  includes  voting 
members  elected  by  four  additional  “Conference”  groiqrs  which  are  described  in  an  accompany- 
ing article  in  the  Journal. 

The  State  of  Connecticut  is  fortunate  to  be  one  of  the  first  four  regions  in  the  Nation  to  re- 
ceive planning  grants  under  P.L.  89-239.  It  is  not  without  responsibility.  The  accomplishments 
of  this  pioneer  project  will  receive  wide  scrutiny.  We  enter  this  exploratory  phase  of  the  pro- 
gram with  confidence  in  the  wisdom  of  those  who  will  direct  and  supervise.  Recognizing  the 
value  of  early  detection  and  the  prevention,  or  delay  of  complications  of  the  diseases  under  at- 
tack, preservation  of  the  important  role  of  the  practicing  physician  with  full  provision  of  his 
needs  at  the  local  level  should  receive  major  consideration. 
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Special  Article 


A Look  At  Public  Law  89-239: 

The  Heart  Disease,  Cancer,  And  Stroke  Program 


Arthur  Ebbert,  Jr.,  M.D. 

■ Public  Law  89-289,  known  as  the  “Heart  Disease, 
Cancer,  and  Stroke  Aniendinents  ol  1965,”  has 
raised  many  questions  lor  the  medical  prolession 
and  lor  those  in  related  health  fields.  This  article 
has  been  prepared  to  review  the  pnrjroses  and  pro- 
\ isions  of  the  law  and  to  disctiss  planning  to  imple- 
ment it  in  the  State  of  Connectictit. 

What  Are  The  Objectives  Of  This  New  Law? 

rite  purposes  as  stated  in  section  900  ol  the  legis- 
lation’ are  as  follows: 

“ (a)  'I'hrough  grants,  to  encourage  and  assist  in 
the  establishment  of  regional  cooperative  arrange- 
ments among  medical  schools,  research  institutions, 
and  hospitals  for  research  and  training  (inclutling 
continuing  education)  and  for  related  demonstra- 
tions of  patient  care  in  the  fields  of  heart  disease, 
cancer,  stroke,  and  related  diseases; 

“ (b)  d’o  afford  to  the  medical  profession  and 
the  medical  institutions  of  the  Nation,  through  such 
cooperative  arrangements,  the  opportunity  of  mak- 
ing available  to  their  patients  the  latest  advances 
in  the  diagnosis  and  treatment  ol  these  diseases;  and 

“ (c)  By  these  means,  to  improve  generally  the 
health  man])ower  and  facilities  available  to  the 
Nation,  and  to  accomjdish  these  ends  withotit  inter- 
fering with  the  ]jatterns,  or  the  methods  of  financ- 
ing, of  patient  care  or  professional  practice,  or  with 
the  administration  of  hospitals,  and  in  cooperation 
with  practicing  jjhysiciatis,  medical  center  officials, 
hospital  adtninistrators,  and  representatives  from 
tijrpropriate  voluntary  health  agencies.” 

Was  There  A Need  For  Such  Legislation? 

I he  answer  is  yes  if  one  acknowledges  the  gap 
between  knowledge  and  technical  skills  which  are 
available  and  knowledge  and  skills  which  are  util- 
ized in  jratient  care.  In  recent  years  tremendous 

T/iis  article  zeas  prepared  at  the  request  of  the  Cotinecticut 
State  Medical  Society’s  Committee  on  Cooperation  with  the 
Medical  Schools  of  Connectiezzt.  The  author  acknou'ledges 
until  sincere  appreciation  the  encouragement  and  helpful 
suggestions  received  from  members  of  that  committee  and 
from  members  of  the  Yale  University  School  of  Medicine- 
University  of  Connecticut  School  of  Medicine  ad  hoc  planning 
committee  for  the  Connecticut  Regional  Medical  Program. 
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progress  has  becti  made  iti  diagtiosis  and  treatment 
of  heart  disease,  cancer,  and  stroke  as  in  many  other 
diseases.  This  progress  through  medical  and  other 
scientific  research  will  utidottbtedly  continue  at  a 
rapid  rate.  critical  problem  facing  the  medical 
profession  is  how  the.se  advances  can  be  made  readi- 
ly and  rapidly  available  to  the  jjracticing  physician 
and  in  turn  to  his  patients.  T his  is  a major  objec- 
tive of  the  legislation. 

What  Does  The  Law  Provide? 

The  law  provides  for  grants  “to  a.ssist  public  or 
nonjjrofit  pri\ate  tiniversities,  medical  .schools,  re- 
search institutions,  and  other  ptiblic  or  nonprofit 
private  instittitions  and  agencies  in  planning,  in 
conducting  feasibility  studies,  and  in  ojierating 
pilot  jji'ojects  for  the  establishment,  of  regional 
medical  programs  of  research,  training,  and  demon- 
stration activities”  for  carrying  out  the  ptirposes 
noted  above.  The  term  regional  medical  program 
is  defined  as  “a  coo)jerative  arrangement  among  a 
group  of  ptiblic  or  nonprofit  private  instittitions  or 
agencies  engaged  in  research,  training,  diagnosis, 
and  treatment  relating  to  heart  disease,  cancer,  or 
stroke.”  Such  a program  must  (I)  be  sittiated  with- 
in an  appropriate  geographic  area  composed  of 
jxut  or  parts  of  one  or  more  states,  (2)  consist  of 
one  or  more  medical  centers,  one  or  more  clinical 
research  centers,  and  one  or  more  hospitals,  and  (.8) 
have  in  elfect  adeejuate  cooperative  arrangements 
among  the  \ariotis  component  units. 

As  noted  by  Kissick-;  “The  law  encourages  an 
alliance  of  public  and  private  agencies  and  institti- 
tions  to  enable  medical  science,  education,  and  serv- 
ice to  join  for  the  benefit  of  patients.  7’he  regional 
medical  jirograms  will  aim  to  titilize  more  fully 
otir  existing  facilities  and  trained  manpower.  I’he 
goal  is  economy  and  efliciency  through  improved 
comnuinity  planning.  The  purpose  of  the  program 
is  to  augment  and  enhance,  rather  than  to  supplant 
or  duplicate  existing  manpower  and  facilities.” 

The  law  also  stip|iorts  education  and  training. 
T his  provides  the  opportunitv  not  only  for  im- 
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proved  and  expanded  programs  oi  coiuinuing  edu- 
cation lor  practicing  physicians  but  also  special 
training  programs  for  individuals  in  the  various 
health  careers  which  are  essential  to  support  the 
jrhysician. 

Ihifortunately,  there  has  been  considerable  mis- 
understanding and  confusion  regarding  the  pro- 
visions of  this  new  legislation. 

It  should  be  emphasized  that  the  Heart  Disease, 
Cancer,  and  Stroke  Program  has  no  relation  to  Pub- 
lic Law  89-97,  the  Social  Security  Amendments  of 
1965  known  as  “Medicare.”  It  does  not  provide  a 
government  financed  program  of  medical  care.  The 
law  states  that  funds  “shall  not  be  available  to  pay 
the  cost  of  hospital,  medical,  or  other  care  of 
patients.”  Lhe  only  exception  is  care  related  to  the 
authorized  research,  training,  or  demonstration  ac- 
tivities, and  in  such  cases  the  law  specifically  re- 
Cjuires  that  the  patient  be  referred  to  the  facility 
by  a practicing  physician. 

Misunderstanding  has  resulted  from  the  fact  that 
the  regional  medical  programs  were  originally  re- 
ferred to  as  “regional  medical  complexes.”  To  some 
this  erroneously  suggested  that  specialized  govern- 
ment health  centers  were  to  be  established  for  the 
care  of  heart  disease,  cancer,  and  stroke  patients. 
This  is  not  the  case.  Existing  health  facilities  are 
to  join  forces  under  the  regional  medical  program. 
The  law  does  not  provide  for  new  construction  and 
existing  facilities  will  not  be  duplicated. 

Concern  has  been  expressed  by  some  who  be- 
lieved that  the  funds  were  designated  for  additional 
research  on  heart  disease,  cancer,  and  stroke.  The 
law  does  not  support  basic  research  or  clinical  in- 
vestigation; it  is  concerned  solely  with  research  in 
areas  related  to  the  stated  purposes  of  the  legisla- 
tion, i.e.,  providing  the  most  advanced  clinical 
services  on  a regional  basis  and  improving  the 
utilization  of  existing  health  manpower  and  facil- 
ities 

A major  advantage  of  this  new  federal  program 
is  that  it  recognizes  the  need  for  planning  at  the 
local  regional  level.  It  does  not  impose  an  already 
established  program  but  instead  promotes  local 
initiative.  Each  region  will  differ  in  its  existing 
facilities  and  in  needs.  Each  region  will  have  an 
opportunity  to  assess  its  assets  and  its  needs  and  on 
this  basis  to  plan  its  own  regional  medical  program 
for  the  future. 

What  Has  Been  Done  In  Connecticut 
To  Implement  This  Law? 

Public  Law  89-239  was  signed  by  President  John- 
son on  October  6,  1965.  An  ad  hoc  Committee  on 
Heart  Disease,  Cancer,  and  Stroke  appointed  by 
Governor  Dempsey  met  in  Hartford  on  November 
9 to  consider  this  new  federal  legislation.  The  group 


included  re|rresentatives  of  the  Connecticut  State 
Medical  Society,  the  Connecticut  Hos|jital  Associ- 
ation, and  the  State’s  two  medical  schools  in  addi- 
tion to  the  Commissioner  of  Health  and  other 
prominent  physicians  and  laymen.  This  committee 
agreed  unanimously  on  the  following  proposals: 

“1.  There  be  one  regional  program  for  the  en- 
tire state  under  the  Heart  Disease,  Cancer,  Stroke, 
and  related  diseases  legislation. 

“2.  The  planning  and  the  program  be  based  at 
the  Yale  School  of  Medicine  and  the  University  of 
Connecticut  School  of  Medicine. 

“3.  The  State  Department  of  Health,  State  Medi- 
cal Society  and  State  Hospital  Association  will  play 
leading  roles  on  the  Advisory  Board,  which  would 
also  include  other  institutional  and  individual  rep- 
resentation as  retjuired  by  Section  903B4  of  the 
legislation. 

“4.  The  Yale  School  of  Medicine  and  the  School 
of  Medicine  of  the  University  of  Connecticut  be 
designated  as  the  institutions  encouraged  to  tipply 
for  a federal  grant  to  plan  the  Heart  Disease,  Can- 
cer, and  Stroke  program  for  the  State  of  Connecti- 
cut.” 

Thus  the  Governor’s  ad  hoc  committee,  broadly 
representative  of  the  State’s  health  services,  gave  its 
support  to  the  planning  of  a regional  medical  pro- 
gram and  assigned  the  responsibility  for  this  task 
to  the  two  medical  schools.  During  the  next  five 
months,  the  deans  and  selected  facidty  members  of 
the  schools  of  medicine  at  the  LTniversity  of  Con- 
necticut and  Yale  worked  diligently  in  a series  of 
meetings  to  prepare  an  application  for  a planning 
grant. 

It  was  noted  in  this  application  that  Connecticut 
possessed  characteristics  which  made  it  an  ideal 
area  for  the  establishment  of  a regional  medical  pro- 
gram. The  population  of  2,825,000  is  sufficient  to 
recjuire  the  full  spectrum  of  medical  facilities  and 
yet  is  small  enough  to  be  served  by  a single  coordin- 
ated program.  There  are  excellent  networks  of 
transportation  and  communication  within  the  State. 
The  institutions  retjuired  for  a regional  medical 
jirogram  already  exist;  in  addition  to  the  two  medi- 
cal schools,  there  are  35  accredited  general  hosjiitals 
and  numerous  active  health  agencies.  Connecticut 
is  fortunate  in  having  well-trained  medical  jierson- 
nel  and  excellent  health  facilities  throughout  the 
state,  and  the  concejit  of  jilanning,  regionalization, 
and  coojierative  endeavor  already  is  well  estab- 
lished. 

Early  in  the  deliberations  of  this  grouj)  charged 
with  drafting  an  aj3j)lication  for  jjlanning  funds,  it 
was  decided  that  it  would  be  advisable  to  have  a 
single,  all  indtisive  regional  jjrogram  for  heart  di- 
sease, cancer,  stroke,  and  related  diseases  instead  of 
three  .sejrarate  disease  oriented  jrrograms.  There- 
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lore,  jrlanniiig  lias  lieen  carried  out  on  a noncale- 
gorical  Iiasis  and  will  iiulnde  all  coinponenis  cov- 
ered by  the  legislation. 

During  this  period  when  a (ionnetticnt  regional 
medical  piograni  application  was  heitig  dralted,  a 
New  England  Conlerence  on  Heart  Disease,  Can- 
cer, and  Stroke  was  considering  the  cpiestion  of 
coordination  of  planning  thronghont  the  six  New 
England  states.  Rejiresentatives  of  the  two  Con- 
nect lent  medical  schools  and  the  Commissioner  of 
Health  met  on  .several  occasions  with  delegates  from 
the  other  New  England  states.  It  was  decided  that 
planning  grant  applications  would  he  snhmitted 
separately  and  independently  hy  tho.se  groups  which 
decided  to  do  .so  and  that  each  would  develop  its 
own  planning  program;  however,  in  cjrder  to  pro- 
\icle  maximum  eexn clination  of  all  programs  in  the 
area,  it  has  been  proposed  that  a New’  England 
Committee  for  Regional  Programs  in  Heart  Disease, 
Cancer,  and  .Stroke  he  established  with  two  repre- 
sentatives from  each  of  the  participating  states,  d'his 
committee  will  prenide  a forum  for  coordination  <d 
activities  and  for  exchange  of  information. 

Public  Law  89-239  recpiires  that  the  apjjlicant 
for  a planning  grant  have  an  advisory  group  which 
iticlndes  “practicing  physicians,  medical  center  ofh- 
cials,  hos|rital  administrators,  representatives  from 
appiopriate  medical  .societies,  voluntary  health 
ageticies,  and  representatives  of  erther  organizations, 
institutions,  and  agencies  conceiiied  w’ith  activities 
of  the  kind  to  he  carried  on  under  the  program  and 
members  of  the  public  familiar  w'ith  the  need  lor 
services  provided  under  the  program.”  This  re- 
eptirement  presented  a dilemma  for  those  preparing 
the  application  because  they  envisioned  an  advisory 
group  that  would  be  small  enough  to  be  effective  in 
formulating  and  supervising  the  plan  fen'  a regional 
medical  program  and  yet  large  enough  to  fte  rejrre- 
sentative  of  all  concerned.  After  considerable  dis- 
cussion atul  deliberation,  a jjractical  soltition  was 
found. 

1 he  Connecticut  -\clvisory  Board  has  beem  kept 
relatively  small  in  a deliberate  effort  to  make  it  a 
strong,  inlluential,  and  efficient  advisory  grouji.  It 
consists  of  fourteen  voting  members,  including 
seven  physicians  (Table  I)  . Eo  have  ajipointed 
representatives  of  each  of  the  many  institutions  and 
organizations  with  a legitimate  interest  in  the  re- 
gional medical  program  w'oulcl  have  resulted  in  an 
extremely  large  and  unw’ieldy  group  w’ith  little 
opportunity  to  function  effectively.  1 here  fore,  to 
encourage  and  facilitate  participation  and  com- 
munication by  all  interested  partie.s,  four  groups 
which  w’ill  be  called  “Conferences”  have  been  ap- 
jioimed  to  counsel  and  supjiort  the  Advisory  Board. 
T hese  four  Conferences  are  comprised  as  follows: 
(1)  presidents  of  Connecticut  hospitals,  (2)  chiefs 
of  staff  of  Connecticut  hcrspitals,  (3)  administrator  s 
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.Mcmisi  rs  or  iiir.  .\i>vis()ki  Bovrd  for  iiik  Connici  icct 
RiccaoNAi.  Mia)ic:Ai,  Proc.ram 

,\Ir.  .Merlin  1).  l$i.shoj),  Hartford 

Mrs.  HciIkiI  .\.  Itrown,  Hridgeporl 

Dr.  I'lanklin  M.  foote,  Hartford 

Dr.  T.  .Stewart  Hamilton,  Hartford 

f)r.  Orvan  W.  Hess,  New  Ha\en 

Dr.  Stewart  .\.  King,  Stamford 

.Mr.  James  (i.  Pettit,  ffartford 

Mr.  .\rtliur  I'.  Rj)gers,  W'aterlmry  (Chairman) 

Dr.  Bruce  R.  X’alentine,  .\hington 
f)r.  John  C.  W'liite,  New  Britain 
Ex  officio,  witli  vote: 

Cliairman,  Conference  of  ffospital  f’residents— .\f r.  frank  E. 
Healy,  ^\’aterbury 

Cdiairman,  Conference  of  ttospiial  Cfiiefs  of  Staff— Dr.  Nforris 
1’.  Pitock,  Bridgejrort 

Cdiairman,  Conference  of  Hospital  .\dministrators— .Mr.  Ricli- 
ard  J.  ftancock.  New  Condon 

Cfiaiiman,  Conference  of  State  Health  Organizations— To 
he  elected 

Ex  officio,  witfiout  vote; 

flean,  Cniversity  of  Connecticut  School  of  .Medicine— Dr. 
John  \V.  I’atterson 

Dean,  Yale  University  School  of  .Medicine- Dr.  \'ernon  \V. 
Cipjiard 

Director,  University  of  Connecticut  Hos|)ital— \fr.  John  E. 
Ives 

Executive  Director,  Yale-New  Ha\en  Hospital— Dr.  .Mbert 
Snoke 


of  Connecticut  hospitals,  and  (4)  rejnesentatives  of 
Connecticut  health  organizations.  TTie  chairman  of 
each  Conference  is  a voting  member  of  the  .\dvi.sory 
Board.  It  is  apjxtrent  that  every  effort  has  been 
made  to  guarantee  all  interested  parties  w’ill  have 
a voice  in  the  planning  effort. 

T he  Connecticut  .Advisory  Board  held  its  first 
meeting  on  Ajjiil  1.5,  and  the  |)roposed  application 
was  approved  with  some  modifications.  .Although 
the  four  Conferences  had  not  been  activited  at  that 
time,  the.se  groups  a.s.sembled  in  July  for  an  initial 
orientation  and  discussion  and  to  elect  their  chair- 
men. T he  application  for  a planning  grant  w’hich 
had  been  submitted  to  the  National  Institutes  of 
Health  in  .April  received  final  approval  in  June, 
and  active  planning  will  begin  in  the  fall  of  196fi. 
It  should  be  emphasized  that  the  grant  awarded  by 
the  National  Institutes  of  Health  is  solely  for  plan- 
ning and  selected  feasibility  studies. 

How  Will  The  Planning  Be  Carried  Out? 

Planning  a comprehensive  and  coordinated  re- 
giotial  medical  program  presents  a tremendous 
challenge.  T he  goal  is  to  develop  a sound  and  work- 
able proposal  to  establish  and  operate  a continuing 
program  which  will  make  available  to  the  people 
of  the  region  the  latest  advances  in  diagnosis  and 
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TABLE  n 


THE  PROPOSED  TABLE  OF  ORGANIZATION 
FOR  PLANNING  THE  CONNECTICUT 
REGIONAL  MEDICAL  PROGRAM 


treatment  of  heart  disease,  cancer,  stroke,  and  re- 
lated diseases  and  to  achieve  maximal  implementa- 
tion and  application  of  the  research,  training,  and 
facilities  which  are  currently  available,  or  will  be- 
come available  in  the  future,  for  the  care  of  patients 
with  this  broad  spectrum  of  diseases.  This  will 
necessitate  cooperative  participation  by  practicing 
physicians  and  by  numerous  medical  institutions 
and  groups  throughout  the  region  including  com- 
munity hospitals,  chronic  care  institutions  and 
nursing  homes,  convalescent  hospitals  and  rehabili- 
tation facilities,  the  state  and  local  health  depart- 
ments, voluntary  health  agencies,  and  various  other 
professional  organizations. 

Planning  will  take  a minimum  of  two  years  and 
will  require  the  services  of  a director  and  staff  who 
can  devote  their  full  time  to  this  project  (Table 
II).  The  director,  a physician,  will  be  concerned 
with  the  overall  administration  of  the  planning 
effort  and  will  have  as  his  primary  responsibility 
the  development  of  proposals  for  the  future  re- 
gional meclical  program.  He  will  be  guided  by  a 


Planning  Committee  which  will  be  concerned  with 
policy  matters.  This  committee  and  the  director 
will  be  responsive  to  the  counsel  and  guidance  of 
the  Advisory  Board. 

The  activities  of  the  planning  staff  will  be  or- 
ganized in  three  separate  but  related  areas;  (1) 
research,  survey,  and  evaluation;  (2)  education 
and  training;  and  (3)  clinical  services. 

The  studies  carried  out  under  this  program  will 
be  operational  research  and  surveys  designed  to 
provide  information  on  the  present  status  of  clini- 
cal and  educational  services  and  to  determine  ex- 
isting and  future  needs  and  how  they  may  be  met. 
Such  studies  will  be  essential  for  planning  and  will 
also  provide  baselines  for  future  evaluation  of  the 
effect  of  programs  which  eventually  may  be  estab- 
lished. 

Education  and  training  are  a most  important 
aspect  of  the  regional  program  and  shoidd  include 
personnel  in  all  the  various  health  professions  as 
well  as  practicing  physicians  and  physicians  in 
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specially  Liaiiiiiig.  In  ihis  area,  new  eclnealional 
and  coinninniealicjn  technicjiies  must  be  explored. 

With  regard  to  clinical  services,  it  is  anlicipated 
that  the  regional  medical  program  will  result  in 
expansion  ol  existing  services  and  facilities  and 
;ilso  development  of  new  services  and  facililies  to 
enable  the  practicing  physician  to  function  more 
elficiently  and  elfectively  and  thereby  to  give  im- 
proved patient  care.  A commoidy  cited  example  in 
this  area  is  the  establishment  of  intensive  care  units 
with  physiological  monitoring  for  patients  with 
acute  mycrcardial  infarction  and  other  life-threaten- 
ing medical  emergencies. 

It  is  impossible  to  predict  how  the  Connecticut 
regional  medical  program  will  evolve;  however,  it 
is  anticipated  that  community  hospitals  will  be  the 
main  centers  for  diagnosis  and  treatment  and  for 
education  and  training,  with  various  special  serv- 
ices and  consultation  available  through  the  twer 
university  medical  centers.  It  is  important  that  the 
community  hospital  receive  the  support  necessary 
to  provide  as  many  services  as  practicable  in  its 
own  locale  but  have  access  to  the  unitpie  facilities 
of  the  university  centers  for  referral  of  special 
problems.  At  the  same  time,  the  commnnity  hospi- 
tal should  cooiclinate  its  activities  and  services 
with  related  institutions,  agencies,  and  practicing 
physicians  in  the  local  area.  Imjrrovcd  communica- 
tion among  all  participants  is  considered  essential 
for  the  success  of  such  a program. 

d ims  the  regional  medical  program  may  be  en- 
visioned as  a series  of  six-lane  highways  between 
the  university  medical  centers  and  key  community 
hospitals  providing  traffic  flow  in  both  directions 
for  clinical  services,  education  and  training,  and 
conlinning  survey  and  evaluation.  Each  community 
hosfhtal  and  medical  center  is  also  connected  to 
related  and  su}iporting  institutions  and  agencies 
by  a network  ol  subsidiary  roads.  As  in  major  high- 
w;iy  construction,  utili/ation  studies,  surveys  to 
determine  present  and  future  needs,  dose  consulta- 
tion among  all  parties  concerned,  and  visionary 
planning  are  essential  for  the  success  of  this  pro- 
gram. 

How  Will  The  Program  Benefit  The 
Practicing  Doctor? 

,\s  noted  previously,  a major  objective  ol  Public 
Law  H9-2SI9  is  to  make  the  latest  advances  in  diag- 
nosis and  treatment  readily  available  to  practicing 
physicians  and  in  turn  to  their  patients.  As  the 
regional  medical  program  develops,  this  can  be 
accomplished  by  providing  the  physician  with  iti- 
formation  atul  with  various  services.  Opportunities 
for  innovations  in  these  areas  are  tremendous. 

rhrough  improved  and  expanded  programs  ol 
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(ontinning  education  ;md  new  communications 
technic|ues,  the  flow  of  information  to  the  practic- 
ing physician  can  be  greatly  enhanced.  Programs 
can  be  established  whereby  the  doctor  receives  this 
information  not  only  through  conferences  in  his 
community  hosjcital  but  also  in  his  own  office,  at 
times  when  it  is  most  needed  and  fits  his  working 
schedule. 

I'here  are  many  existing  services  and  procedures 
which  would  be  of  considerable  beneht  to  the  doc- 
tor in  his  daily  practice  but  which  are  not  generally 
available  at  the  present  time.  Many  new  services 
will  undoubtedly  develop  from  future  technical 
and  scientific  prergress.  Some  of  these  are  services 
which  the  practicing  physician  will  utilize  in  his 
own  office;  others  can  be  made  available  to  him  in 
his  community  hospital  or  can  be  obtained  through 
one  of  the  major  medical  centers.  I'he  practicing 
doctor  should  also  beneht  from  the  development 
of  expanded  programs  in  the  allied  health  profes- 
sions; training  programs  for  nurses,  technicians, 
physical  therapists,  inhalation  therapists,  and  other 
health  personnel  will  make  available  services  which 
are  now  difficult  or  impossible  to  obtain. 

It  should  again  be  emphasized,  however,  that 
the  present  phase  of  the  Connecticut  regional 
medical  program  is  one  of  planning.  Through 
their  participation  in  this  planning  effort  and 
through  their  cooperaticjn  in  the  surveys  and 
studies  which  will  be  necessary,  practicing  physi- 
cians will  have  an  opportunity  to  clehne  their  needs 
and  thereby  to  play  an  active  role  in  the  develop- 
ment of  the  future  regional  medical  program. 

Conclusion 

Connecticut  is  fortunate  to  be  one  of  the  hrst 
regions  awarded  a planning  grant  under  Public- 
Law  89-289.  Lhis  provides  a uniejue  opportunity 
to  study  the  health  resources  of  the  .State  wdth  the 
purpose  of  determining  present  and  future  needs 
and  planning  a continuing,  comprehensive  re- 
gional medical  program  to  meet  these  needs.  Al- 
though the  program  concentiates  on  heart  disease, 
cancer,  stroke,  and  related  clisea.ses,  these  cover  a 
Irroacl  spectrum  of  major  health  problems.  Follow- 
ing the  initial  planning  effort,  it  is  hoped  that 
feasibility  studies  and  demonstration  projects  can 
be  initiated  in  several  areas  as  guides  to  further 
planning.  This  will  reepure  a cooperative  environ- 
ment in  which  all  interested  individuals  and  health 
errganizations  can  contribute  their  ideas  and  work 
together  toward  the  common  goal  of  providing 
improved  patient  care. 

This  endeavor  should  encourage  better  com- 
munication and  cooperation  among  the  many 
health  institutions  and  agencies,  both  private  and 
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public,  Tvithiu  the  region  with  resulting  improve- 
ment in  the  availability  and  use  of  health  facil- 
ities, manpower,  and  services.  This  will  be  of  di- 
rect benefit  to  the  practicing  doctor  and  will  enable 
him  to  utilize  new  and  more  advanced  clinical 
and  technical  developments  in  his  daily  practice. 


References 

1.  Public  Law  89-239.  An  Act  of  October  6,  19Gr),  to  aniciul 
the  Public  Health  Service  Act  to  assist  in  combating  heart 
disease,  cancer,  stroke,  and  related  diseases  (79  Stat.  926)  , 

2.  Kissick,  ^V.  L.:  Regional  medical  programs.  Northwest 
Med.,  64:  971,  1965. 


IMPORTANT  NOTICE 

CERTIFICATION  AND  RECERTIFICATION  UNDER 
PART  A OF  MEDICARE 

,\  considerable  degree  of  confusion  seems  to  exist  among  the  nation’s  physicians  about  the 
required  use  of  “special  forms”  to  admit  elderly  patients  to  hospitals  (certiheation)  and  to  keep 
them  there  (recertification)  under  Part  A of  the  Medicare  Law. 

In  the  “Reference  Guide  for  Physicians, ” issued  by  the  U.  S.  Department  of  Health,  Educa- 
tion, and  Welfare,  it  is  stated  (Page  19)  that  “.  . .,  it  is  not  necessary  for  the  certiheation  or 
recertiheation  statement  to  be  entered  on  a special  form.” 

The  American  Medical  Association  has  received  reports,  however,  that  some  hospital  admin- 
istrations—for  their  own  convenience  and/or  that  of  the  hscal  intermediary— are  insisting  that 
staff  physicians  use  special  forms  for  these  purposes.  In  a few  instances,  it  appears  that  the  forms 
are  complex  and  that,  to  complete  them,  the  attending  doctors  are  being  called  upon  to  waste 
a great  deal  of  time  and  effort. 

In  response  to  a cjuestion  posed  to  him  personally  by  Milton  O.  Rouse,  M.D.,  President- 
Elect  of  the  AMA,  Mr.  Arthur  E.  Hess,  Director  of  the  S.SA  Bureau  of  Health  Insurance,  replied: 

“THE  REFERENCE  GUIDE  FOR  PHYSCIANS  . . . EXPLAINS  THAT  A PHYSICIAN 
DOES  NEED  TO  CERTIFY  THE  MEDICAL  NECESSITY  FOR  ADMISSION  AND  TO 
RECERTIFY  ON  OR  BEFORE  14  DAYS,  AS  WELL  AS  AT  CERTAIN  LATER  INTER- 
VALS. NO  SPECIAL  FORM  IS  REQUIRED,  AND  THE  HOSPITAL  DOES  NOT  NEED  TO 
SEND  THE  CERTIFICATION  TO  THE  INTERMEDIARY.  THE  SUBSTANCE  COULD 
BE  PART  OF  A RECORD  THAT  THE  PHYSICIAN  NORMALLY  SIGNS  IN  CONNEC- 
TION WITH  THE  ADMISSION.  TO  THE  EXTENT  THAT  THE  NECESSARY  INFORAIA- 
TION  IS  CONTAINED  IN  AN  ADEQUATE  PROGRESS  NOTE,  THE  THREE  ITEMS 
TO  BE  COVERED  IN  RECERTIFICATION  NEED  NOT  BE  REPEATED.  THUS,  AN 
ADEQUATE  ADMISSION  OR  PROGRESS  NOTE  WILL  ITSELF  SUFFICE  IF  IT  STATES 
THAT  THE  INPATIENT  SERVICES-OR  CONTINUED  SERVICES-ARE  MEDICALLY 
NECESSARY  AND  IS  SIGNED.” 
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WESTFIELD 

NURSING  HOME 
Inc. 


Westfield  Road,  Meriden 

CHRONIC  or  CONVALESCENT 
• ALL  MEDICAL  COIMDITIOIMS 
• MILD  PSYCHIATRIC 
Long  or  Short  Duration 

12D  Private  and  Semi-Private  Beds 

• Comprehensive  Rehabilitation  under  the 
direction  of  a Registered  Physical  Therapist 

• Recreational  and  Occupational  Therapy 

FULL  STAFF  of  REGISTERED  NURSES 
LICENSED  PRACTICAL  NURSES 
NURSES  AIDES 

Serving  — 

MERIDEN,  WALLINGFORD,  CHESHIRE, 

NEW  BRITAIN,  MIDDLETOWN,  BERLIN 


For  Information 
Call  or  Write 

HAROLD  DEDERICK 

Administrator 

MISS  VIOLA  GEFFKEN 

Director  of  Nursing 

Telephone 

238-1291 


ESTFIELD 

NURSIN6 
HOME 

incoTporatfd 

WESTflELD  ROAD 

MEtIDIN,  CONN. 

Telephone  238-1291 

Horold  Oederick  Ado- 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculo  tropic  action 

with 


• ' 1 ® 

Irocmate 

BRAND  THIPHENAMIL  HCl 


: i 's,  * 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  hiph  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every’  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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RESOLUTION 

SUBJECT:  THE  PRESCRIBING  OF  DRUGS  UNDER  THE  MEDICAL 
ASSISTANCE  (TITLE  XIX)  PROGRAM 

Having  received  numerous  protests  concerning  the  regulations  on 

the  prescribing  of  drugs,  as  imposed  by  the  Welfare  Department  in  its 

July  directive  on  the  “Medical  Assistance”  program,  on  August  24  the 

Council  adopted  the  following  resolution  ichicli  it  will  proceed  to 

implement: 

WHEREAS:  The  attending  physician  assumes  full  professional  re- 
sponsibility for  the  medical  care  of  his  patients,  irrespective  of 
their  economic  status;  and 

WHEREAS:  The  prescribing  of  drugs,  based  on  the  physician’s  pro- 
fessional judgment,  is  an  integral  part  of  medical  care;  and 

WHEREAS:  The  issuance  of  a prescription  by  the  physician  is,  of 
itself,  a “certihcate  of  medical  necessity”;  and 

WHEREAS:  The  Congress  has  declared  its  intent  that  persons  entitled 
to  benehts  under  tax-supported  assistance  programs  shall  receive 
medical  care  “of  high  quality,  and  in  nowise  inferior  to  that  en- 
joyed by  the  rest  of  the  populace”;  therefore  be  it 

RESOLVED:  That  the  Council  of  the  Connecticut  State  Medical  So- 
ciety strongly  urge  the  State’s  Commissioner  of  Welfare  to  elim- 
inate from  the  regulations  governing  Medical  Assistance  (the 
Title  XIX  program,  if  approved  by  HEW)  all  restrictions  on  the 
prescribing  of  drugs  for  MA  benehciaries  which  call  for  the  at- 
tending physician  to  deviate  from  the  usual  practices  he  follows  in 
rendering  medical  care  to  his  other  patients,  or  which  disallow 
payment  for  drugs  prescribed  by  a licensed  physician;  and  be  it 
further 

RESOLVED:  That  the  Commissioner  of  Welfare  and  the  CSMS  Ad- 
visory Committee  to  the  State  Commissioners  of  Welfare,  Einance 
and  Control  be  apprised  of  this  action,  and  be  requested  to  work 
cooperatively  to  implement  its  purposes. 

IMPORTANT  PLEASE  READ  IMPORTANT 
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Around  The  State 


CONNECTICUT  MENTAL  HEALTH 
CENTER  DEDICATION  CEREMONIES 

September  30  — October  1 

I'he  recently  constructed  Connecticut  Mental 
I lealth  Center  on  34  Park  Street  in  New  Haven  will 
hold  two  days  ol  ceremonies  to  dedicate  the  build- 
ing, accoicling  to  Dr.  F.  C.  Redlich,  Director  ot  the 
new  lacility. 

On  Friday,  September  3()th,  a large  group  is 
expected  to  attend  the  semi-pnhlic  ceremonies 
which  will  he  held  on  the  steps  and  lawns  ol 
the  Center,  (iovernor  John  Dempsey,  "S  ale  President 
Kingman  Brewster,  and  Ciommissioner  of  Mental 
Health  Dr.  Wilfred  Bloomberg  are  scheduled  to 
address  the  grou]),  with  New  Flaven  Mayor  Richard 
C.  Lee  presidiug.  Dr.  John  Donnelly,  Chairman  ol 
the  Connecticut  Mental  Health  Board,  and  Mr. 
.\nclre  Blumenthal,  Chairman  of  the  Center  .\cl- 
visory  Boaicl,  will  also  be  part  of  the  program.  Fol- 
lowing the  ribbon-cutting  ceremony,  schednled 
tours  and  a leception  are  planned. 

P'riclay  evening,  Mr.  AVilbur  Ciohen,  I'nder-sec- 
letary  of  Health,  Fclucation  and  4V*'elfaie  will  be  the 
main  speaker  at  a dinner  for  about  500  guests. 
Senator  .\braham  Ribicoff  will  introduce  Mr. 
Ccdicn,  and  Dr.  F'rancis  Braceland  will  be  to;ist- 
master. 

Saturday  will  be  devoted  to  a series  of  scientific 
lectures  with  two  central  themes;  morning,  “The 
Cniversity  and  Ccjnnnunity  Mental  Flealth”,  and 
ttfternooti,  “Frontiers  of  Research”.  The  morning 
session  will  be  chaired  by  Yale  Provost  Charles  H. 
'Faylor,  Jr.,  with  Fhiiversity  ol  Connecticut  Presi- 
dent Homer  Babbidge,  Development  Achninistor, 
Boston  Redevelopment  Authority,  Fdwarcl  J.  Logue, 
and  Dr.  John  Romano,  Psychiatrist  from  Cnicer- 
sity  of  Rochester  as  lecturers. 

File  afternoon  session,  at  which  Dean  of  5'ale’s 
School  of  Medicine  will  preside,  will  have  as  lec- 
turers Dr.  Neal  Miller  of  Rockefeller  University; 
Dr.  I .awrence  Knbie,  Editor  of  Journat  of  Nervous 
(Did  Mental  Disease;  Dr.  Daniel  X.  F’reedman, 
formerly  of  5'ale  and  now  at  the  University  of 
Chicago  Medical  School;  and  Dr.  Ernest  M.  Crnen- 
berg,  of  Columbia  University. 


News  From  Yale  University 
School  Of  Medicine 

Daniel  J.  Levinson,  a ])rominent  authority  in  the 
field  of  social  jisychology,  has  been  appointed  Pro- 
fessor of  Psychology  in  the  Department  of  Psy- 
chiatry at  the  5 ale  School  of  Medicine. 

Eormerly  an  assisttiiU  professor  of  psychology  at 
the  Harvard  Medical  School,  Dr.  Levinson  was  also 
director  of  the  Center  for  Sociopsychological  Re- 
search at  the  M;issachusetts  Mental  Health  Center. 

In  addition  to  his  facidty  appointment  at  5'ale, 
Dr.  Levinson  will  be  Director  of  Behavioral 
Sciences  at  the  Connecticut  Mental  Health  Center 
which  has  just  opened  at  the  Vale-New  Haven 
Medical  Center. 

Dr.  Levinscjn  has  done  extensice  research  on 
personality  development  and  is  recognized  as  an 
outstanding  teacher.  He  is  the  co-author  of  two 
recent  scholaily  books,  “Patienthood  in  the  Mental 
Hospital,”  ])ublishecl  in  1961,  and  “The  Executivej 
Role  Constellation,”  published  last  year  by  the 
Division  of  Research  of  the  Harvard  Graduate 
School  of  Business  Acliminstration. 

He  was  born  in  New  5'ork  City  on  May  28,  1920. 
,\fter  receixing  his  B.A.  and  M..V.  degrees  from  the 
Ihiiversity  of  California,  he  tcjok  his  Ph.D.  degree, 
from  that  institution  in  1947.  F'or  the  next  three, 
years,  he  was  assistant  professor  of  psychology  at 
Western  Reserve  Lhiiversity. 


Dr.  Fidward  James  Quilligan,  Professor  of  Obstet- 
rics and  Gynecology  at  the  lhiiversity  of  California 
Schcjol  of  Medicine  in  Los  Angeles,  has  been  ap- 
pointed Professor  and  Chairman  of  the  Dejiart- 
ment  of  Obstetrics  and  Cixnecology  at  the  5’ale 
■School  cjf  Medicine. 

An  authority  on  fetal  and  maternal  physiology. 
Dr.  Quilligan  has  been  Chief  of  Obstetrics  and 
Ciynecology  at  Harbor  General  Hospital,  I'orrance, 
California,  for  the  past  year,  in  addition  to  holding 
his  academic  appointment  at  LhC.L.A. 

He  will  sitcceed  Dr.  C.  I.ee  Buxton  who  has  been 
on  a leave  of  absence  for  .several  mcjnths  because  of 
illness.  Dr.  Buxton,  who  has  headed  Yale’s  Depart- 
ment of  Obstetrics  and  Gyneccjlogy  since  1954,  is  an 
internationally  recognized  specialist  in  his  field  and 
is  best  known  for  his  xvork  in  advancing  the  cause 
of  voluntary  parenthood. 
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Dr.  Ouilligan’s  clinical  background  includes  two 
rears  as  Cihairnian  and  Director  of  the  Department 
af  Obstetrics  and  Gynecology  at  Cleveland  Afetro- 
politan  General  Hospital,  from  1963  to  1965. 

He  is  a member  of  the  council  of  the  Society  for 
Gynecologic  Investigation,  as  well  as  the  council 
af  the  Association  of  Professors  of  Gynecology  and 
Obstetrics,  and  a k'ellou-  of  the  American  College  of 
Obstetricians  and  Cxynecologists.  In  1954  Dr.  Qnil- 
ligan  shared  rvith  Dr.  Charles  Hendricks  the  Central 
Obstetrics  and  Gynecolgy  Society  Prize  for  their 
research  on  cariliac  output  during  labor. 

Third  National  Congress  On 
Medical  Quackery 

The  Third  National  Congress  on  Medical  Quack- 
ery will  be  held  October  7-8  in  Chicago  (Pick- 
Congress  Hotel). 

Pile  Congress  will  be  sponsored  by  the  American 
Medical  Association  and  the  National  Health 
Council. 

I'he  Congress  will  bring  together  again  major 
.American  groups  concerned  with  efforts  to  safe- 
guard the  public  against  useless  cures,  mechanical 
gadgets,  food  fads  and  other  quack  devices  and 
worthless  treatment.  The  First  National  Congre.ss 
on  Medical  Quackery  was  held  in  1961  and  the 
Second  Congress  was  held  in  1963. 

The  first  two  national  congresses  generated  wide- 
spread interest  in  the  need  for  education  of  the 
public  against  cpiackery,  the  AAIA  said.  This  in- 
terest has  been  translated  into  action  at  a state 
and  community  level.  Quackery  conferences  have 
been  held  in  many  states  and  more  are  planned. 

The  cpiacks,  put  down  in  one  area,  keep  showing 
up  somewhere  else  with  a new  gadget  or  product, 
and  there  can  be  no  letup  in  the  campaign  against 
them,  the  AMA  declared.  The  Third  National 
Congress  will  once  again  focus  the  full  light  of 
jmblicity  and  public  opinion  on  quackery,  which 
needlessly  costs  the  American  people  an  estimated 
billion  dollars  a year. 

The  theme  of  the  three  half-day  sessions  will  be 
“Medical  Quackery:  1966.”  Among  speakers  at  the 
opening  session  will  be  James  L.  Goddard,  M.D., 
commissioner  of  the  U.S.  Food  and  Drug  Adminis- 
tration, ‘Drug  and  Device  Quackery”;  Ronald  M. 
Deutsch,  California  author,  “Nutritional  Nonsense 
and  Food  Fanatics,”  and  I.  Frank  Tullis,  M.D., 
University  of  Tennessee  professor  of  medicine, 
“Obesity:  A Growing  Problem.” 

A second  session  will  include  as  speakers  James 
Holland,  M.D.,  of  Roswell  Park  Memorial  Insti- 
tute, Buffalo,  N.Y.,  “The  Krebiozen  Story:  Is  Cancer 
Quackery  Dead?”;  Mrs.  Winthrojj  Rockefeller, 
president  of  the  National  Association  for  Mental 


Health,  “Mental  Health  and  Psychological  Coun- 
seling”; Robert  J.  Samp,  M.D.,  of  Madison,  Wis., 
“A  Imok  Inside  Medicine’s  Own  Flonse”;  Irving  J. 
I.adimer,  vice  president  of  the  National  Better 
Busine.ss  Bureau,  “Literature  and  Advertising”,  and 
[ohn  VV.  Miner,  chief  of  the  medicolegal  section  of 
tlte  Los  Angeles  County  District  Attorney’s  Office, 
“The  Costs  of  Quackery.” 

The  final  session  on  October  8 will  be  devoted 
to  chiropractic.  Speakers  will  include  Josejjh  F. 
Sabatier,  Jr.,  M.D.  of  the  AMA’s  Committee  on 
Quackery,  with  a slide  film  documentary;  Eugene 
Robillard,  M.D.,  associate  dean  of  the  Faculty  of 
Medicine  of  the  University  of  Alontreal,  “A  Survey 
of  Chiropractic”,  and  H.  Thomas  Ballantine,  Jr., 
M.D.,  of  Massachusetts  General  Hospital  and  Har- 
vard Medical  School,  “Medicine  and  Chiropractic.” 

New  Director  Of  World  Health 
Organization 

Dr.  Alfred  E.  Evans  has  been  appointed  as  the 
new  director  of  the  World  Health  Organization 
(W.H.O.)  Reference  Serum  Bank  in  the  United 
States  which  is  located  in  the  Department  of 
Epidemiology  and  Public  Health,  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut.  The 
functions  of  the  W.H.O.  Serum  Banks  consist  of 
the  analyses  of  information  obtained  from  serologic 
surveys,  and  the  storage  of  collections  of  sera  which 
are  usefnl  in  determining  patterns  of  antibodies 
and  various  blood  components,  including  those  of 
significance  in  the  field  of  population  genetics. 

New  Haven  County 

d’he  183rd  Semi-Annual  Meeting  of  the  New 
Haven  County  Medical  Association  has  been  sched- 
uled for  Thursday,  October  27,  1966  at  the 

Waverly  Inn,  Cheshire,  Connecticut.  The  Business 
Session  is  scheduled  to  begin  at  3:30  P.M.  The 
speaker  of  the  evening  is  Mr.  Bernard  D.  Hirsh, 
L.L.B.  of  the  A.M.A. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E“  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN"  (indo- 
methacin),  a nonsteroid , anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  [ where  today’s  theory  is  tomorrow’s  therapy 

D'vifiior^  of  Merck  & Co  , INC  . West  Point,  Pa.  | 
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INDOCm 

INDOMETHACIN 

Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


HOW  MUCH  TIME  CAN 
YOU  GIVE  TO  YOUR  OWN 
FINANCIAL  PLANNING? 

YOUR  INVESTMENTS— Successful 
investment  management  has  become,  now 
more  than  ever,  a highly  technical  and 
demanding  job.  One  of  our  many  investment 
services,  tailored  to  your  needs  and 
objectives,  may  free  you  of  this  task  and 
provide  a sound  solution  to  this  problem. 

YOUR  ESTATE  PLANS— A compre- 
hensive estate  plan  brings  together  all  of 
your  assets  for  distribution  to  your  family  in 
the  most  workable  and  economical 
manner.  This  can  assure  maximum  benefits 
and  may  generate  considerable  tax 
savings.  We  will  work  with  you  and  your 
attorney  to  this  end. 

YOUR  RETIREMENT  PLANS— CBT  was 

one  of  the  first  in  the  nation  to  provide 
an  HR-10,  Self-Employed  Retirement  Plan. 
It  is  designed  to  give  you  maximum 
investment  flexibility.  You  may  choose 
your  own  blend  of  common  stocks  and 
bonds  and  may  also  include  life  insurance 
or  annuities. 
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LIFETIME 

INCOME 

If  you  should  become  disabled  and 
never  able  to  work  again  due  to 
sickness  or  accident,  Mutual  of 
Omaha  income  protection  could 
pay  you  a tax-free  emergency  cash 
income  each  month  for  the  rest  of 
your  life.  Call  or  write  — 


D.  A.  LONG  ASSOCIATES 

representing  MUTUAL  OF  OMAHA,  in 
CONNECTICUT  with  offices  in  . . . 

BRIDGEPORT  - HAMDEN  - NEW  LONDON  - WATERBURY 
WETHERSFIELD  — STAMFORD  — TORRINGTON 

Main  Office:  2989  Dixwell  Ave.,  Hamden,  Conn.  — 288-3851 


MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebraska 


CLASSIFIED  ADVERTISING 

$9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50<f  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  ADVANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


ELDERI.Y  P.SYCIII.Vl  RIST,  preparing  to  retire,  has  attrac- 
tive  office  s]jace  available.  Excellent  location  on  East  side  of 
Bridgeport.  Call  Bridgeport  334-2755  or  write  D.P.G.,  c/o 
Connecticut  Medicine. 


PROESSIONAL  OFFICE  SPACE.  Ininicdiate  vicinity  St. 
Rajrhacrs  Hospital.  Air  conditioned,  |jarking.  Immediate  oc- 
cupancy. Will  remodel  if  nece.ssary.  Phone— ()24-4l84.  New 
Haven,  Cionnecticut. 


,SU1  IE  OF  OFFICES  available  for  physician  in  modern 
beautiful  new  professional  building  located  in  Plainville, 
Connecticut.  Air  conditioned,  amjtle  jtarking,  located  on  bus 
line,  wall  to  wall  caipeting,  immediate  occu|jancy.  Plaincille 
Profe.ssional  Building,  100  E.ast  Main  Street,  Plainville,  Cion- 
necticut,  Tel.  747-5.554. 


1966  MEETINGS 

September  28  - 41st  Connecticut  Clinical  Con- 
gress to  be  held  at  Mary  S.  Harkness  Audi- 
torium, Vale  University  Medical  School,  New 
Haven,  Connecticut.  The  program  will  be  de- 
voted to  “Recent  Advances  in  the  Diagnosis 
and  Management  of  Liver  Disease”  and  “Re- 
cent Advances  in  the  Diagnosis  and  Manage- 
ment of  Thrombophlebitis.” 

September  29-30— Seminar  on  Dialietes.  Deau- 
ville Hotel,  Miami  Beach,  Florida.  G.  F.  Cahill, 
S.  S.  Fajans,  W.  J.  Harrington,  A.  G.  Hills, 
F.  C.  Miller,  M.  Siperstein,  W.  C.  Thomas,  will 
be  guest  speakers.  Florida  Diabetes  As,socia- 
tion,  R.  T’.  Rengarts,  M.D.,  Secretary,  P.O. 
Box  268,  Sebring,  Florida  33870. 

October  27  — 183rd  Semi-Annual  Meeting  ol 
New  Haven  County  Medical  Association  to 
be  held  at  Whiverly  Inn,  Cheshire,  Connecti- 
cut at  3:30  P.M. 

1967  MEETINGS 

January  17-19  — New  England  Postgraduate 
Assembly  will  be  held  at  the  Statler  Hilton 
Hotel,  Boston,  Mas.sachusetts.  Advance  Pro- 
gram will  be  sent  in  early  December. 

April  12-13 — Seminar  on  Hospital  Infections 
in  Connecticut  to  be  sponsored  jointly  by  the 
Connecticut  State  Medical  Society,  Connecti- 
cut Hospital  Association,  Yale  University 
School  of  Medicine,  the  Connecticut  State  De- 
partment of  Health  and  the  Communicable 
Disease  Center  of  the  Public  Health  Service. 

April  25-27— 175th  Annual  Meeting  of  the 
Connecticut  State  Medical  Society  to  be  held 
at  the  Statler-Hilton  Hotel,  Hartford,  Con- 
necticut. 

Thanks  for  Sii|)port 

Our  advertisers  serve  the  medical  pro- 
jession  and  support  your  Journal.  All 
advertisers  are  approved  by  your  publi- 
cation com?nittee.  It  will  help  you  and 
your  Society  to  mention  your  Journal 
when  writing  them. 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSir  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste— A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy—  Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TH- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4ih  Street  • St.  Louis,  Missouri  63102 


costs 

awfully 

little 


Qloun^rttrut  piiyjstrians’ 

SURVIVORS^  INCOME  PLAN 


AAD's  Age 

Total  Paid 

Semi-annual 

At  Death 

Family  (*) 

Premium 

Under  30 

$28,800 

$ 34.00 

30-34 

// 

37.50 

35-39 

// 

47.75 

40-44 

U 

70.25 

45-49 

// 

107.75 

50-54 

n 

167.50 

55-59 

$22,200 

207.60 

60-64 

16,200 

234.30 

65-70 

10,500 

237.10 

(*)  One  of  the  many  income  and  income  and  cash 
options  available. 


LESSERE-WERTHEIM,  inc.,  Administrators 
945  Asylum  Avenue, 

Hartford,  Connecticut  06105. 

Please  send  details  on  this  special  plan  for 
Connecticut  Physicians,  without  obligation. 

NAME 

ADDRESS 

CITY 
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WOMAN’S  AUXILIARY 

President 

Mrs.  Jolin  1).  O'Connell,  West  Hartford 


President-Elect 

■Mi.s.  ,\iitliony  Capriano,  Ilanidcn 

Recording  Secretary 
Mrs.  Nicholas  Creatnro,  Trumbull 

First  Vice-President 

Mis.  Henry  .Slicrwoocl,  Middletown  1 

Corresponding  Secretary 
.Mrs.  Irving  H.  Rrall,  West  Hartford 

Second  Vice-President 
Mrs.  Edward  P.  .Mien.  Orange 

Treasurer 

Mrs.  Forest  D.  Gibson,  Farmington 

WOMAN'S  AUXILIARY  TO  THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
BOARD  OF  DIRECTORS  1966-1967 


I‘R(K;R.\M  - Mrs.  Edward  P.  Allen,  505  Ridge 
View  Rd.,  Orange  06477  — 709-2110 
Plini.icrrv  - Mrs.  Ralph  'Leila,  55  (denhrook 
Rd.,  .Stainlord  06002  - 318-.8137 
RURAL  HLAL'l  H - Mrs.  Norman  H.  Gardner, 
22  Summit  St.,  Last  Hampton  06424  — 267-2745 
SALL'LY  — Mrs.  John  A.  Bucciarelli,  03  East  Ave., 
New  Cianaan  06840  — 966-0045 

County  Presidents 

HAR'LLORl)  — Mrs.  Sydney  L.  Cramer,  75 
W'esterly  Lerrace,  Hartford  06105  — 233-6539 
LITCHLILLI)  - Mrs.  Neil  Russo,  56  High  Street, 
Lhomasion  06787  — 283-5708 
MIDDLESEX  — Mrs.  Clarence  Harwood,  135  Old 
Mill  Rd.,  Middletown  06457  - 346-0624 
NEW’  HAV’EN  — Mrs.  John  J.  Mendillo,  25  Eoken- 
eke  Dr.,  North  Haven  06518  - 288-0105 
NEW  LONDON  - Mrs.  Eugene  Alvei,  Driar  Hill 
Rd.,  Norwich  06360  - 880-9002 
WINDHAM  — Mrs.  William  Whalen,  Whndham 
Center,  Conn.  06280  — 423-1628 
NOMINA'LINC  COMMl  ETEE  1066-67 
from  Membership 

Mrs.  Kenenth  E.  Brandon,  Hartford  County. 
Mrs.  Norman  J.  Barker,  Hartford  County. 

Mrs.  Willard  Buckley,  Middle.sex  County. 

Mrs.  Waldo  Martin,  New  Haven  County. 

.Mrs.  Joseph  Whiol,  New  London  County, 
from  Board 

Mrs.  Morton  Arnold,  Windham  County. 

Mrs.  W'illiam  Rd.  Richards,  New  Elaven 
County,  Chairman. 

DELECiA'EES  TO: 

C;ONN.  SCHOOL  HEAI.'EH  CiOUNCIL  - Mrs. 
Dewey  Katz,  Hartford 

C:ONN.  NU  I RI'EION  COI'NCIL  - Mrs.  Clar- 
ence Harwood,  Middlesex. 


CONN.  HEAL'EH  LEAGUE  - Mrs.  John  D. 

O’Connell,  2 years.  Mrs.  W.  R.  Richards,  1 vear. 
CONN.  HEAL  EH  CAREERS  COUNCIL-Mrs. 

W’illiam  Richards,  Mrs.  Edward  P.  Allen. 
COMPAC:  - Mrs.  W.  R.  Richards,  Board  of 
Directors,  Secretary.  Mrs.  Norman  Gardner, 
Board  of  Directors. 

Connecticut  State  Medical  Society  Advisors  to 
the  W.A.C.S.  M.  S. 

Dr.  Waldo  E.  Martin,  33  North  Street,  Milford, 
Chairman. 

Dr.  Noiinan  H.  Gardner,  43  Main  Street,  East 
Hampton. 

Dr.  Orvan  W’.  Hess,  100  York  Street,  New  Haven. 

Officers 

PRESIDENT  — Mrs.  John  D.  O’Connell,  42  Fulton 
Place,  West  Hartford  06107  - 232-5732 

PRESIDEN'l’-ELECT  — Mrs.  Anthony  Cipriano, 
15  Eastland  Rd.,  Elamden  06517  — 248-691  1 

FIRST  VICE-PRESIDENT  - Mrs.  Henry  Sher- 
wood, 106  Old  Mill  Road,  Middletown  06457  - 
34(5-4273 

SECOND  VICE-PRESIDENT  - Mrs.  Edward  P. 
■Mien,  505  Ridge  View  Rd.,  Orange  06477  — 
790-2110 

RECORDING  SECRETARY  — Mrs.  Nicholas 
Creaturo,  10  Rockland  Rd.,  Trumbull  06611  — 
268-9300 

CORRESPONDING  SECRETARY  - Mrs.  Irving 
H.  Krall,  50  I’ilgrim  Rd.,  \V’est  Hartford  06117  — 
232-6974 

I RE.YSURER  — Mrs.  Forrest  D.  Gibson,  8 White 
Oak  Road,  Farmington  06032  — 677-0098 

Standing  Committee  Chairmen 

AR  E — .Mrs.  Nicholas  Marinaro,  Cedarcrest  Hos- 
pital, Newington,  Conn.  06111  — 666-4914 
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A.M.A.E.R.F.  — Mrs.  Norman  Barker,  RFD  1, 
Collinsville  06022  - 693-4300 

COMMUNITY  SERVICE  & SCHOOL  HEALTH 

— Mrs.  Dewey  Katz,  140  Fern  St.,  Hartford  06105 

- 232-4280 

DISASTER  PREPAREDNESS  - Mrs.  Charles  M. 
Krinsky,  943  Ocean  Ave.,  New  London  06320  — 
442-5747 

EDITOR  - Mrs.  Paid  Tisher,  389  Shuttle  Meadow, 
New  Britain  06052  - 233-1195 

CO-EDITOR  — Mrs.  F.  Erwin  Tracy,  202  Old  Mill 
Rd.,  Middletown  06457  — 346-0532 

FINANCE  — Ml'S.  Frtiz  Meyer,  370  Lake  Ave., 
Bridgeport  06605  — 335-9415 

HEALTH  CAREERS  - Mrs.  David  Waskowitz,  33 
Wightman  Rd.,  New  Britain  06052  — 225-2600 

HISTORIAN  & NECROLOGY  - Mrs.  Winfield 
Wight,  24  Goodwin  Ct.,  Thomaston  06787  — 
283-4221 

HOSPITALITY  - Mrs.  David  O’Keefe,  99  New- 
port Ave.,  West  Hartford  06107  - 232-4869 

IMMEDIATE  PAST  PRESIDENT  - Mrs.  William 
R.  Richards,  116  Brook  St.,  Hamden  06514  — 
248-3671 

INTERNATIONAL  HEALTH  ACTIVITIES  - 
Mrs.  Manuel  S.  Hirshberg,  153  Westborne  Pkwy., 
Hartford  06105  - 247-8180 

LEGISLATION  — Chairmayi,  Mrs.  William  R. 
Richards,  116  Brook  St.,  Hamden  06514  — 
248-3671.  Co-Chairman,  Mrs.  Kenneth  F.  Bran- 
don, 128  North  Oxford  St.,  Hartford  06105  — 
232-0397 

MEMBERSHIP  — Mrs.  Henry  Sherwood,  195  Old 
Mill  Road,  Middletown  06457  — 346-4273 

MENTAL  HEALTH  - Mrs.  George  H.  Carter, 
Mullen  Hill  Rd.,  Windham  06280  - 423-5530 

PARLIAMENTARIAN  & REVISIONS  - Mrs. 
I Morton  Arnold,  Windham  Center  06280  — 


Nursing  Home  Placement 
Service  of  Connecticut 

50  FARMINGTON  AVE.,  HARTFORD.  522-1248 

A free,  consultative  service  to  doctors,  hospitals,  and 
families,  for  the  placement  of  convalescent,  chronically- 
ill  and  aged  persons  in  nursing,  convalescent  and  board- 
ing homes  throughout  the  State.  Referrals  are  made  to 
those  homes  best  equipped  to  meet  the  medical,  nursing 
and  social  needs  of  the  patient. 

Member  agency:  Greater  Hartford  Community  Council 
Established  1949 

Mrs.  R.  G.  Madden,  R.N.,  Leonard  S.  Freedman,  MSW, 
ACSW,  Director  Associate  Director 
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Heredity  And  Environment  In 
Leukemia  And  Lymphoma 

A group  of  Nebraska  families  has  been  identified 
in  which  the  malignant  diseases  leukemia  and 
lym|rhoma  occur  two  and  a half  times  as  frequently 
as  in  a control  group  from  the  same  area. 

This  suggests  that  susceptibility  to  these  some- 
what similar  diseases  may  be  inherited,  says  an 
article  in  the  current  Journal  of  the  American 
Medical  Association. 

The  authors  point  out  that  it  is  susceptibility  to  a 
disease  that  may  be  inherited— not  the  disease 
itself. 

Viruses,  pneumonia-like  organisms,  and  other  in- 
fectious agents  have  all  been  suspected  as  causes 
of  human  leukemia  and  lymphoma.  Animals  have 
been  implicated  as  the  carriers  of  these  infectious 
agents. 

The  four  physician-im  estigators  from  the  Uni- 
versity of  Nebraska  College  of  Meilicine  and  the 
Eppley  Institute  lor  Cancer  Research,  Omaha,  inter- 
viewed 92  families  (with  1,532  members)  in  which 
at  least  one  person  had  leukemia  or  lymphoma. 
They  also  interviewed  69  randomly  selected  families 
with  1,294  members;  some  of  these  contained  leu- 
kemia-lymphoma victims,  others  did  not. 

All  of  the  families  were  from  rural,  eastern 
Nebraska,  and  all  shared  a common  characteristic: 
considerable  association  with  farm  animals.  The 
investigators  reasoned  that  if  animal-carried  agents 
are  involved  in  leukemia  and  lymphoma,  both  study 
groups  would  have  similar  exposure. 

It  was  relatively  easy  to  trace  family  histories  for 
several  generations  in  the  stable,  close-knit  farm 
communities,  the  physicians  said. 

They  found  evidence  of  malignancies  in  most 
ol  the  lamilies,  but  leukemia  and  lymphoma  ap- 
peared two  and  a half  times  as  often  in  families 
in  which  at  least  one  other  member  was  known  to 
have  had  the  disease. 

Twenty-one  families  were  found  with  “multiple 
involvement,”  meaning  two  or  more  cases  of  leu- 
kemia or  lymphoma.  Forty-nine  jrersons  in  these 
families  had  one  or  the  other  of  the  diseases,  and 
76  additional  relatives  had  other  malignant 
diseases. 

Thus,  in  the  “high  risk”  families,  125  out  of  544 
members  (23  percent)  were  found  to  have  suffered 
some  kind  of  malignant  disease.  Among  71  persons 
whose  families  contained  only  one  known  case  of 
lymphoma  or  leukemia,  41  had  at  least  one  blood 
relative  with  a diagnosis  of  other  malignancy  (148 
of  988  family  members,  or  15  per  cent). 

Forty-nine  of  the  69  control  families  had  at  least 
one  member  with  a diagnosis  of  malignancy  (132 
of  1,294  family  members,  or  12  per  cent). 
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In  Mcmoriam 


[{acker,  Marcus  - Hi  itlgeport;  Yale  University 
School  ol  Metlicine,  1924.  Dr.  Backer  was  a heart 
specialist  in  the  Bridgeport  area  lor  many  years. 
Dining  the  1930’s,  he  opened  a Iree  heart  clitiic  in 
Fairfield,  otie  ol  the  first  iti  the  state.  He  was  a 
consultant  at  St.  \'ituent’s  Hospital  and  an  assis- 
tatit  prolessor  ol  clinical  medicine  at  the  Yale  Ihii- 
vcrsity  School  ol  Medicine.  He  was  a member  ol 
the  Fairfield  Contity  Medical  Assoiiation,  the 
Uonneitiint  State  .Meilical  Society,  and  the  Ameri- 
cati  Medical  Association.  Dr.  Backer  died  August 
1,  ;it  the  age  ol  70. 

Ferrell,  Ernest  H.,  Jr.-Woodbridge;  ^Vestern 
Reserve  Ibiiversity  Medical  Schoctl,  1917.  Dr.  Fer- 
rell was  a member  ol  the  New  Haven  Medical  So- 
ciety, the  New  Haven  County  Medical  .\ssociation, 
the  Cotitiecticut  State  Medical  Society,  and  the 
/\meric;in  Medical  Associtition.  He  w;is  :i  fellow  ol 
the  .Vmericiin  Botncl  ol  Surgeotis.  Dr.  Ferrell  died 
)nly  13,  at  the  age  ol  42. 

(iroark,  Owen  J.  - Bridgeport;  Medico-Chi 
Medical  School  ol  Philadelphia,  1916.  Dr.  Groark 
was  a practicing  physician  in  Bridgeport  lor  50 
yetirs.  During  World  Whir  I,  he  served  as  a first 
lieutetiant  with  the  Army  Medical  Corps  iti 
France  and  Germany.  Dr.  Groark  was  a lormer 
presidetit  ol  the  Bridgeport  Medical  Society.  For 
25  years.  Dr.  Groark  served  as  director  ol  the 
radiology  department  at  St.  Viticetit’s  Hospital  and 
later  .served  as  cotisnlting  roentgenologist  lor  the 
hospital.  He  was  a member  ol  the  Bridgeport 
Medical  Society,  the  Fairfield  County  Medical 
.\ssociation,  the  Connecticut  State  Medical  So- 
ciety, the  .\meriian  Medical  Association,  aiul  the 
Radiological  Society  ol  North  America.  He  was  a 
diplomate  ol  the  Americati  College  ol  Radiology 
and  the  American  Board  ol  Radiology.  Dr.  Groark 
died  July  27,  at  the  age  ol  75. 

MacLeod,  Edith  A.-Niantic;  Women’s  Medical 
College  ol  Petitisylvania,  1925.  Dr.  MacLeod  was 
the  medical  director  at  the  Niantic  State  Farm  and 
Prison  lor  Wometi  lor  23  years.  She  was  a member 
ol  the  New  l.otidon  County  Medical  Association, 
the  Cotitiecticut  State  Medical  Society,  and  the 
.Ymerican  Medical  Association.  She  was  a lormer 
director  ol  the  Niantic  Nursing  Association.  Dr. 
MacLeod  died  Jutie  25,  at  the  age  ol  68. 


Reynolds,  Harry  S.— Fllingtoti;  Albany  Medical 
Ciollege,  1914.  Dr.  Reynolds  was  a general  practi- 
tiotier  in  West  Hartford  lor  47  years,  with  a 
specialty  iti  dermatology.  During  WYirld  War  I,  he 
.served  as  a lieutenant  in  the  Army  Medical  Corps. 
A member  ol  the  Derniatologiial  Service  ol  St. 
Francis  Hospital,  he  was  a visititig  consultant  at 
Hartlord  Hospital;  Manchester  Memorial  Hospi- 
tal; Day-Kitnball  Hospital,  Putnam;  Winsted  Hos- 
pital, and  the  Charlotte  Hungerlord  Hospital,  Tor- 
ritigton.  He  was  a member  ol  the  Hartlord  County 
Medical  Associatioti,  the  Connecticut  State  Medi- 
c;tl  Society,  the  Americati  Medical  Association,  the 
New  5’ork  .\cadeniy  ol  Meilicitie,  and  the  New 
England  Derniatologiial  .Society.  Dr.  Reynolds  died 
.\ngnst  I,  at  the  age  ol  77. 


Doctor's  Office 


John  Burbank,  M.D.,  Michael  J.  Esposito,  M.D., 
and  Joint  F.  Hennessey,  M.D.  announce  the  associa- 
tion with  them  ol  Carl  W.  Scheer,  M.D.  in  the 
jiractice  ol  radiology  at  26  Fair  Street,  Wallingford, 
335  Cook  Avenue,  Meriden,  and  350  .South  Main 
Street,  Cheshire. 

Max  G.  Carter,  M.D.,  George  L.  Wilson,  M.D., 
Philip  R.  Fazzone,  M.D.,  atid  Donald  S.  Dock, 
M.D.,  annonnee  their  a.ssociation  in  the  practice  ol 
thoracic  and  cardiovascular  surgery  at  670  George 
Street,  New  Haven. 

Jerome  T.  Combs,  M.D.,  announces  his  associ- 
ation with  Anthony  Piccirillo,  M.D.  and  Delbert 
B.  Smith,  M.D.  in  the  practice  of  pediatrics  at  45 
Fair  Street,  Wallingford. 

Harris  Cantor  Faigel,  M.D.,  annonnees  the 
opening  ol  ati  office  lor  the  practice  of  adolescent 
medicine  at  123  York  Street,  New  Haven. 

Robert  Fatid,  M.D.,  annontices  the  opening  of 
an  office  for  the  practice  of  dermatology  at  8 West 
Street,  Danbury. 

Malcolm  Goriti,  M.D.,  annoimces  the  opening  of 
an  office  lor  the  practice  ol  general  eye  care  and 
eye  surgery  at  40  Broad  Street,  Middletown. 

Robert  F.  Hicks,  M.D.,  announces  the  opening  of 
ati  office  for  the  jjractice  of  surgery  and  recon- 
stnictural  stirgery  at  233  Main  Street,  New  Britain. 

John  1’.  DeMaio,  M.D.,  announces  the  opening  of 
ati  office  for  the  practice  ol  general  surgery  at  283 
Collins  Street,  Hartford,  in  association  with  Dr. 
Deal  T.  Aseltine,  Jr. 
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PLACEMENT  WANTED 

(^;_p__with  2 years  training  in  Internal  Medi- 
cine, 8 years  practice  in  medicine,  wishes  oppor- 
tunity as  associate  in  Southern  Conn.  Will  con- 
sider salaried  position  leading  to  partnership  or 
position  in  Industrial  Medicine  or  a hospital  ap- 
pointment. 

OBS-GYN-35  years  of  age.  Board  eligible,  mili- 
tary obligations  completed.  University  trained, 
would  like  to  form  either  an  association  or  join 
a group  practice. 

ANESTHESIOLOGIST-40  years  of  age.  Board 
eligible,  Connecticut  license.  Military  obligations 
completed,  would  like  to  associate  with  another 
physician  or  practice  in  an  institution. 

INTERNIST-29  years  of  age,  married.  Board 
eligible.  Would  like  to  practice  in  either  a solo  or 
partnership  situation  within  easy  traveling  dis- 
tance of  New  York. 

PEDIATRICIAN-37  year  old  Board  eligible 
pediatrician  with  background  in  general  pediatrics 
and  pediatric  oncology  desires  to  associate  with 
other  pediatricians  in  New  Haven  area.  Military 
obligations  completed. 

PLACEMENT  OPPORTUNITIES 

WANTED:  General  Practitioner  or  Internist  for 
General  Medical  and  Surgical  Accredited  State 
Veterans’  Hospital.  Duties  are  those  of  ward  officer 
on  a medical  ward.  Older  physicians  acceptable, 
many  fringe  benefits,  such  as  housing  and  main- 
tenance, are  at  minimal  cost.  Salary  range  1 13,040 
to  $17,040.  Apply:  Personnel  Officer,  State  Veterans 
Home  and  Hospital,  Rocky  Hill,  Connecticut. 

PSYCHIATRIST  needed  for  a community- 
oriented  mental  hospital,  to  direct  service  within 
a 300-bed  State  mental  hospital.  Opportunity  for 
teaching,  clinical  work  and  research.  Has  to  de- 
velop and  direct  team  of  social  workers,  phychiatric 
residents,  psychologists  and  more  than  80  nursing 
staff  personnel.  O.P.D.,  clay  care,  in-patient  con- 
sultation and  emergency  care  available.  Oppor- 
tunity for  association  with  Wesleyan,  Yale  and 
University  of  Conn.  Salary:  $14,240-$20,000,  de- 
pending on  qualifications  and  experience.  Excel- 
lent fringe  benefits  and  annual  leave  to  attend 
medical  conventions.  All  particulars  should  be  in 
first  letter,  including  references.  Apply— John  F. 


Lowney,  Jr.,  M.D.,  Supt.,  Connecticut  Valley  Hos- 
pital, Box  351,  Middletown,  Conn.  06458. 

PATHOLOGIST— full-time  or  half-time  to  di- 
rect clinical  laboiatory  in  2300-bed  mental  hospi- 
tal. Ample  opportunity  for  research  and  teaching 
available.  Well  equipped  and  stalled  laboratory, 
emphasis  on  neuropathology.  Board  certified  or 
eligible  pathologist  preferred.  Salary:  $14,740-|19,- 
000.  Excellent  fringe  benefits.  All  particulars  and 
references  should  be  sent  in  first  letter.  Contact— 
John  F.  Lowney,  Jr.,  M.D.,  Siq^t.,  Connecticut  Val- 
ley Hospital,  Box  351,  Middletown,  Conn.  06458. 

CLINICAL  DIRECTOR  to  develop  medical 
program  in  psychiatric  hospital  with  emphasis  on 
psychosomatic  medicine.  Opportunity  for  experi- 
ence in  emloyees’  health  clinic,  workmen’s  compen- 
sation, clinic  and  psychopharmacologic  drug  re- 
search. Will  direct  department  staffed  by  seven 
physicians.  EEG,  EKG,  Radiology,  Ophthalmology 
Depts.  already  fully  equipped  and  staffed.  Consul- 
tants available  in  all  medical  and  psychiatric 
specialties.  Salary:  $15,460-$20,000,  excellent  fringe 
benehts,  annual  leave  to  attend  medical  conven- 
tions. All  particulars  and  refeiences  should  be  in- 
cluded in  first  letter.  Apply— John  F.  I,owney,  Jr., 
M.D.,  Supt.,  Connecticut  Valley  Hosjutal,  Box  351, 
Middletown,  Conn.  06458. 

CLINICAL  PHARMACOLOGIST  - Physician 
who  wants  to  combine  medical  knowledge,  scien- 
tific inquisitiveness  and  administrative  skills.  High- 
ly desirable  are  previous  experience  in  pharma- 
ceutical industry,  background  of  private  practice 
and  some  type  of  specialized  medical  training,  al- 
though a strength  in  one  area  may  outweigh  a lack 
in  the  others.  As  a member  of  the  Research  Div., 
he  will  be  active  in  the  planning  of  new  medicinal 
research  programs.  Between  10%  and  20%  of  the 
time,  the  physician  will  be  on  scientific  field  trips 
or  attending  various  professional  meetings,  but  will 
rarely  be  gone  for  more  than  three  consecutive 
clays.  Members  of  the  Clinical  Pharmacology  Dept, 
are  encouraged  to  publish  scientific  papers  based 
on  their  own  studies.  Contact:  D.  V.  Vines,  Per- 
sonnel Mgr.,  Chas.  Pfizer  8e  Co.,  Inc.,  Groton, 
Conn.,  06340. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS 
ASKED  TO  CONTACT  THE  GENERAL  MAN- 
AGER’S OFFICE,  160  ST.  RONAN  STREET, 
NEW  HAVEN,  CONN.  06511. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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Special  Notices 


SEMINAR  ON  "DIGITALIS  AND  THE  HEART" 

October  15  and  16,  1966 

A Seminar  on  “Digitalis  and  tlie  Heart",  October  15  and  16, 
1966,  will  be  presented  at  the  DeGoesbriand  Memorial  Hos- 
pital in  Burlington,  Vermont,  sponsored  by  the  Vermont 
Heart  Association  and  the  University  of  Vermont  in  col- 
laboration with  the  American  College  of  Cardiology,  Programs 
may  be  obtained  by  writing  Eugene  Lepeschkin,  M,D,,  Cardio- 
vascular Research  Unit,  DeGoesbriand  Memorial  Hospital, 
The  speakers  will  include  Charles  Fisch,  M,D,,  Professor  of 
Medicine  at  Indiana  University,  Niels  Haugaard,  Ph,D,, 
Assoc,  Professor  of  Pharmacology  at  the  University  of  Penn- 
sylvania and  faculty  members  of  the  University  of  V^ermont. 

MOUND  PARK  HOSPITAL  FOUNDATION,  INC. 

October  20-22,  1966 

Symposium  on  “Industrial  Medicine:  The  Doctor’s  Role 
in  Occupational  Health,”  Mound  Park  Hospital  Foundation, 
Department  of  Medical  Education  of  the  Mound  Park  Hos- 
pital, Bay  Pines  V,  A,  Hospital,  Pinellas  County  Medical 
Society,  University  of  South  Florida  Division  of  Contimung 
Education,  American  Academy  of  General  Practice— October 
20  to  22,  1966,  inclusive.  The  Foundation  reserves  the  right 
to  limit  registration.  Fee  $40,00,  18  Accredited  Hours  by  tlie 
American  Academy  of  General  Practice,  Address:  Industrial 
Medicine,  Mound  Park  Hospital  Foundation,  Inc,,  St,  Peters- 
burg, Florida  33701, 

TWO  AND  ONE-HALF  DAY  SYMPOSIUM  ON  EPILEPSY 

Statler-Hilton  Hotel,  Boston,  Massachusetts 

Thursday,  Friday,  Saturday,  October  27,  28,  29,  1966 

Sponsored  by 

THE  NEUROLOGICAL  AND  SENSORY  DISEASE 
SERVICE  PROGRAM 

UNITED  STATES  PUBLIC  HEALTH  SERVICE 
and 

MASSACHUSETTS  GENERAL  HOSPITAL 
This  is  the  Fourth  Regional  Symposium  of  this  type 

The  First  for  All  New  England  Physicians 
No  Tuition  or  Registration  Fee 
Application  Made  to  American  Academy  of  General 
Practice  for  Educational  Credit 

TWO-DAY  COURSE  IN  ORAL  CANCER  AND 
ORAL  CYTOLOGY 

October  20  and  27,  1966 

A two-day  course  in  Oral  Cancer  and  Oral  Cytology  is  being 
sponsored  by  the  Connecticut  State  Dental  Association  and 
Connecticut  State  Department  of  Health  at  Holiday  Inn, 
Meriden,  Conn,,  on  Thursday,  October  20  and  27,  1966. 

This  being  the  final  two-day  course  to  be  presented  prior 
to  the  termination  of  the  Oral  Cancer  Project  in  August  1967, 

I 
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we  invite  all  physicians  to  attend,  and  urgently  suggest  they 
take  advantage  of  this  opportunity. 

The  purpose  of  the  course  is  to  demonstrate  to  dentists 
and  pliysicians  throughout  tlie  state,  the  newest  concepts  in 
oral  cancer  detection  and  managetneut,  the  primary  goal 
being  to  reduce  the  number  of  deaths  resulting  from  oral 
cancer  each  year. 

Project  directors  are  Dr,  Ronald  Voglesong,  Chief,  Dental 
Health  Section,  Connecticut  State  Department  of  Health,  79 
Elm  Street,  Hartford,  Conn,,  and  Dr,  Robert  II,  Bernert, 
Hartford, 

If  interested  in  taking  the  course,  please  contact  Dr. 
Voglesong, 


Letter  To  The  Editor 


To  The  Editor: 

What  a delightful  surprise  it  was  to  find  the  Handel  bio- 
graphical note  on  ]>age  508  of  the  July,  1966  issue  of  Con- 
necticut Medicine  under  the  heading,  “The  Mind  of  a 
Genius,”  May  I take  a moment  to  correct  certain  inaccuracies? 

No  less  an  authority  than  the  composer  himself  selected 
appropriate  spelling  for  his  Christian  names  and  the  omis- 
sion of  the  Germanic  umlaut  from  the  family  name.  Thus  he 
signed  his  name,  from  the  time  he  settlerl  permanently  in 
England,  George  Frideric  Handel, 

Lhifortunately  the  canard  that  a curate  named  Pooley, 
presumably  Jennens’  secretary,  wrote  the  libretto  of  Messiah, 
rather  than  Charles  Jennens,  is  repeated.  Only  Hone  in  his 
Table  Books,  Vol.  Ill,  names  Pooley  as  the  true  author;  even 
Newman  Flower  recanted  on  this  point.  More  recent  research 
has  failed  to  reveal  any  man  named  Pooley  in  contemporary 
clergy  lists,  nor  in  any  material  associated  with  Jennens. 
Hone  remains  the  single  author  to  attribute  Messiah  to  any- 
one but  Jennens. 

Tbe  oratorio  is  properly  named  Messiah,  altbougb  on  at 
least  two  occasions  Handel  bimself  referred  to  it  as  The 
Messiah— in  a letter  to  Jennens  on  .September  9,  1742  and 
again  in  a letter  dated  July  19,  1744.  The  autograph  in  the 
British  Museum  is  titled  Messiah.  Interestingly,  the  oratorio 
was  presented  merely  as  A Sacred  Oratorio  in  order  to  assuage 
the  ecclesiastic  authorities  in  London.  Whatever  it  may  be 
called,  this  work  stands  in  rarefied  air  in  the  company  of 
Bach's  St.  Matthew  Passion  and  Verdi’s  Manzoni  Requiem. 

It  may  be  of  interest  that  Handel  was  often  racked  with 
intense  and  disabling  arthritic  pain,  possibly  gouty,  in  his 
right  arm  and  leg,  almost  to  the  point  of  disuse.  Yet  less 
than  two  weeks  after  his  74th  birthday,  in  a fabulously  suc- 
cessful concert  season,  he  performed  Messiah  on  April  6, 
1759,  totally  blind.  Eight  days  later  he  died,  on  Holy  Satur- 
day— a day  late  for  his  own  wish  to  join  his  Savior  on  the 
day  of  his  Ressurection. 

Yours  truly, 

How.vrd  K.  Ente,  M.D. 

Westport,  Connecticut 
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new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and  has  no  adverse  effects  on  the  kidneys. 


• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

2/3453MK-2  . Reduces  emotional  tension 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

OEXTRO-AMPHETAMiNE  SULFATE  {15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetomine  sulfate:  in 
hyperexcitobility  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
end  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to'  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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NEW  BOOKS  IN  REVIEW 


INDEX-UAISDIIOOK  OF  CARDIOV ASCllLAR  AGEISTS 
1956-1959.  V olutue  3.  Isaac  I).  Welt,  Institute  for 
Advancement  of  Medical  Communication.  McGratv 
mu  Rook  Co.,  I\ew  Y ork.  1965.  1235  pp.  $32.50. 

Reviewed  by:  LOl'IS  H.  NAHUM 
In  tins  book,  \’ohiine  3 of  the  scries  11000  scicntilic  coin- 
immicatioiis  published  between  195(>-1950,  are  analyzed  and 
annotated  with  reference  to  the  variotts  drugs  involved  in 
their  actions  on  the  caidiovascnlar  system.  It  is  coinprehetisive 
and  penetrating.  Generally  a title  of  a sdetitific  paper  gives 
no  itidication  of  the  dritgs  to  which  refcretice  is  being  made 
tior  to  the  data  concerning  their  biological  effects.  These 
troitblesome  omissions  are  overcome  bv  atialysis  iti  depth 
throitgh  indexing  and  cross-itidexing.  As  a result  prompt 
reference  can  be  obtained  with  regard  to  the  characteristics 
of  the  action  of  the  drug  itnder  cotisideratioti. 

'I'hc  raw  data  for  this  Cardiova.scitlar  Liteiature  Project 
come  from  398  medical  and  sdetitilic  periodicals,  published 
throughout  the  world  in  a score  of  langitages.  Detailed  lengthy 
and  informative  index  entries  alphabetically  labelled,  it  is 
here  showti,  can  largely  replace  cotiventional  abstracts  for 
most  applications.  AVith  minor  modifications  this  technit|ne 
should  be  able  to  be  extended  to  itidnde  coverage  of 
chemical  effects  itpon  any  number  of  well  rccogtiized  bio- 
logical etitities.  In  other  words,  the  method  itsed  by  Dr.  bsaac 
D.  ^Velt  in  this  volutne  is  rvell  sitited  to  the  indexing  of 
the  entire  literature  of  fundamental  pharmacology  as  well 
as  that  of  applied  therapeutics. 

This  volume  may  be  considered  as  a valuable  workitig  ex- 
peritnent.  Its  sttccess  holds  promise  of  opetting  a new  field  in 
scientific  documentation.  One  resitlt  as  Dr.  Chauticey  Leake 
states  in  his  preface,  might  be  that  indexes  to  scietitific 
literature  tnay  become  significatit  intellectital  atialytic  tools. 

riiis  book  should  of  coitrse  be  in  every  librarv,  and  every 
basic  biomedical  science  de[)artment.  It  will  helj)  to  save 
mitch  time  for  the  scientist  who  is  beset  with  the  jtroblem  of 
retrieving  pertinent  information  and  free  him  to  pursue  his 
scientific  investigatiotis.  In  this  sense.  Dr.  Welt  has  made  a 
fumlamental  contrihution  to  scientific  progress. 

CIBA  FOVmiATlON  STUDY  CROUP  I\0.  22.  COISA- 
DOTROPHINS:  Phrsico-chemical  and  Immunological 
Properties.  G.  E.  W'.  W olstenholme,  O.B.E.  and  Julie 
Knight,  B.A.  Little,  Brown  & Co.,  Boston,  1965. 
Thirteen  contributors.  125  pp.  with  28  illustrations. 
$3.50. 

Reviewed  by:  LOUIS  H.  NAHUM 
This  little  volume  begins  with  an  excellent  historical  intro- 
duction of  the  subject  by  Christian  Hamburger  in  whose 
honor  this  Ciba  Symposium  was  organized.  The  background 
of  the  meetitig  is  the  fact  that  we  arc  entering  an  itntmtnol- 
ogical  era  which  has  opened  the  way  for  making  itntnttnologi- 
cal  determittations  of  the  gonadotropins  which  are  protein  in 
character.  To  do  this  we  need  highly  purified  hormones 
which  make  possible  ati  understanding  of  physicochemical 


structure.  This  Ixtok  thcti  is  devoted  to  methods  of  prepara- 
tion of  such  purified  hormones.  Tints  we  find  ati  easy  refer- 
ence to  the  latest  literature  as  well  as  methods  of  purifica- 
tion atid  bio-assay  as  well  as  the  actions  of  the  gonadotropins 
as  atitigetis.  There  is  a learned  discussion  at  the  end  by  C.  J. 
O.  R.  Morris.  It  is  obvious  the  lx)ok  is  for  basic  scientists, 
of  ati  endocritiological  atid  physicochemical  orientation. 

HYSTERIA:  The  History  Of  A Disease,  by  Hza  Veith. 
The  University  of  Chicago  Press,  Chicago,  1965.  301 
pp.  Illustrated.  $7.95. 

Reviewed  by  .STEPHEN  ELECK 
rids  is  a very  ititeresting  well-written  book,  but  hardly  a 
history  of  hysteria.  The  author’s  broad  ktiowledge  of  the 
history  of  medicine  in  all  parts  of  the  world,  and  through  the 
ages  shines,  but  her  lack  of  depth  in  historical  scholarship 
and  in  psychiatric  matters  glares.  As  history  the  book  is 
anecdotal  rather  thati  thematic,  atul  extensive  discursions 
which  characterize  the  earlier  chapters,  such  as  biographical 
.sketches  of  the  various  writers  on  the  subject,  are  no  substi- 
tute for  essential  data  on  the  socio-cultural  context  and  per- 
spectives in  which  a particular  treatise  cited  should  be  placed 
for  historical  appreciation.  However,  these  earlier  chapters 
are  ititeresting  refreshers  for  the  non-student  of  medical 
history,  and  the  last  few  chapters  may  be  of  interest  also  to 
the  noii-jisychiatrist.  For  the  psychiatrist,  this  is  a book  of 
mi.ssed  opportutiities. 

'Lhe  author  qitcstions  the  elitninatioti  of  hysteria  as  a 
disease  iti  the  preface,  and  seems  oblivious  to  the  fact  that 
much  of  what  has  bceti  called  hysteria  through  the  ages  is 
now  assigtied  to  other  diagnostic  categories,  but,  of  course, 
hysteria  has  not  beeti  eliminated  iti  substance,  not  from  the 
iiomeiiclature.  not  from  clinical  communicative  usage,  and 
least  of  all  from  clinical  purview  as  the  author  claims  at  the 
book's  end.  This  omission  of  the  post -Freudian  history  of 
hysteria,  it's  reappearatice  on  neurological  services,  and  its 
re-examinatioti  iti  the  light  of  social  and  transactional  psychi- 
atry renders  the  book  particularlv  ittisatisfactory.  Rush,  a 
cetitury  ago,  observed  that  “the  hysterical  and  hypochrotidriac 
tlisorders  once  pecitliar  to  the  chambers  of  the  great  are 
now  to  be  foittid  iti  our  kitchens  and  workshops.”  (An  Ac- 
count of  the  Influence  of  the  American  Revolution  upon  the 
Human  Body”  in  Medical  Inquiries  and  Observations.  Phila. 
1809,  Hopkins  and  Earle)  . This  observation  offers  just  one 
of  the  very  manv  opportunities  for  further  historical  investi- 
gation, such  as  the  evolution  of  thought  and  concept  on 
social  factors  in  medicine  through  the  ages.  Or,  the  intriguing 
(picstioiis  of  why  so  many  outstanding  observers,  scientists, 
and  clinicians  including  Harvey,  .Sydenham,  and  Charcot 
himself,  while  astute  in  describing  such  patients,  emphasizing 
or  deemphasizing  the  sexual  elements,  allowed  their  critical 
faculties  to  go  so  far  afield  and  let  themselves  be  governed 
by  fokelorc  and  traditional  shibboleths?  These  are  but  two 
e.xamples  of  many  thematic  pursuits  suggested  by  the  ma- 
terial, which  would  be  important  to  the  psychiatrist  and 
worthy  of  a historian’s  mettle. 
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The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 
prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 

Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  ailergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg.  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 

for  the  relief 
of  low  back 
sprains  and  strains 

SQMA 

(CARISOPRODOL) 


^ Wallace  Laboratories,  Cranbury,  N.J. 
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rHYSIC.ih  K\ AMUS ATlOy  OF  THE  J(HI\TS.  hr  Wil- 
liam f*.  l{(>Ptham,  M.D.,  HotvartI  F.  Polloy,  M.l),. 
Charles  II.  Slocumh.  M.l),,  ami  W alt  F.  W eaver,  M.l). 
The  W . H.  Saumlers  Company,  Philadelphia  and 
London,  I96!i.  198  pp.  Illustrated.  $7,50. 

Rtvicwcd  l)v:  HL'CiH  F.  LENA 
1 liis  IxKik  is  a short,  practical,  com])ieliensivc  guide  lor 
the  cxamiiiatioii  of  the  joints  written  hy  four  .specialists  iti 
rhenniatic  diseases  at  the  Mayo  CUiiiic  and  (iradnate  .School 
of  Medicine.  The  .\mcrican  Rheimiatisni  .Association’s  no- 
menclatnie  and  c lassilication  of  arthritis  and  rheninatisin  is 
ore.sented.  careful  description  of  joitits  is  given.  The  three 
main  t\pes  are  the  synarthroses,  or  iininovahle  articulations; 
the  ainphiai  throses  or  slightly  movable  articulations:  and  the 
diarthroses,  or  freely  movahle  at  tic  illations.  .A  detailed  de- 
scription is  also  given  of  the  seven  forms  of  articnlatitig  sur- 
faces: plane,  spheroidal,  cotylic,  hinge,  condylar,  trochoid, 
and  sellar. 

I he  entire  emphasis  is  on  the  precise  .systematic  |)eifoiin- 
ance  of  joint  examination.  .Swelling  about  a joint  may  he 
caused  hy  inira  articular  effusion,  synovial  thickening,  jteri- 
aiticnlar  soft  tissue  inflammation  such  as  bursitis  or  tendi- 
nitis, bony  enlargement,  or  extra-at  tic ular  fat  pads.  I hese 
conditions  mitst  he  carefully  differentiated  from  one  another. 

I he  .synovial  membrane  is  the  soft  tissue  of  the  joint  and  is 
commonly  inflamed  or  involved  hy  a disease  proce.ss  very 
carlv.  1 he  anatoinv  of  the  svnovial  membrane  is  described 
in  detail  since  changes  may  be  detected  by  careful  |ihysical 
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cxaminatioti  earlier  than  the  involvement  of  the  hard  articu- 
lar structures. 

I he  range  of  motion  of  a joitit  is  emphasized.  'Lhe  authors 
feel  that  active  range  of  motion  should  always  he  observed 
hefote  the  jrassive  range  of  motion  is  determined  whenever 
]3ossible.  ,\tt  ingenions  joint  chart  is  employed  at  the  Mayo 
Clinic,  litis  utilizes  abbreviations  of  the  joints  to  avoid  a 
cuiiihersome  chart  and  contains  three  columns  for  swelling, 
tcndeiness  and  limitation  of  motion.  It  is  suggested  that  a 
system  of  grades  be  used  from  0 to  4 in  which  0 signifies 
normal  and  ■},  maximally  ahttortiial. 

'Fliere  is  a separate  chapter  devoted  to  each  joint,  from 
the  temporomandihular  joint  to  the  joints  of  the  feet.  The 
joint  is  described  according  to  the  essential  anatomy,  inspec- 
tion, jtalpation,  movement,  rattge  of  motion  tests,  and  refer- 
red jtain.  tdinical  photograjths  are  inclmled  in  every  chap- 
ter. rite  anatomical  drawings  are  especially  helpful  and  in 
many  of  these  the  synovial  iiicitihrane  is  shown  in  bine  color 
to  emjjhasi/e  its  imitoilance  and  its  relation  to  other  struc- 
tures. 

The  matciial  is  at  tanged  according  to  objective  signs  and 
is  concertied  ptittiaiily  with  the  lecogitition  and  localization 
of  disea.se.  'Lite  diagnostic  classification  of  disease  is  not  em- 
phasizecl.  1 his  luonograph  wotiltl  be  helpful,  not  only  to 
i heumatologists,  hnt  also  to  ortho])edists,  internists  and  gen- 
eral physicians. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknotcledgentent  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the  interests 
of  our  renders  and  ns  space  permits. 


Orthotics  Etcetera.  The  ninth  volume  of  Physical  Medicine 
Library.  Edited  by  Sidtiey  Licht,  M.D.,  assisted  by  Herman 
L.  Kamenetz,  M.l).  with  2(>  contributors.  Elizabeth  Licht, 
Publisher,  1966.  774  pp.  $24.00. 


.Arteriography.  Priuci|)les  and  Technicpics  Fanphasizing  Its 
Application  in  Community  Hospital  Practice.  Joseph  L. 
(airry,  M.l).  and  U'illaicl  |.  Howland,  M.l).  \V.  B.  .Santiders 
Co.,  Philadelphia  and  London,  1966.  328  pp.  Illustrated. 
$14.00. 


Operable  Heart  Disease.  Pathophysiology,  diagnosis,  attcl 
treatment.  Howard  1).  .Sirak,  M.l).  The  C.  X.  Mosby  Com- 
pany, St.  Louis,  1966.  130  ]>p.  Illustrated.  $12.50. 


Clinical  Epidemiology.  Revised  Edition  by  John  R.  Paul. 
The  University  of  Cihicago  Press,  Chicago  and  London,  1966. 
305  pp.  $7.50. 


The  Theory  .And  Practice  Of  Psychiatry.  Frederick  C.  Rcd- 
lich  and  Daniel  X.  Freedman.  Basic  Books,  New  York,  1966. 
880  pp.  $12..50. 
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USE  ‘POLYSPORIN'. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


© 


brand 
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WlYMYXIN  B-BACITIIA(»  , i 

OINTMENT  1 1 

Wp  prevent  infection  iii^ 
l^^rns,  ond  abrasiiw^*! 
jAi  in  h^iiiig« : 


jfWi 

DENTOCAIN  LOTION,  MUD 

r ' If 

'/PORDI^A—  Alcohol . 70% 

Benzocaine  10% 

-A  Chloroform,  4 mini,  per  flui^ounce. 

SmiA^  OH  Mte  liaLf  . . . 

i KflEHTOCAIN  LOTION  MILD  makes  it  easier  to  go  through 
the;  hfbublesome  teething  period.  A small  amount,  opplied  with 
massoge,  brings  quick,  - soothing  relief  to  irritated  and 
^dlmned  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

f Mic  Mother  • . • 

\ , , ®lf  l^viding  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 

X'/  LOTION  MILD  grants  the  mother  greater  peace  of 

and  severol  odditional  hours  of  necessory  rest. 

ADULT  !s  also  useful  in  providing  temporary 
for  pain  'of  adult  toothache. 
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Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


water  escapes 
into  the  tissue, 
causing  edema 


white  blood 
cells  escape 
through  permeable 
capillary  walls, 
invade  injured 
tissue  and  become 
macrophages 


capillaries 

absorb  water  ^ 
and  swell 


Inflammatory  reaction  after  injury 


■in' 


perithelial  cells|j 
swell,  break  off  froi) 
outside  capillary  ^ 
walls  and  become 
macrophages  ■ 


mast  cells  J 
are  breaking  up 
and  releasing  ■ 
cytotoxins 


macrophages 
are  ingesting 
toxic 

substances 


fibroblasts 
are  in  a 
high  state 
of  activity, 

much  distorted  j 


"A  New  View  of  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  i mpact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.’’^ 


when  complicated  by  infection 

iieo-isyiialar” 

(fiuocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar®  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  orfor  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  : I.Kanee,  B.:CanadMed  Ass  J 88:999  (May  18)  1963.  2.  Scholtz, 
J.  R.;  Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T.,  DMIaha,  C.  J.,  and 
Honeycutt,  W.  M.:  Arch  Derm  92:283  (Sept.)  1965, 
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Figure  1— “Rem  Sleep/Nrem  Sleep  Relationship  Throughout  Human  Life,” 
Roffwarg,  Howard  P.,  Science,  Vol.  152,  pg.  607,  April  29,  1966. 
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Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oom 
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editorials 


The  Nervous  System  And  The 
Electrocardiogram 

Our  knowledge  o£  the  influence  of  the  nervous 
system  upon  the  heart  falls  roughly  into  three 
phases.  The  first  was  the  recognition  that  heart 
rate  and  heart  force  could  be  reduced  by  action  of 
the  vagus  and  increased  by  action  of  the  sympa- 
thetics.  In  the  second  phase  of  the  development  of 
our  knowledge  it  was  demonstrated  by  Nahum  and 
his  associates,^  that  cardiac  arrhythmias  are  also 
closely  involved  with  the  action  of  the  autonomic 
system  upon  the  heart.  In  appropriate  conditions 
the  vagus  contributes  to  the  development  of  atrial 
flutter  and  fibrillation.  On  the  other  hand  the 
sympathetics  were  shown  to  be  intimately  involved 
in  the  development  of  atrial  tachycardia,  ventri- 
cular premature  systoles,  and  ventricular  tachy- 
cardias. 

In  the  present  phase,  it  has  become  evident  not 
merely  that  disturbances  of  rate  and  rhythm  are 
related  to  autonomic  nervous  system  activity,  but 
also  that  the  ST  segment  and  the  T wave  can  be 
altered  by  action  of  the  nervous  system.  There  are 
reported  numerous  clinical  observations  in  patients 
who  suffer  from  central  nervous  system  disease,  of 
striking  changes  in  the  form  of  the  T wave  even 
though  the  heart  itself  is  not  damaged  in  any 
way.^ 

Normally  the  T wave  is  positive  across  the  pre- 
cordium  especially  on  the  left  side  because  the 
apical  and  diaphragmatic  heart  surfaces  repolarize 


faster  than  the  remaining  surfaces  of  the  ventricular 
myocardium.  One  reason  for  this  is  that  the  apex 
and  diaphragmatic  regions  operate  at  a somewhat 
higher  temperature  than  the  rest  of  the  myo- 
cardium. One  reason  for  this  is  presumed  to  l^e 
that  it  rests  upon  the  liver  which  is  the  hottest  organ 
in  the  body. 

When  the  rejDolarization  of  the  apex  is  delayed 
by  cooling  with  a thermal  chamber  placed  over  it, 
then  the  T wave  promptly  becomes  inverted.  When 
this  region  is  heated  then  the  T wave  turns  upright 
and  may  become  much  taller.  The  conclusion 
Nahum  and  his  associates  arrived  at  was  that  the 
form  of  the  T wave  is  due  to  the  interaction  be- 
tween aj^ical  and  basal  repolarization  processes  and 
that  normally  the  positive  T wave  is  due  to  more 
rapid  repolarization  at  the  apex  and  inferior  regions 
of  the  heart. 

With  this  as  a background  it  is  possible  to  form 
a hypothesis  as  to  why  the  T wave  form  changes 
during  nervous  system  disease.  If  the  sympathetics 
altered  the  sequence  of  recovery  from  excitation  by 
changing  the  duration  of  ventricular  recovery  in 
different  regions  of  the  myocardium  then  ST- 
changes  could  arise  that  are  comparable  with  those 
described  in  the  clinical  situation  of  central  nervous 
system  disease.  From  certain  patients  with  central 
nervous  disease  characteristic  electrocardiogram 
disturbances  have  been  described  in  which  there  is 
a prolonged  QT  interval  and  large  inverted  T waves 
but  no  other  evidence  of  cardiac  disease.  A picture 


THE  COVER  

Figure  1.  Graph  showing  changes  (with  age)  in  total  amounts  of  daily  sleep,  daily  REM  sleep, 
and  in  percentage  of  REM  sleep.  Note  sharp  diminution  of  REM  sleep  in  the  early  years.  REM 
sleep  falls  from  8 hours  at  birth  to  less  than  1 hour  in  old  age.  The  amount  of  NREM  sleep 
throughout  life  remains  more  constant,  falling  from  8 hours  to  5 hours.  In  contrast  to  the  steep 
decline  of  REM  sleep,  the  quantity  of  NREM  sleep  is  undiminished  for  many  years.  Although 
total  daily  REM  sleep  falls  steadily  during  life,  the  percentage  rises  slightly  in  adolescence 
and  early  adulthood.  This  rise  does  not  reflect  an  increase  in  amount;  it  is  due  to  the  fact  that 
REM  sleep  does  not  diminish  as  quickly  as  total  sleep.  Work  in  progress  in  several  laboratories 
indicates  that  the  percentage  of  REM  sleep  in  the  50-  to  85-year  group  may  be  somewhat  higher 
than  represented  here.  Data  for  the  33-  to  45-  and  70-  to  85-year  groups  are  taken  from  Strauch 
(139)  and  Lairy  (140)  respectively. 


Volume  30,  No.  10 


693 


comparable  to  that  which  occurs  wlicii  tlic  apex 
is  cooled. 

Jaiiowitz,  et  al."*  attempted  to  claiify  tlie  mechan- 
ism ol  this  type  ol  change  in  the  electrocardiogram 
In'  stimnlating  either  the  right  stellate  ganglion  and 
ablating  the  left  or  by  ablating  the  right  stellate  and 
stimnlating  the  left  accelerator  nerve.  It  appears 
Irom  their  studies  that  the  right  stellate  ganglion 
innervates  the  anterior  sniiace  whereas  the  left 
stellate  ganglion  fibers  innervate  primarly  the 
p<«terior  ventricnlar  surface.  When  the  right  stellate 
was  stimnlated  recovery  was  accelerated  in  the 
anterior  surface.  .Similarly  a shorter  recovery  process 
occurred  in  the  ]x)sterior  ventricle  when  tire  lelt 
stellate  was  stinndated.  'Udiatever  changes  in  the  1’ 
wave  form  that  takes  plate  appears  to  be  the  residt 
of  alterations  in  the  recovery  proce,sses  in  these  two 
areas  tansed  by  the  sympathetic  nervous  system. 

It  is  significant  that  the  sympathetics  do  affect 
the  rate  of  recovery  in  different  parts  of  the  ven- 
tricles as  judged  by  changes  in  the  duration  of  the 
refractory  peri(Kl.  It  is  also  revealing  that  the  T 
wave  form  changes  observed  following  unilateral 
alteration  of  sympathetic  tone  paralleled  those 
electrocardiograjdiic  abnormalities  .seen  in  jjatients 
with  lesions  of  the  central  nervous  system.  W'e  have 
here  an  explanation  of  the  clinical  findings  in  such 
patients  namely  that  the  sympathetics  in  addition  to 
altering  heart  rate,  heart  force,  heart  rhythm,  also 
can  alter  the  refractory  period  in  different  areas  of 
the  ventricle  and  produce  significant  T wave  form 
changes  which  are  on  a functional  basis. 

I bis  work  of  Janowitz,  et  al.  amply  confirms  the 
ex})lanation  of  the  nature  of  the  T wave  offered  by 
Nahum  and  his  associates.  It  confirms  the  view 
that  striking  changes  in  the  T wave  form  can  arise 
not  only  from  myocardial  disease  but  also  from 
functional  changes  caused  by  the  action  of  the 
sympathetics  on  the  heart. 

L.Il.N. 
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The  Prevention  Of  Strokes 

.Strokes,  it  is  well  ktiowti,  cati  be  caused  by  etnboli, 
or  follow  tratisient  ischemic  attacks  or  resitlt  from 
hypertetisioti.  Once  a stroke  is  completed,  it  causes 


some  degree  of  brain  damage,  leaves  the  patient 
with  less  or  more  disability  atul  must  be  regarded 
as  a tnajor  set-back  in  the  patient’s  life.  Sitice  we  catt 
ilo  somethitig  iti  each  cjf  these  three  areas,  the 
physiciati  must  give  high  priority  to  the  preventioti 
of  a cotnpleted  stroke.  What  can  we  do  in  each  of 
the  three  areas  mentioned  above? 

\Vc  know  that  in  nnselected  ca.ses  of  completed 
strokes  end^oli  arising  in  such  conditions  as  atrial 
fibrillation,  myocardial  infarction,  cardiomyopathy 
or  endocardial  hbrosis,  5-10  per  cent  of  them  are 
caused  by  emboli.  Furthermore,  in  acute  myocardial 
infarction  over  75  per  cent  of  emboli  go  to  the  brain. 
Fin  thermore  as  many  as  12  per  cent  of  patients  of 
unrecognized  mitral  stenosis  first  present  themselves 
to  the  ])hysician  because  of  cerebral  embolism.’  In 
the  last  group  of  course  prevention  of  embolism 
is  clearly  impossible,  except  perhaps  by  routine 
examination  of  people  in  positive  health.  Yet  even 
after  the  first  embolus  there  is  still  scope  for 
prophylaxis  against  a second  embolus  which  is 
likely  to  occur  in  (10  per  cent  of  the  surviving 
patients. 

Regardless  of  what  position  one  takes  on  the 
tpiestion  of  anticoagulant  therapy  in  the  manage- 
ment of  cerebrovascular  disease  (in  which  there  is 
some  disagreement) ,-  there  is  practically  universal 
acceptance  of  its  value  in  preventing  cerebral  em- 
bolization. Ideally  of  course  such  treatment  should 
begin  before  the  first  embolism  occurs,  hence  the 
necessity  for  beginning  anticoagulant  therapy  in 
all  ca,ses  in  which  a potential  source  of  emboli  is 
known  to  be  present.  The  importance  of  this  was 
shown  by  a series  of  105  pts,  with  mitral  stenosis 
whose  .symptoms  were  trivial  or  absent.  Over  a 
period  of  four  and  one-half  years,  15  patients  ex- 
jierienced  a cerebral  embolus,  five  of  which  proved 
to  be  fatal.  \Vhat  we  do  not  know  is  what  would 
happen  in  a similar  scries  who  were  placed  on  anti- 
coagulants from  the  standpont  of  incidence  of 
embolization  or  complications  of  the  treatment 
itself,  since  continuing  successfid  anticoagulation 
over  a period  of  four  and  one-half  years  is  no  easy 
task.  Of  course  if  embolization  has  already  occurred, 
the  (piestion  still  remains  when  anticoagulation 
shouhl  be  begun,  for  fear  of  causing  hemorrhage  in 
ihe  infarcted  region  of  the  brain.  Marshall'*  believes 
it  shoidd  be  started  immediately  with  heparin  and 
then  the  cotimarins.  Some  neurologists  jDrefer  to 
wait  until  danger  of  cerebral  hemorrhage  in  the 
area  of  the  acute  infarct  has  passed. 

'Fhe  short-lived  disturbances  of  transient  ischemic 
attacks  (TI.V’s)  frecpiently  give  warning  that  a 
completed  stroke  is  impending.  It  aj^pears  that  this 
danger  is  much  greater  when  the  'l’L\’s  are  occurr- 
ing in  the  distribution  of  the  carotid  artery  and 
its  branches  than  when  the  vertebro-basilar  system 


694 


Connecticut  Medicine,  October,  1966 


Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton" 

chlorthalidone  50  mg,  reserpine  0,25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage;  Both  components  of  Regrofon 
are  long-acting. 

/U'erage  dosage;  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precatrf/ons;  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in  , 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  elfects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Avaiiabiiity:  Bottles  of  100  and  1000  tablets. 
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For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 
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jis  involved.^  The  appearance  of  TIA’s  in  the  carotid 
I territory  is  therefore  a signal  for  immediate  action 
for  if  one  shonld  wait  half  of  these  patients  may 
be  expected  to  complete  the  stroke  within  a month. 

There  are  a variety  of  causes  of  TIA  and  it  is 
mandatory  upon  us  to  ascertain  the  immediate 
cause.  Anemia  or  polycythemia  can  easily  be  recog- 
nized by  a hematologic  examination  and  overcome. 
Transient  falls  in  arterial  pressure  such  as  may  be 
caused  by  reduced  cardiac  output  in  severe  hemor- 
rhage acute  myocardial  infarction  or  shock  can  be 
combatted.  Similarly  hypotensive  drugs  poorly  con- 
trolled can  produce  hypotension  and  produce  a 
TIA.  Finally  transient  hypertensive  crises  may  also 
occur  and  give  rise  to  focal  neurological  symptoms 
and  signs  instead  of  the  more  generalized  dis- 
turbances of  cerebral  function  usually  associated 
with  hypertensive  encephalopathy.  Parnate  and 
cheese  have  been  associated  in  the  production  of 
hypertensive  crises.  Patients  with  malignant  hyper- 
tension who  show  evidence  of  being  on  the  verge 
of  develojaing  it  also  require  immediate  control 
of  blood  pressure.  The  conditions  mentioned  above 
are  readily  detected  and  readily  managed  at  the 
first  examination  but  account  only  for  a minority 
of  the  TIA’s. 

The  majority  of  the  TIA’s  require  a careful 
assessment  of  the  neck  vessels.  There  may  be  a clue 
in  the  history  as  to  what  is  likely  to  be  found.  For 
example,  a past  history  of  pain  in  a cervical  root 
and  a story  that  the  TIA’s  tend  to  occur  whenever 
the  patient  turns  his  neck  suggests  intermittent 
compression  of  the  vertebral  artery  by  osteophytes 
due  to  cervical  spondylosis.^  The  association  of 
attacks  in  the  vertebrobasilar  territory  with  the  use 
of  the  iqjjier  limb  and  the  finding  of  a difference  in 
the  level  of  blood  pressure  in  the  two  arms  raises  the 
question  of  subclavian  obstruction  and  blood  diver- 
sion from  the  vertebral  into  the  axillary  artery.® 
The  presence  of  a murmur  over  the  bifurcation 
of  the  carotid  artery  in  the  neck  indicates  that  a 
stenosis  is  probably  present. 

Obviously  a necessary  step  toward  rational  treat- 
ment requires  angiographic  study  in  the  stenotic 
and  compressive  lesions  of  the  carotid  subclavian  or 
vertebrobasilar  arteries.  Then  operations  such  as 
endarterectomy  or  the  removal  of  osteophytes  or 
restriction  of  neck  movements  through  use  of  a 
collar  must  be  evaluated  in  terms  of  the  pathology 
thus  uncovered.  Alternatively  one  must  consider 
anticoagulation  therapy,  since  there  is  clinical  evi- 
dence from  controlled  trials  of  the  value  of  such 
therapy  in  some  cases  of  TIA’s. 

There  are  of  course  certain  theoretical  difficulties 
in  such  an  approach.  The  first  is  that  platelet  ad- 
hesiveness which  leads  to  the  formation  of  the  first 
nidus  of  an  arterial  thrombus  is  not  responsive 
to  anticoagulation.  The  second  is  that  the  rupture 


of  an  atherosclerotic  placque  liberating  cholesterol 
debris  emboli  which  subsequently  impact  in  the 
cerebral  or  retinal  vessels  cannot  be  prevented  by 
anticoagulation.  Flowever  such  open  wounds  could 
form  the  basis  for  a fibrin-platelet  clot  which  might 
be  prevented  by  anticoagulation.  In  these  instances 
the  length  of  time  necessary  for  epithelialization 
is  not  known  but  it  has  been  suggested  that  such 
therapy  be  continued  for  at  least  a year.^’^ 

There  is  a third  way  to  forestall  the  development 
of  a completed  stroke,  namely  by  the  proper  man- 
agement of  hypertension.  Cerebrovascular  accidents 
are  a common  cause  of  death  in  patients  with  un- 
treated hypertension.  Even  when  a patient  has 
already  experienced  a stroke,  reducing  the  blood 
piessure  can  reduce  the  incidence  of  a recurrence 
and  contribute  importantly  to  lowering  mortality. 
There  are  of  course  certain  self-evident  points  that 
must  be  observed  when  employing  hypotensive 
drugs  in  patients  with  cerebrovascular  disease.  Too 
great  a reduction  should  not  be  sought  and  a 
diastolic  pressure  of  100  mm  Hg  is  an  acceptable 
level  for  the  cerebrovascular  patient. ^ Drugs  which 
have  a marked  postural  hypotensive  effect  should 
be  avoided  and  the  patient  must  be  carefully  in- 
structed about  the  advisability  of  taking  some 
gentle  exercise  on  the  bed  before  first  arising  in 
the  morning.  He  must  be  told  about  the  need  to 
lower  the  head  immediately  if  ever  he  should  ex- 
perience hypotensive  symptoms. 

Our  knowledge  of  the  basic  causes  of  degenerative 
disease  is  as  yet  fragmentary  and  much  work  remains 
to  be  done  on  the  pathogenesis  of  atherosclerosis 
before  we  can  hope  to  prevent  those  vascular 
changes  which  are  ultimately  responsible  for  the 
completed  stroke.  Nevertheless  we  already  have 
some  means  by  which  we  can  reduce  the  incidence 
of  its  most  devastating  effects  on  brain  and  the 
useful  applications  of  those  means  discussed  above 
shoidd  prove  rewarding  in  the  prevention  of  a com- 
pleted stroke. 

L.H.N. 
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Judging  The  Severity  Of  Heart 
Disease:  The  Clinical  Use  Of  The 
Ballistocardiogram  (BCG) 

riie  BCG  diffens  greatly  lioni  the  EGG  lor  the 
latter  bear.s  no  (jiiantitative  relation  to  any  aspects 
ol  myocardial  performance  whereas  the  BGG  hears 
a very  close  relation  to  the  dynamics  of  the  circula- 
tion. After  challenging  a heart  by  a stre,ss,  it  is 
possible  to  detect  the  less  fit  among  healthy  persons 
seeking  empolyment  as  airplane  pilots. ^ The  BGG 
becomes  abnormal  in  all  or  many  patients  after 
age  50.  .\fter  a heavy  meal  an  anginal  patient  will 
not  show  increased  amplitude  in  the  BGG.  Smoking 
by  a coronary  patient  causes  deterioration  in  the 
force  BGG.  SimTing  one  cigarette  by  diabetics 
tinder  36  produces  an  abnormal  BGG  in  over  half. 
The  physiology  of  this  abnormal  reaction  is  not 
worked  out.  Klensch-  thought  nicotine  increased 
the  cardiac  load  due  to  release  of  catecholamines. 
However  carbon  monoxiile  hemaglobin  may  also 
play  a role. 

If  smoking  produces  such  an  effect  on  abnormal 
hearts,  then  other  drugs  may  also  do  this.  Pro- 
found BGG  abnormalities  are  regularly  catised  by 
large  doses  of  (piinidine  and  vasopressin  in  e.xperi- 
mental  animals.  \\'hen  an  anginal  attack  is  termi- 
nated by  nitroglycerin  it  is  accompanied  by  great 
improvement  in  the  BGG.  It  Irecpientlv  does  this 
when  given  between  attacks.  Still  more  unexpected 
is  the  marked  improvement  after  nitroglycerin  in 
the  abnormal  BGG  of  certain  elderly  persons  who 
have  never  had  angina  pectoris  or  myocardial  in- 
farction.i 

From  the  standpoint  of  prognosis  the  BGG  is 
most  helpful.  Starr  points  otit  that  diminution  of 
the  force  BGG  grows  with  age  and  if  a patient 
already  shows  a small  record,  his  chance  of  develop- 
ing heart  disease  is  increa.sed  and  the  mortality 
among  such  patients  is  also  greater.  In  fact  the 
more  abnormal  the  form,  the  shorter  is  the  average 
life  duration.  This  is  as  trtie  in  patients  not 
diagnosed  as  having  heart  disease  as  it  is  in  those 
that  were  so  diagnosed.  Those  patients  with  angina 
and  with  an  abnormal  BGG  suffered  three  times  as 
many  infarctions  as  did  those  with  a normal  BGG. 

In  short,  when  one  measures  the  variotis  ways  of 
judging  the  severity  of  cardiac  involvement,  the 
BGG  is  not  inferior  to  other  evidences  (heart  size, 
arterial  pressure,  EGG  conduction  defects)  and 
has  better  prognostic  value.  Ehe  BGCi  therefore 
fully  deserves  to  take  its  place  beside  the  other  valid 


clinical  methods  in  any  judgment  of  the  severity 
of  heart  disease.  It  can  supplement  the  etiological 
and  anatomical  data  and  increase  the  accuracy  of 
our  estimate  of  the  .severity  of  any  case  and  indicate 
the  need  for  and  direction  which  treatment  should 
take. 

I 

■Starr  emphasizes  his  experience  that  over  one- 
half  of  the  cases  of  cardiac  abnormalities  en- 
coitntered  iti  the  clinic  will  be  missed  without  the 
force  BGCi  record.  So  the  question  arises  how  best 
can  the  evidence  of  physiological  cardiac  abnor- 
mality be  secured.  Starr  thinks  that  by  simiil- 
tatieotisly  recorditig  the  BGG  and  the  carotid  pulse, 
it  is  possible  to  obtain  greater  insight  into  the  two 
chief  aspects  of  the  heart’s  accomplishment:  setting 
the  blood  in  motion  and  raising  the  pressure 
throughout  the  cardiac  cycle. 

Once  the  two  records  are  obtained,  the  ejuanti- 
tative  analysis  of  cardiac  function  in  terms  of 
Newtonian  physics  becomes  possible.  study  of 
the  behavior  of  both  records  immediately  after  the 
onset  of  ejection  gives  evidence  of  cardiac  strength 
as  it  indicates  the  initial  jerk  of  the  cardiac  con- 
traction. If  the  person  is  healthy,  the  BGG  is 
strongly  deflected  at  this  time  and  so  is  the  initial 
dellection  of  the  carotid  pulse  etjually  sharp  and 
abrupt.  If  the  initial  deflections  are  less  clearly 
marked,  if  the  angles  are  rounded,  if  the  slopes  are 
less  steep,  if  the  onset  of  ejection  becomes  hard  to 
find,  then  we  have  evidence  of  a heart  beating 
weakly. 

Ehe  amplitude  of  the  initial  deflection  of  thei 
two  records  is  another  indication  of  cardiac  strength. 
If  the  heart’s  contraction  is  jerky  and  incoordinatei 
this  is  easily  identified  by  abnormalities  in  the 
contour  of  the  BGG.  If  the  BGG  and  carotid  pulse 
wave  are  similarly  affected  then  an  abnormal ityi 
plainly  resides  in  the  left  ventricle.  Whereas  an 
abnormal  BGG  not  present  in  the  pulse  curve  indi- 
cates a right  ventrietdar  abnormality. 

There  appear  many  diagnostic  possibilities  other 
than  these.  VVdien  the  heart  contracts,  its  energy 
is  divided  between  energy  of  pressure  and  energy  of 
blood  flow.  The  relative  projrortions  of  these  two 
kinds  of  energy  differ  widely  from  case  to  case 
and  how  best  to  combine  the  data  given  in  the 
pulse  curve  and  the  BGG  to  obtain  a single  overall 
estimate  of  cardiac  energetics  is  not  yet  at  hand 
but  presents  some  fascinating  problems  for  further 
investigation. 

Diagnosis  however  is  not  enough;  we  must  also 
aim  in  the  prevention  and  cure  of  diseases.  The 
physiologic  abnormalities  detected  by  the  BGG 
studies  of  the  higher  dynamic  ftinction  of  the  heart 
must  lead  to  knowledge  of  how  to  treat  them  better 
than  we  do  now.  Ehe  BGG  can  help  us  to  decide 
which  patients  are  being  benefited  by  digitalis  and 
those  that  may  be  injured  by  it.  The  BGG  has 
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taught  us  that  just  as  the  action  of  nitrites  given 
during  an  anginal  attack  is  sjaectacular,  it  can  also, 
when  gi\en  in  between  attacks  cause  temporarily  a 
marked  improvement  in  the  strength  and  coordina- 
tion of  the  heat’s  beating  and  the  same  beneficial 
effect  is  seen  in  many  elderly  persons  who  have 
never  had  angina.  Here  is  a case  in  which  the  thera- 
peutic possibilities  of  the  nitrites  are  better  realized 
since  BCG  studies. 

Abdominal  binders  are  coming  back  into  their 
own  as  a result  of  BCG  studies  in  certain  subjects. 
Binders  were  advocated  in  the  past  in  the  treatment 
of  angina  pectoris  but  have  been  little  used  in 
recent  years.  Starr  reports  a surprisingly  beneficial 
effect  on  the  BCG  in  patients  with  angina  pectoris 
and  this  suggests  that  if  a patient’s  BCG  improves 
after  applying  a binder,  that  some  cardiac  difficulty 
in  such  patients  may  come  from  inadecjuate  filling. 
This  also  points  up  the  importance  of  abdominal 
exercises  in  such  patients  to  strengthen  the 
abdominal  wall. 

Starr  points  out  that  marked  deterioration  of 
cardiac  function  takes  place  after  heart  operations. 
He  urges  that  knowledge  of  the  preoperative  myo- 
cardial state  as  determined  by  the  BCG  might  help 
the  surgeon  to  determine  how  to  reduce  damaging 
procedures  during  operation  and  help  him  to  dis- 
tinguish more  from  less  harmful  techniques.  It 
might  also  help  the  cardiac  surgeon  if  he  had 
knowledge  of  the  preoperative  myocardial  state  to 
avoid  the  greater  risks  and  thereby  lower  immedi- 
ate postoperative  mortality. 

The  BCG  records  can  also  be  used  to  detect 
harmful  situations.  We  all  know  that  exercise 
makes  the  BCG  of  some  patients  better,  but  those 
of  others  worse,  and  so  it  follotvs  that  BCG 
monitoring  should  help  us  to  detect  which  patients 
should  exercise  and  how  much  shotdd  be  under- 
taken, especially  during  convalescence  from  myo- 
cardial infarction.  This  type  of  monitoring  with 
the  ECG  has  been  tried  in  post-myocardial  in- 
farction rehabilitation  by  graded  exercise.  However 
the  BCG  seems  to  be  a better  instrument  to  detect 
improvement  in  myocardial  function  than  is  the 
ECG.  Eurthermore  we  know  that  training  improves 
the  strength  and  coordination  of  peripheral  muscles. 
Why  should  we  not  use  the  BCG  to  find  out 
whether  this  is  also  true  of  the  heart  muscle. 

Many  problems  about  myocardial  function  will 
now  be  studied  and  solved  which  we  have  not 
been  able  to  settle  by  history,  physical  findings. 
X-ray  and  ECG.  Withthe  BCG  we  will  obtain  a 
direct  measurement  of  myocardial  function  and 
learn  how  well  the  heart  is  raising  the  pressure 
and  setting  the  blood  in  motion  as  it  pumps  it 
about  the  body. 

L.H.N. 


Metabolic  Obesity  And  Genetics 

Realizing  that  hunger  and  satiety  are  regulated 
by  centers  in  the  hypothalamus,  then  a regulatory 
type  of  obesity  would  be  one  in  which  the  centers 
are  damaged.  These  would  be  exemplified  by 
obesities  induced  by  destruction  in  the  ventro- 
medial nuclei  bilaterally.  Such  destruction  could 
be  achieved  surgically.  It  has  also  been  produced  by 
Mayer  after  administration  of  gold  thioglucose. 
This  latter  substance  seems  to  be  taken  up 
selectively  in  the  ventromedial  nuclei  and  the  gold 
destroys  the  neurons  in  this  area. 

Whatever  method  is  used  to  injure  the  ventro- 
medial nuclei,  the  resulting  syndrome  in  mice  is  one 
of  hyperphagia  and  obesity  to  four  times  the  normal 
weights.  Their  rates  of  lipogenesis  and  cholestero- 
genesis  (as  measured  by  incorporation  of  radio- 
acetate into  hepatic  and  extrahepatic  fatty  acid 
and  cholesterol  in  vivo  and  in  vitro)  increases  in 
proportion  to  the  amount  these  animals  are  allowed 
to  overeat.  One  can  make  such  animals  return  to 
normal  in  every  way  by  fasting. 

Metabolic  obesity  is  different.  In  this  type  the 
primary  lesion  is  an  inborn  or  acquired  error  in 
the  metabolism  of  tissues  per  se.  In  this  type, 
peripheral  metabolic  dysfunction  may  in  turn  inter- 
fere with  the  proper  function  of  the  nervous 
system.  One  example  of  metabolic  obesity  is  found 
in  mice  and  termed  hereditary  obese  hyperglycemic 
syndrome.  It  can  produce  as  extreme  an  obesity 
as  the  hypothalamic  types  but  their  hyperphagia 
is  less  pronounced  and  relative  inactivity  is  par- 
tially responsible  for  their  caloric  surplus. 

The  adipose  tissue  of  these  animals  also  has 
abnormal  characteristics  such  as  lipogenesis  even  in 
fasting  and  decreased  glucose  uptake.  There  are  no 
effects  of  epinephrine  on  fat  mobilization  and  fatty 
acid  release  from  adipose  tissue.  There  are  also  some 
pancreatic  changes  as  well,  for  glucose  accumulates 
in  the  blood  and  the  pancreas  becomes  exhausted 
because  of  resultant  increased  production  of  insulin. 

Mice  made  obese  by  grafting  ACTH  secreting 
tumors  also  show  a large  number  of  metabolic 
abnormalities.  The  blood  glucose  levels  are  high 
and  show  remarkable  stability  under  fasting  condi- 
tions. Furthermore,  the  fasting  condition  does  not 
reduce  liver  glycogen  levels  and  the  rate  of  lipo- 
genesis during  fasting  is  higher  than  normal.  Even 
more  remarkable  is  that  during  starvation  such 
animals  develop  no  ketosis. 

The  question  thus  arises  whether  similar  dis- 
tinctions between  regulatory  and  metabolic  obesity 
may  also  occur  in  man.  Since  they  occur  in  animals, 
they  should  also  be  found  in  man  and  a search  is 
under  way  to  see  if  they  do.  All  of  this  leads  to  the 
question  of  the  role  of  genetic  factors  in  either  type 
of  obesity.  In  laboratory  animals  genetic  factors  are 
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clear  cut.  There  is  the  hereditary  obese  hyper- 
glycenic  syndrome  mentioned  above  and  yellow 
obesity,  a dominant  syndrome  ol  mice  heterozygous 
for  this  gene.  Quite  different  is  the  New  Zealand 
obesity,  a recessit  e syndrome  of  obesity  and  diabetes 
in  mice.  Then  there  is  a genetically  controlled  spon- 
taneous degeneration  of  the  ventromedial  area  of 
the  hypothalamus.  There  are  many  others  described 
in  laboratory  and  farm  animals. 

Whth  such  well  established  evidence  of  the  rela- 
tion between  obesity  and  genetics  in  animals  one 
would  expect  that  in  man  also  genetics  may  play 
a role  in  metabolic  obesity  and  other  forms.  How- 
ever to  demonstrate  a hereditary  nature  of  familial 
obesity  in  man  is  much  more  difficult.  We  know  it 
runs  in  families.  Batter^  in  a series  of  1,000  obese 
patients  found  one  or  both  parents  were  obese  in 
73  per  cent.  This  finding  has  been  repeatedly  con- 
firmed by  many  others.  Mayer  in  Boston  also  found 
a high  degree  of  correlation  between  overweight  in 
parents  and  children.  On  the  other  hand  only 
nine  per  cent  of  children  of  average  weight  parents 
were  found  obese  by  Gurney.^ 

It  is  not  easy  to  interpret  this  kind  of  data  without 
considering  interaction  of  cultural  background 
with  genetics  to  determine  the  incidence  of  over- 
weight. There  are  conflicting  views  on  relation  of 
ethnic  origin  and  severity  of  obesity.  The  possible 
interaction  of  environmental  and  genetic  factors  is 
hard  to  separate.  Some  of  the  most  useful  tools  of 
genetics  for  example,  parent  to  offspring,  brother  to 
sister,  mating,  are  not  applicable  to  human  studies. 
This  leaves  study  of  genetic  factors  in  human  obesity 
to  study  of  twins,  study  of  sex  ratios,  and  study  of 
somatotypes  in  relation  to  obesity. 

The  method  of  studying  the  problem  in  twins  is 
simple.  Characteristics  of  obesity  should  occur  in 
identical  twins  (monozygotic)  but  should  not  neces- 
sarily appear  in  fraternal  twin  pairs.  The  weight 
in  identical  twin  pairs  was  found  pretty  constant 
by  Mayer  and  thus  suggests  that  genetic  factors 
are  of  paramount  importance. 

Striking  indication  of  genetic  determination  in 
human  obesity  comes  from  evidence  from  sex  ratios 
in  children.  There  is  as  Mayer  states  relative  excess 
of  fat  females,  over  fat  males,  among  parents  and 
siblings  of  the  obese  (60  per  cent  are  fat  females 
and  40  per  cent  are  fat  males).  In  adopted  children 
there  was  no  correlation  between  them  and  parents 
whereas  there  was  a correlation  between  natural 
children  and  their  parents.  Where  food  is  abundant 
and  hard  physical  labor  unnecessary,  it  could  very 
well  be  that  genetic  factors  could  dictate  predis- 
position to  overweight.  What  the  mechanism  of 
heredity  may  be  is  still  missing. 

The  final  point  that  Mayer  makes  is  that  there 
is  a correlation  between  the  patients  somatotype 


and  obesity.  Obese  girls  differed  from  non-obese  in 
two  particulars;  the  amount  of  fatty  tissue,  and  their 
somatotype.  The  obese  adolescent  girls  appeared 
to  be  more  endomorphic  and  considerably  less 
ectomorphic  than  the  non-obese  girls  in  the  general 
population.  The  obese  group  had  large  skeletons 
and  muscle  mass  in  spite  of  inactivity.  They  also 
showed  an  absence  of  narrow  elongated  extremities. 
Seltzer  and  Mayer’^  found  very  few  girls  with  long 
tapered  fingers  who  are  obese.  In  adults,  however, 
the  problem  is  more  complex. 

If  there  is  a close  correlation  between  obesity  and 
body  types  in  adolescents  this  obviously  argues  for 
the  genetic  determination  of  obesity  because  the 
hereditary  character  of  the  determination  of  body 
build  has  been  repeatedly  demonstrated.^’® 

L.H.N. 
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Cardiese  Lymphatics  And  Their 
Reiation  To  Cardiac  Function 

Only  a few  of  the  tissues  of  the  body  do  not  have 
lymphatic  channels.  Those  include  portions  of  the 
skin,  the  central  nervous  system,  deeper  portions  of 
the  peripheral  nerves,  the  endomysium  of  the 
muscles  and  the  bones.  However,  even  in  these 
structures  are  minute  passages  through  which  extra- 
cellular fluid  can  flow  and  eventually  this  fluid  flows 
to  other  areas  that  do  have  lymphatic  channels  or 
that  can  empty  directly  back  into  the  blood. ^ But 
in  all  other  tissues  the  lymphatic  system  is  highly 
developed  and  represents  an  accessory  route  by 
which  fluids  from  the  interstitial  spaces  can  flow 
back  into  the  blood.  Most  important  is  the  fact  that 
lymphatics  can  carry  proteins  and  even  large  par- 
ticulate matter  away  from  the  tissue  sjiaces,  neither 
of  which  can  be  removed  by  absorption  directly 
from  the  blood  capillary. 

The  concentration  of  protein  in  the  lymph  from 
most  areas  of  the  body  is  about  1.5  grams  per  cent 
which  is  also  the  concentration  of  the  interstitial 
fluid.  To  be  sure  some  lymphatic  drainage  as  from 
the  liver  and  gastro-intestinal  tract  contain  proteiii 
concentrations  as  high  as  3-5  per  cent.  This  removal 
of  protein  by  the  lymphatics  is  an  absolutely  essen- 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2 % benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 
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tial  function  without  which  the  cells  would  die 
probably  within  24  hours.  The  reason  for  this  is 
that  only  a small  proportion  of  the  proteins  that 
leak  into  the  tissue  spaces  from  the  arterial  capillary 
can  diffuse  back  into  the  capillary  because  there  are 
five  times  as  many  pioteins  in  the  plasma  as  in  the 
interstitial  fluid.  As  the  fluid  is  reabsorbed  at  the 
venous  end  of  the  capillary,  most  of  the  protein 
is  left  behind  and  tends  to  accumulate  in  the  inter- 
stitial spaces.  This  in  turn  increases  the  tissue 
colloid  osmotic  pressure  and  further  decreases  re- 
absorption of  fluid  by  the  capillaries. 

It  can  be  seen  that  unless  the  protein  in  the  inter- 
stitial fluid  is  carried  away  by  the  lymphatics,  ex- 
change between  plasma  and  interstitial  fluid  would 
cease  and  cells  would  be  choked  off  from  receiving 
nutriments  and  excreting  waste  products.  Therefore 
it  is  valuable  that  the  quantity  of  interstitial  fluid 
be  maintained  at  a minimum  by  the  lymphatic 
channels  so  that  rapid  transfer  of  these  substances 
can  occur.  When  extracellular  fluid  edema  develops 
the  distances  that  nutriments  and  excreta  must 
travel  increases  markedly  and  nutrition  of  the 
cells  may  suffer  greatly. 

Usually  the  flow  of  lymph  from  any  tissue  is  rela- 
tively small  compared  to  tissue  irrigation  caused  by 
exchange  of  fluid  between  the  plasma  and  the  inter- 
stitial fluid.  However,  when  elevated  capillary 
pressure  develops  as  in  heart  failure  or  decreased 
plasma  colloid  osmotic  pressure,  then  amount  of 
interstitial  fluid  increases  until  edema  develops.  If 
increased  permability  of  the  capillaries  increases 
as  during  infection  or  anoxia,  then  also  extra- 
cellular fluid  volume  increases  and  the  tissue  pres- 
sure will  rise.  If  the  lymphatic  channels  remain 
open  the  rate  of  lymph  flow  in  such  instances  may 
rise  to  as  much  as  10  times  the  normal.  If  the 
lymphatic  drainage  from  any  area  of  the  body  be- 
comes blocked,  more  and  more  protein  collects  in 
the  local  tissue  spaces  until  finally  the  concentra- 
tion of  this  protein  may  approach  the  concentration 
of  protein  in  the  plasma  with  the  resulting  dire 
consequences  mentioned  above. 

Such  lymph  obstructions  are  known  to  follow 
filariasis  and  also  following  operations  for  removal 
of  cancer  because  adjacent  lymph  nodes  must  be 
removed  also.  It  also  follows  inflammations  in 
certain  tissues  leading  to  dire  consequences  depend- 
ing upon  the  degree  of  lymphatic  involvement. 
Inflammatory  edema  occurs  for  a variety  of  reasons. 
One  is  damage  to  the  cell  itself  which  causes 
autolysis  of  organic  substances  inside  the  cell. 
I'he  sodium  punqr  of  the  cell  membrane  becomes 
inoperative  causing  large  amounts  of  Na  to  collect 
inside  the  cell.  This  raises  the  osmotic  pressure  in 
the  cell  greatly  and  causes  their  swelling.  Such 
damaged  cells  can  release  toxic  substances  into  the 


surrounding  interstitial  fluid  and  some  will  attack 
the  local  capillaries  and  make  them  more  per- 
meable. Others  will  cause  the  proteins  that  diffuse 
into  the  lymphatics  to  coagulate.  In  this  way  there 
occurs  increased  capillary  permeability  together 
with  lymphatic  blockage. 

Such  general  principles  should  be  borne  in  mind 
in  regard  to  the  function  of  any  organ,  and  the 
heart  is  no  exception  although  we  rarely  think  of 
circulation  through  the  coronary  system,  except  in 
terms  of  its  arterial  structure.  The  fact  is  that  the 
heart  has  a rich  lymphatic  system,  richer  in  youth 
and  young  animals  and  less  so  in  middle-aged  and 
elderly  persons.  Johnson  and  Blake-  have  presented 
evidence  about  this  system  in  humans,  dogs  and  pigs 
using  an  old  method  of  topical  application  of 
hydrogen  peroxide  as  well  as  injection  techniques. 

In  general  all  three  species  have  extensive  sub- 
epicardial and  subendocardial  networks  with  col- 
lecting channels  directed  towards  large  ducts  in 
the  AV  sulcus,  continuous  with  the  main  cardiac 
lymph  duct.  In  young  animals,  the  dog  and  pig, 
the  sid)endocardial  systems  communicate  via  trans- 
myocardial  channels  and  channels  in  the  supporting 
structures  of  the  AV  valves.  In  humans  these  com- 
munications have  not  been  identified  with  certainty. 
Lymphatics  are  seen  in  both  AV  valves  of  animals 
but  thus  far  have  been  seen  only  in  the  mitral  valves 
of  humans.  Since  lymphatic  channels  are  necessary 
for  the  maintenance  of  the  integrity  of  cells,  we  have 
reason  to  believe  they  exist  in  the  heart  even  though 
they  have  not  yet  been  identified  in  every  part  of 
it.  If  areas  in  the  heart  have  thus  far  not  revealed 
lynqrhatic  channels  it  may  be  due  to  inadecpiacy 
of  the  method  of  visualization  or  decline  in 
lymphatic  channels  with  advancing  age  or  as  a 
result  of  disease. 

It  is  time  then  that  we  began  to  think  of  the  pos- 
sibility that  alterations  of  cardiac  lymphatic  drain- 
age may  have  clinical  significance.  The  coarseness 
of  lymphatic  jilexuses  and  the  larger  diameter  of 
the  individual  lymphatic  capillaries  in  the  human 
subendocardium  compared  to  young  animals  may 
be  a reflection  of  impairment  of  lymph  flow.  This 
could  result  from  fibrosis  and  thickening  of  some 
areas  of  the  heart  framework,  especially  the  anmdi 
fibrosis  which  has  been  reported  to  occur.  The 
result  of  partial  or  complete  lymph  obstruction 
at  this  level  will  be  evident  in  nearly  all  areas  of 
the  heart  including  the  valves.'^ 

According  to  Gross^  the  mitral  valve  ring  may 
be  affected  early  in  rheumatic  fever  with  subsequent 
involvement  of  aortic  and  tricuspid  valves  by  con- 
tinuous spread  along  the  fibrous  framework  which 
has  elements  in  common  with  all  three  valves.  Now 
that  we  know  lymphatics  exist,  perhaps  this  is 
the  means  whereby  the  rheumatic  process  spreads. 
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Iiillaiiimatory  reaction  with  subsctjiient  granulation 
and  fibrosis  of  the  annnlns  could  produce  inipair- 
inent  of  lymph  drainage  of  the  AV  valves  and  make 
them  susceptiitle  to  infecticm,  inflammation  and 
fdtrosis.  A mechanism  of  this  sort  may  help  explain 
thickening  and  the  frequency  of  bacterial  endo- 
carditis in  jratients  with  rheumatic  valvulitis, 
esjtecially  of  the  mitral  valve  and  of  aortic  endo- 
carditis in  the  aged. 

d hen  there  arises  the  cpiestion  of  what  happens 
following  rejtlacement  of  diseased  valves  by  valve 
protheses.  Mechanical  obstruction  of  lymphatics  in 
the  valve  rings  and  the  AV  sulcus  may  be  a factor 
having  influence  on  the  sitccess  or  failure  of  these 
devices  and  other  cardiac  function  during  the  post- 
operative period. 

Disturbances  of  sid^epicardial  lymphatic  flow  may 
be  significant  in  the  development  of  post-pericardio- 
tomy syndromes  and  on  production  of  pericardial 
effusion.  Inflammatory  diseases  of  the  myocardium 
tnust  certainly  cause  some  lymphatic  obstruction 
and  be  a factor  in  retluced  myocardial  efficiency  in 
case  the  jjatient  recovers. 

I'he  studies  on  cardiac  lymphatics  bring  into 
focus  a wide  \ariety  of  cardiac  disorders  that  may 
arise  not  from  disorders  of  the  coronary  circulation 
ljut  from  the  disturltances  of  the  lymphatic  system 
in  the  heart. 

L.H.N. 
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Membrane  Transport  Of  Sodium 
(Na)  And  Potassium  (K) 

Membrane  transport  of  Na  and  K subserves  a 
wide  range  of  cellular  functions.  I'he  ions  play  a 
vital  role  in  excitalion  and  conduction  in  the  three 
kinds  of  muscle  cells  and  also  in  the  central  nervous 
system  where  they  are  also  involved  in  transmission 
over  synapses  and  the  production  of  "generator 
potentials  in  sensory  endings.  .Secretory  processes 
both  in  the  gastrointestinal  tract  and  kidney  are 
(lej)cndent  upon  Na  and  K transport.  In  growth 
and  development  these  ions  play  a role  in  regula- 
tion of  cell  volume  and  of  protein  synthesis. 
Hormones  such  as  vasopressin  and  aldosterone  exert 
an  imjjortant  effect  upon  movement  of  these  ions. 
Recently  secretion  of  insulin  has  been  found 


defective  whenever  the  K ion  concentration  is  too 
low  in  the  extracellular  fluid.  All  of  these  and 
many  more  aspects  of  physiology  and  medicine  are 
intimately  related  to  the  transport  of  Na  and  K 
across  cell  membranes.  It  is  entirely  appropriate 
therefore  that  we  should  attempt  to  understand 
more  clearly  the  mechanisms  of  these  processes.^ 

The  concentration  of  Na  ion  outside  the  cell 
averages  144  meej.  and  inside  only  10  meep  The 
concentration  of  K ion  lies  in  the  opposite  direction 
with  141  meq.  inside  and  4-5  meq.  outside.  These 
differences  are  maintained  by  the  continuous  trans- 
port of  .sodium  to  the  exterior  and  K to  the  interior 
except  during  depolarization.  The  leak  of  Na  ion 
inward  and  of  K outward  from  the  cell  is  driven 
by  the  differences  in  electrochemical  potential  of 
the  transported  ions  in  the  phases  bathing  the  two 
sides  of  the  membrane,  i.e.  cytoplasm  and  extra- 
cellular fluid.  This  kind  of  transport  is  sometimes 
termed  passive  or  dissipative. 

4'he  transport  of  Na  ion  to  the  exterior  against 
a gradient  is  so  important  in  cellular  function  that 
it  is  commonly  called  the  sodium  pump  and  plays 
an  extremely  important  role  in  the  normal  physiol- 
ogical jjrocesses  noted  above  and  especially  in 
depolarization  and  conduction  of  excitable  tissues 
such  as  muscle  and  nerve.  The.se  active  transport 
processes  are  driven  by  forces  generated  within 
the  membrane  itself.  It  is  these  forces  which  main- 
tain the  inequities  of  ion  concentration  on  each 
side  of  the  membrane.  The  energy  for  these  pro- 
cesses derives  from  chemical  reactions  occurring 
within  the  membrane. 

The  question  of  cour.se  is  why  is  it  that  cell 
membranes  act  selectively  on  Na  and  K transport. 
I bis  involves  understanding  the  nature  of  mem- 
brane  structure  and  function.  There  are  known 
sjjecific  comjjounds  which  modify  the  selectivity  of 
a biological  membrane  for  K and  Na.  For  example, 
tetradotoxin,  a poison  ])roduced  by  the  Japanese 
puffer  fish,  prevents  the  increase  in  Na  permeability 
which  is  associated  with  the  action  potential  of 
skeletal  muscle  and  stpud  axon.  In  this  way  it 
prevents  development  of  transport  pathways  which 
are  briefly  required  for  depolarization.  In  a similai 
way  increase  in  permeability  of  r.b.c.  membrane  to 
K can  be  experimentally  induced  by  metabolic  and 
oxidative  changes  in  the  cell. 

There  is  good  evidence  to  indicate  that  the  Na 
pump  derives  its  energy  from  hydrolysis  of  ATP 
although  Hoffman  and  Kregenow-  believe  there 
must  be  other  .sources  for  the  energy  of  the  sodium 
pump  besides  ATP. 

In  a number  cjf  tissues  active  transport  of  amino- 
acids  and  .sugars  are  intimately  associated  with  Na 
transpent.  For  example,  the  rat  diaphragm  needs 
sodium  to  take  uj)  glycine.  In  fact  the  elucidation 
of  the  mechanisms  of  the  interaction  between  Na 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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and  K transjjort  oi  sugars  and  aininoacids  is  an 
important  (|uestion  lor  in\ estigationd 

d'hen  there  is  the  cjiiestion  ol  how  hormones  such 
as  vasopressin  modily  the  transjtort  ol  Na  and  K 
across  memltranes.  As  far  as  aldosterone  is  con- 
cerned Edelmaii'^  believes  that  Na  transport  in  the 
toad  bladder  is  induced  by  the  synthesis  ol  a pro- 
tein because  actinomycin  which  prevents  protein 
synthesis,  blocks  Na  transport.  How  does  all  this 
hajipen? 

In  the  memltrane  there  is  lound  an  enzyme  ac- 
tivity Na  and  K stimulated  Al'Pase  (S-.A.TPase)  . 
This  enzymatic  activity  is  extremely  widely  dis- 
tributed in  many  dilferent  types  ol  cells.  In  r.b.c. 
Xa  and  K activities  this  enzyme  whereas  cardiac 
clycosides  inhibit  it.  This  clo.sely  parallels  the  de- 
pedence  ol  active  K-Na  transport  on  these  lactors. 
.\  study  ol  these  problems  is  extremely  dilhetdt  but 
it  must  be  solved. 

Structurally  S-ATPase  seems  to  be  a lipoprotein 
which  retpures  the  presence  ol  lijjid  lor  optimal 
activity.  Two  aininoacids,  cysteine  and  serine,  seem 
somewhat  involved  in  .S-ATPase  acticity.  Mag- 
nesium activates  it  by  interacting  directly  with  the 
protein.  The  mechanism  by  which  Na  and  K modily 
activity  is  not  yet  clear.  The  study  has  been  done 
by  labelled  ions  which  make  it  easy  to  detect 
minute  cpiantities.  Out  ol  them  have  come  a view 
that  Na  is  necessary  lor  the  lormation  and  K lor 
the  hydrolysis  ol  a phosphorylated  intermediate  in 
the  S-ATPase. 

From  now  on  it  is  crucial  that  we  determine  the 
size  ol  the  membrane  regions  which  are  involved  in 
passive  and  active  transport  ol  Xa  and  K.  Another 
problem  is  to  learn  whether  transport  occurs  in 
Itoth  directions  in  the  membrane  itsell  at  different 
sites  in  it.  As  Tosteson  points  out,  both  theoretical 
and  empirical  considerations  strongly  suggest  that 
pump  ami  leak  must  be  closely  connected  in  order 
to  control  the  cell  composition  ol  K and  Xa. 

.\  third  important  area  lor  luture  work  involves 
how  growth  anti  differentiation  ol  membrane  occurs 
with  respect  to  transport  ol  Xa  and  K.  One  would 
suppose  that  these  proces.ses  are  controlled 
genetically.  For  example,  genetically  controlled 
changes  in  the  membrane  ol  sheep  r.b.c.  vary  in 
maturing  but  non-dividing  erythrocytes  as  com- 
pared to  mature  r.b.c.  as  regards  Xa  and  K trans- 
port. How  does  DNA  in  the  stem  cell  direct  these 
changes  in  membrane  lunction.  .\re  the  Xa  and  K 
transjtort  changes  intrinsic  to  the  differentiating 
r.b.c.  or  due  to  the  effect  ol  a hormone  produced 
elsewhere  in  the  body.  Are  the  permeability  changes 
due  to  alterations  in  the  lipid  or  protein  content 
ol  the  membrane. 

It  seems  remarkable  that  such  lundamental 
properties  ol  the  living  cell  membrane  involvetl 
in  Xa  and  K transport  upon  which  liie  itsell  de- 


pends should  have  so  little  known  about  them 
and  so  much  yet  to  be  explored.  This  is  not  to 
speak  ol  transport  ol  such  other  necessary  substances 
that  must  cross  the  membrane  such  as  aminoacids, 
glucose,  lipids  and  hormones,  also  reejuired  lor 
maintenance  ol  the  living  machinery  in  the  cell. 

F.H.X. 
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Reflections  On  The  Action  Of 
Diuretics 

Fhe  purpose  ol  a diuretic  is  to  reduce  the  volume 
ol  extra-cellular  fluid  to  normal,  that  is  to  eliminate 
and  prevent  lormation  ol  edema.  These  ends  are 
accomplished  by  excretion  ol  an  amount  of  salt 
greater  than  or  ecptal  to  the  intake.  In  actual  prac- 
tice it  turns  out  that  all  useful  diuretics  produce 
their  effects  by  interlering  with  the  reabsorption  of 
sodium  (Xa)  from  the  distal  tubule  lumen  and  in 
some  cases  in  the  ascending  lindj  of  the  loop  of  the 
Henle.  lliere  apparently  is  no  inhibition  to  reab- 
.sorption  in  the  proximal  tubule  by  any  of  the 
pre.sent  diuretics  in  use  although  this  is  the  place 
lor  maximal  reabsorption  of  Xa.  For  us  clinicians 
however  it  is  not  essential  to  know  the  site  and 
even  the  mechanism  or  action  of  diuretics  unless  it 
may  become  a guide  to  pharmacologists  in  the 
development  ol  new  agents.  Xeverthele,ss,  we  do 
need  to  know  something  about  the  relationship  of 
urine  How  and  urine  composition  combined  with 
an  apjzreciation  ol  the  potency  ol  various  diuretics 
since  such  knowledge  will  generally  provide  an 
adetpiate  basis  lor  their  use. 

Mercurials  in  a patient  pretreated  with  acidifying 
salts  may  produce  a diuresis  ol  15-20  per  cent  ol  the 
glomerular  filtrate.  Fortunately  they  are  short-acting 
and  the  danger  ol  producing  hypokalemia  and 
hyponatremia  is  minimal.  However,  if  they  were 
used  regularly  these  comjtlications  could  be  readily 
produced,  d’he  thiazide  grouj)  ol  drugs  do  not 
produce  hall  ol  the  diureses  of  a mercurial,  but 
they  are  given  steadily  over  a long  period  ol  time 
and  so  we  do  encounter  potassium  wastage  and 
occasional  hyponatremic  states.  Fhe  new  diuretics 
about  to  be  released,  ethacrynic  acid'"®  and  fursemide- 
can  produce  even  a greater  diuresis  than  the 
mercurials  and  doubtless  will  produce  a higher  in- 
cidence ol  hypopotassemia  and  hy|X)natremia  unless 
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we  are  alert  to  these  dangers  and  einjrloy  them 
intermittently  as  we  now  do  the  mercurials. 

As  far  as  we  know  all  the  nsefid  diuretics  produce 
their  effects  by  interfering  with  the  reabsorption 
of  Na  from  the  tubide  lumen.  At  the  same  time 
it  often  happens  that  the  chloride  ion  commonly 
exceeds  that  of  Na  and  the  deficit  is  made  up  by 
K and  NH3.  In  consequence  since  the  introduction 
of  thiazides  eight  years  ago,  the  problem  of  K loss 
has  become  important.  In  individuals  who  are  ac- 
cumidating  edema,  there  is  a marked  reduction  of 
Na  excretion  and  this  retention  is  frequently  accom- 
panied by  hypersecretion  of  aldosterone.  In  such 
patients  a diuretic  will  cause  more  Na  delivered 
for  exchange  and  K secretion  is  markedly  increased. 
In  the  heart  failure  patient  with  edema  there  is  not 
much  aldosterone  secretion  and  the  initial  K loss 
from  diuretics  will  be  rather  modest.  But  we  ad- 
minister a diuretic  and  a salt-free  diet  to  such 
patient,  at  this  stage,  aldosterone  secretion  increases 
and  K loss  is  enchanced. 

As  mentioned  above  the  jnoblem  of  K loss  be- 
came common  only  with  the  introduction  of  the 
thiazide  diuretics.  Mercurial  diuretics  also  produce 
K wastage  but  because  they  were  used  intermittently 
a considerable  interval  betw'een  injections  per- 
mitted the  patient  to  recover  his  K losses  from 
the  normal  dietary  intake.  With  thiazides,  the 
patient  is  under  the  continuous  effect  of  the  diuretic 
and  K loss  accumulates  unless  it  is  srqrplemented. 
It  follows  that  it  w'oidcl  be  more  effective  and  easier 
to  omit  the  administration  of  the  diuretic  a few 
days  at  a time  to  avoid  the  dangers  of  potassium 
wastage  especially  in  cases  already  digitalized.  This 
danger  will  become  especially  important  because 
new  drugs  will  be  coming  up  with  greater  capacity 
to  produce  sodium  depletion  and  hence  stimulate 
aldosterone  secretion.  The  continuous  administra- 
tion of  such  drugs  after  “dry  weight”  has  been 
reached  will  almost  certainly  lead  to  j:iotassium 
problems  among  others. 

Another  serious  problem  in  the  continuous  use 
of  pow'erful  diuretics  derives  from  the  relation  of 
water  to  salt  losses.  Normally  the  osmoreceptor— 
antidiuretic  hormone— renal  tubule  system,  main- 
taines  the  osmotic  pressure  of  the  body  within  rela- 
tively narrow  limits.  A solute  loss  from  the  body 
woidd  result  in  lowering  of  the  osmotic  pressure 
and  immediately  there  is  a loss  in  the  urine  of  an 
equivalent  volume  of  water,  thus  restoring  the 
osmotic  concentration  to  normal. 

As  long  as  the  system  regulating  osmotic  pressure 
is  operating  normally,  salt  loss  through  restricted 
salt  intake  or  through  loss  in  the  urine  will  lead 
to  equivalent  losses  of  extracellular  fluid  volume. 
But  there  are  edematous  patients  in  whom  the 
regulation  of  osmotic  pressure  is  no  longer  effective 


and  hyponatremia  develops  and  we  musl  be  on 
the  lookout  for  this  not  uncommon  instance. 

In  the  develojjinent  of  hyponatremia  two  groups 
of  patients  are  involved  and  they  represent  the  two 
ends  of  the  spectrum  of  responsiveness  to  diuretics. 
One  is  the  groiqi  of  highly  insistent  patients  who 
suffer  from  advanced  cardiac  failure  or  cirrhosis 
who  are  markedly  edematous  and  yet  respond 
poorly  to  most  measures  including  diuretics.  They 
are  hyponatremic  because  their  disorder  of  electro- 
lyte excretion  has  extended  to  involve  a disorder 
of  water  excretion.  This  is  a result  of  reduced 
glomerular  filtration  rate  as  well  as  increased  secre- 
tion of  antidiuretic  hormone  (ADH)  not  related 
to  any  normal  stimulus  for  its  production  by  the 
osmoreceptors.  I’here  develops  a failure  of  regula- 
tion of  osmotic  pressure. 

Such  patients  present  a difficult  problem  in 
therapy.  Giving  them  salt  will  only  increase  their 
edema.  Measures  to  improve  their  circulatory  status 
are  important  so  that  increased  cardiac  output  will 
increase  the  glomendar  filtration  rate  whose  re- 
duction is  one  of  the  causes  of  hyponatremia. 
Otherwise  the  only  effective  measure  appears  to 
be  a rigid  restriction  of  fluid  intake,  often  resisted 
by  the  patient.  Such  a measure  is  only  slowly 
effective  at  best  since  it  ordinarily  involves  a 
negative  water  balance  of  only  a few  hundred  m.l. 
a day  in  a patient  who  may  have  an  excess  of  water 
of  5-10  liters.  In  the  treatment  of  severe  cardiac 
failure  restriction  of  water  intake  would  help  to 
arrest  dilution  before  it  has  become  severe. 

The  other  group  of  patients  in  whom  hypona- 
tremia develops  are  those  who  have  responded  too 
well  to  diuretics  and  have  gone  past  the  cure  of 
edema  to  a depletion  of  their  extracellular  fluid 
volume.  These  have  developed  a borderline  circida- 
tory  insufficiency  with  reduced  glomerular  filtration 
rate.  Again  there  is  an  increased  secretion  of  ADH 
for  reasons  unrelated  to  the  demands  of  the  osmore- 
ceptors to  maintain  normal  osmotic  pressure. 

The  indicated  treatment  in  this  group  is  different 
from  that  in  the  first  group  of  patients,  for  in  these 
patients  the  administration  of  sufficient  salt  to 
restore  a normal  balance  of  extracellular  ffuid  will 
permit  the  normal  regulation  of  water  excretion. 

There  are  a few  general  principles  which 
Berliner^  offers  that  should  be  kept  in  mind  by  all 
practicing  physicians.  There  appears  to  be  little 
difference  in  action  between  any  of  the  diuretics 
on  potassium  loss,  on  interference  with  urate  excre- 
tion and  carbohydrate  utilization  provided  the  dose 
is  adequate  to  jat'oduce  the  maximum  effect. 

To  avoid  potassium  loss  he  advises  trying  inter- 
mittent therapy  whenever  intensive  therajry  is  not 
required.  In  the  latter  case  adequate  potassium 
supplements  and  high  potassium  containing  food 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl’  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  I'/a  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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are  required  and  these  are  not  found  in  combina- 
tions of  thiazide  and  potassium  pills  which  actually 
give  a false  sense  of  security. 

The  chief  value  of  aldosterone  antagnosists 
which  by  themselves  are  rather  weakly  diuretic 
is  to  combine  them  with  more  effective  diuretics  in 
reducing  K losses  and  increasing  Na  loss  in  the  more 
diuretic  resistant  patient.  Here  caution  is  urged  to 
avoid  an  undesirable  degree  of  potassium  retention 
and  hyperkalemia. 

Ethacrynic  acid^  and  fursemide'*  are  likely  to 
become  available  in  the  near  future  and  have  the 
advantage  of  being  not  only  at  least  as  potent  as 
the  mercurials  in  causing  massive  diuresis,  but  have 
the  advantage  over  mercurials  in  that  they  are 
relatively  non-toxic  on  oral  administration  and 
their  efficiency  does  not  depend  on  the  acid-base 
status  of  the  patient  as  does  that  of  the  mercurials. 
In  consequence,  they  can  be  given  in  acute  heart 
failure  with  pulmonary  edema  because  they  can 
produce  massive  diuresis  within  a few  minutes  of 
their  administration  by  mouth. 

The  widespread  use  of  such  potent  diuretics 
requires  a note  of  caution.  We  still  have  little  to 
gain  in  the  vast  majority  of  patients  in  whom 
diuresis  is  indicated  by  rejilacing  the  thiazides 
which  are  eminently  satisfactory  with  new  and  more 
powerful  diuretics.  We  probably  should  employ 
them  only  when  the  currently  available  therapy  is 
inadec^uate  because  we  still  do  not  know  their 
hazartls.  The  tendency  to  switch  to  the  newest  and 
most  potent  agents  available  could  in  this  area  lead 
to  a situation  in  which  striking  benefits  to  a few 
patients  are  more  than  outweighed  by  the  unneces- 
sary problems  incurred  in  the  many  others  who 
do  very  well  with  the  thiazides.  In  short,  discrimi- 
nating selection  of  patients  for  the  new  diuretics  to 
come  will  be  a measure  of  our  understanding  of 
the  disturbances  involved  in  edema  and  the  way 
diuretics  act  to  relieve  it  as  well  as  the  untoward 
effects  they  can  also  produce. 

L.H.N. 
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Thyroid  Nodules  After  Fallout 

In  1954  the  j^eople  on  the  island  of  Rongelap  in 
the  Marshall  group  saw  in  the  early  morning  the 
blinding  flash  of  a detonation  of  a United  States 
nuclear  device.  With  a shifting  of  the  wind,  a white 
snow-like  fallout  occurred  throughout  that  day. 
These  innocent  victims  of  the  cold  war  received  the 
largest  radiation;  175  rads  of  whole  body  gamma 
radiation,  thousands  of  rads  to  the  skin,  largely 
beta,  from  deposit  of  fallout  material  on  the  body 
and  signihcant  amounts  of  radionuclides  absorbed 
by  radiation  and  consumption  of  contaminated 
food  and  water.  It  took  three  years  for  the  radio- 
active levels  to  subside  sufficiently  before  the 
evacuated  jjeople  could  return  to  their  homes. 

There  were  extensive  skin  burns,  some  of  which 
left  deep  scars  on  healing.  Radioisotopes  of  stron- 
tium, barium,  and  iodides  were  absorbed  in  greatest 
amounts,  lire  radiation  j^ioved  to  be  sublethal, 
but  the  dej:>ressed  hematopoietic  system  took  eleven 
years  before  returning  to  normal.  There  was  an 
apparent  increase  in  miscarriages  and  still-births 
in  the  exposed  women  as  compared  with  unexposed 
women  over  the  four  years  after  exposure  and  a 
few  congenital  abnormalities  were  also  found  in 
babies  born  to  the  exposed  women.  There  was  a 
slight  retardation  of  growth  in  the  boys  exposed 
at  1-5  years  of  age,  most  marked  in  those  exposed 
at  12-18  months  of  age. 

Until  1963  no  thyroid  abnormalities  were  de- 
tected in  exposed  or  in  a comparative  unexposed 
population,  perhajts  because  these  people  tend  to 
have  an  elevated  serum  FBI  normally  and  a decline 
in  thyroid  activity  to  critical  levels  would  take  a 
longer  time  to  register.  This  absence  of  abnormality 
was  somewhat  surprising  because  radioiodine  en- 
tered the  body  through  water  and  the  total  esti- 
mated dose  to  a child’s  gland  was  about  1,000  rads. 
The  thyroid  glands  received  additionally  175  rads 
from  external  a;amma  radiation.  However,  since 
1963  eleven  cases  of  thyroid  nodules  varying  in 
size  from  2-8  mm.  were  discovered  and  the  highest 
incidence  was  in  children  exposed  at  less  than  10 
years  of  age  and  higher  in  females  than  males. 

We  needn’t  deal  with  the  correctness  of  total 
thyroidectomy  as  a treatment  in  six  of  these  cases, 
two  of  whom  developed  hypoparathyroidism  as  a 
complication  of  the  operation.  But  it  is  important 
to  emphasize  that  in  this  fallout  of  the  cold  war, 
a great  burden  fell  on  the  children,  just  as  Professor 
Jean  Mayer  pointed  out  in  a letter  to  the  New 
England  Journal  of  Medicine  that  the  American 
attempt  to  starve  the  resisting  Vietnamese  into  sub- 
mission places  its  greatest  burden  also  on  infants 
and  children. 

The  radiation  etiology  of  multiple  thyroid 
nodules  in  Conard’s  patients  appears  to  be  reason- 


VOLIJMF.  30,  No.  10 


709 


ably  certain.  I'lie  thyroid  glaiul.s  received  a std>- 
staiitial  dose  ol  radiation  both  Iroin  external  sources 
and  from  radioiodines  taken  internallv  and  the 
incidence  of  thyroid  abnormalities  was  high  in 
the  exposed  group  and  absent  in  an  unexposed 
control  popidation  living  in  the  same  island  grotip. 

.\denomas  and  even  cancer  of  the  thyroid  can 
be  produced  in  laboratory  animals  by  a varietv  ol 
agents  or  regimens  that  interfere  with  the  ability 
of  the  gland  to  synthesize  thyroxin.  Iodine  de- 
ficiency thiourecil,  x-irradiation  of  the  gland  with 
1131  have  all  been  shown  to  inoduce  both  benign 
and  malignant  neo])lasms.  Subtotal  thyroidectomy 
in  the  rat  has  been  rejjorted  to  cause  adenoma  for- 
mation in  the  remaining  tissue  two  years  later.  All 
of  these  jirocedures  produce  hypothyroidism  of 
varying  degree  and  this  serves  as  an  effective 
stimulant  to  the  liberation  of  I’SH  by  the  pituitary 
gland.  Ihuler  the  influence  of  TSH  the  thyroid 
gland  first  undergoes  diffuse  hyperplasia  and  hyper- 
trophy and  finally  adenomatous  formation. 

In  the  case  of  radiation  damage  besides  the  occur- 
rence of  a stimulus  to  cell  growth  from  the  resulting 
hypothyroidism  and  increased  I'SH  secretion,  there 
also  results  cell  damage  particularly  to  its  genetic 
apparatus.  This  kind  of  treatment  then  produces 
cell  mutation  and  cell  growth  at  the  same  time,  a 
potent  combination  in  the  promotion  of  carcino- 
genesis.- 

The  increased  sensitivity  of  children’s  thyroid 
glands  to  the  development  of  neoplastic  changes 
from  radiation  exposure,  have  been  amply  demon- 
strated especially  after  irratliation  of  the  thymic 
region  in  infancy  and  the  later  development  of 
thyroid  cancer.^  Similarly  the  development  of 
adenomatous  lesions  of  the  thyroid  in  children 
.5-11  years  after  treatment  with  f^'^^  for  thyrotoxi- 
cosis has  also  been  reported.'*  This  is  not  surprising 
because  there  are  3-4  cell  divisions  that  occur  as 
the  infant  gland  grows  from  about  1.5  grams  to  a 
mature  17  grams. “ If  irradiation  is  administered  to 
children’s  gland  by  whatever  source,  the  growth 
principle  combines  with  the  genetic  damage  ele- 
ment to  increase  the  hazard  of  cancer  formaticjn. 
The  growth  element  would  not  be  a factor  in  adult 
glands  ami  such  glands  should  not  be  so  prone  to 
carcinogenic  effects  of  radiation. 

Conard  reminds  us  of  the  increased  tendency  of 
thyroid  carcinoma  in  inhabitants  of  Hiroshima  and 
Nagasaki  who  were  exposed  to  radiation  from  the 
atomic  bomb  e.xplosion.  Recently  it  has  been 
oliserved  that  a reactor  accident  in  the  West  may 
have  left  its  trail  of  thyroid  nodules  downwind. 
•\t  the  same  time  therapy  with  radioactive  iodine 
for  childhood  thyrotoxicosis  must  be  viewed  with 
considerable  reserve. 

The  therajjeutic  implications  of  effects  upon 
children  and  adults  are  cjuite  clear.  I’he  first  is 


that  lapid  institution  of  ]>otassium  idodide  therapy 
lot  suppression  of  thyroid  upttike  is  indicated  in 
any  po]nilation  exposed  to  fallout.  I'he  second  is 
that  thyroid  treatment  ol  patients  with  tiodules  of 
the  thyroid  gland  will  suppress  liberation  of  '1  SH 
and  reduce  the  incidence  of  T’**  induced  adenomas. 

thiril  is  that  jjeople  sitbjected  to  aljsorption 
after  atomic  exjjlosions  will  need  medical  suiter- 
vision  for  life. 

It  is  depre.ssing  to  be  reminded  that  .\merican 
atomic  tests  “inadvertently”  injured  a significant 
number  of  innocent  people.  However,  recording 
and  analyzing  the.se  ad\erse  effects  may  bring  some 
good,  if  the  alarm  physicians  feel  about  the  serious 
consecpiences  of  atomic  explosions  also  becomes  a 
part  of  the  thinking  of  those  wlio  sujt]K)rt  the 
cold  war. 

L.H.N. 

References 

1.  C:onaid,  R.  A.,  Rail,  J.  E.,  .Sutow,  \V.  AV.:  Thyroid 
iiodidfS  as  a late  sequela  of  radioactive  fallout.  New  Engl. 
Jr.  Med.  274:  1391,  1966. 

2.  Nahum,  L.  II.:  A model  in  the  study  of  carcinogenesis. 
Conn.  .Med.  30:  382,  June  1966. 

3.  .Simpson.  C.  I..,  Hempelmann,  L.  H.,  Fuller,  E.  M.:  Neo- 
plasia in  children  treated  with  .x-rays  in  infancy  for  thymic 
enlargement.  Radiology  64:  840,  1955. 

4.  Sheline,  G.  E.,  Lindsay.  C.,  McCormack.  K.  R.,  Galante, 

M.:  Thyroid  nodules  occurring  late  after  treatment  of 

thyrotoxicosis  with  radioiodine.  J.  C4in.  Endocriitol.  and 
Metah.  22:  8,  1962. 

5.  Michizuki,  .Mowafy,  R..  Pasternack.  IL:  Weights  of  human 
thyroids  in  New  York  Ciity.  Health  Physics  9:  1299,  1963. 

The  Microcirculation: 

1.  Functional  Pathology 

The  microcirculation  (M.C.)  has  been  termed 
the  “third  force”  in  the  cardio-vascular  circuit,  the 
heart  and  peripheral  large  vessels  being  the  other 
two.  The  M.C.  has  lagged  behind  in  our  study  of 
the  circulation,  at  a time  that  spectacular  advances 
have  taken  place  in  the  study  of  intracardiac 
events  and  in  cardiovascular  surgery.  Nevertheless 
if  the  M.Ci.  fails,  tissue  nutrition  becomes  impaired 
and  cardiovascidar  repair  becomes  futile. 

One  can  look  at  the  M.C.  with  a magnification 
of  2000-4()()()  in  the  retina,  the  conjunctiva  or  the 
nail  fold  in  ihe  skin,  muscle,  kidney,  liver  and 
many  other  organs.  One  of  the  obstacles  to  the 
study  of  the  M.C.  l)y  the  clinician  has  been  the 
scarcity  ol  the  clinical  tests  permitting  an  evalua- 
tion of  the  morphology  and  function  of  the  minute 
vessels.  Of  course  in  the  skin  one  can  test  the 
capacity  of  the  M.C.  to  dilate  by  producing  a his- 
tamine Hare  as  .Sir  Thomas  Lewis  did,  or  by  the 
response  of  temperature  and  j)ulse  wave  to  a nerve 
block.*  In  the  acute  M.C.  failure  that  occurs  in 
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Winthrop  announces 
new 

WiDGe 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity.. .wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid- 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1N  hydrochloric  acid 
' ' neutralization  at  pH  3.5  and 
37°  with  WinGel  fand  eight 
t,  other  leading  antacid  tablets— 

in  vitro.  Samples  equaled  the 
g weight  of  tablet  material  con- 

taining 1.0  Gm.  active  ingre- 
dients.* 


*Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart  : 
ment  pf  Medical  Research, 
Winthrop  Laboratories, 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  Vi  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


Finally  — a taste  your  patients  will  tnjjy  like 

(1058M) 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage^ 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. i 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”!'^  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. ’’4 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. ’’lo 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, i5-i7  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 


References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co. 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 


Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
cfVT  Hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes.  Increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  - capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX-  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  {50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb  ft 


i i 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


shock  one  can  test  lor  metabolic  acidosis,  the 
hemostatic  breakdown  or  the  massive  vasocon- 
striction. 

If  one  inserts  a catheter  in  the  subclavian  or 
innominate  vein,  it  is  possible  to  obtain  far  more 
information  regarding  the  stage  of  hemodynamic 
breakdown  in  shock  and  its  proper  management, 
than  one  can  from  arterial  pressnre,  blood  volnme, 
or  cardiac  oiitj^nt  determinations,  because  it  is  the 
amount  of  blood  returning  to  the  heart  which  gives 
the  true  index  of  the  state  of  failure  of  the  circula- 
tion. Not  to  be  neglected  in  such  an  appraisal  are 
the  simple  observations  on  the  color  and  tem- 
perature of  the  hngers,  the  Riling  of  the  neck  veins, 
and  hourly  urinary  output.  Such  simple  and 
valuable  data,  may  render  expensive  multichan- 
nelled  monitoring  systems  into  a purely  research 
rather  than  a clinical  tool  in  appraising  the  state 
of  the  M.C. 

d’he  terminal  vascular  bed  are  the  peripheral 
vessels  having  a diameter  of  lOOu  or  less.  These 
vessels  are  by  no  means  a homogeneous  apparatus, 
since  they  consist  of  a large  number  of  segments 
which  do  not  react  in  the  same  direction  nor 
simultaneously.  Some  contract  as  others  are  dilating 
and  others  remain  unchanged.  In  this  way  one  of 
its  main  objects,  namely  adec[uate  tissue  nutrition 
is  achieved.  This  is  accomplished  by  autoregula- 
tion- an  intrinsic  mechanism  by  which  an  organ 
is  able  to  maintain  a constant  blood  flow  despite 
changes  in  arterial  perfusion  pressure.  It  is  really 
a mechanism  for  maintaining  nutrient  flow  when 
arterial  pressure  is  reduced  locally  or  systeniically. 
For  example,  by  postural  changes,  by  arterial 
stenosis,  or  by  decreased  cardiac  output  or  by  hypo- 
tension of  any  sort. 

Individual  vascular  areas  will  react  differently  to 
the  same  stimulus.  For  example  we  find  that  the 
microcirculatory  response  to  stress  will  vary  from 
organ  to  organ  or  even  in  the  same  organ  depending 
on  the  basal  vascular  tone  normally  present  in  tlie 
precapillary  resistance  vessels  and  sphincters  and 
also  to  a certain  extent  in  the  post-capillary  vessels. 
By  contrast  the  smooth  muscles  in  the  larger  veins 
and  the  cutaneous  arterio-venous  anastomosis  seem 
to  exhibit  little  if  any  intrinsic  activity  under 
normal  circumstances  because  they  are  controlled 
by  symj^athetic  efferent  vascoconstrictors.^  Because 
of  this  sympathetic  control  of  the  larger  vessels, 
maximal  vasodilatation  in  the  skin  can  be  accom- 
plished by  reflex  inhibition  of  sympathetic  tone  or 
actual  section  of  the  sympathetics.  This  cannot  be 
accomplished  in  the  brain,  or  the  skeletal  muscles  or 
heart  where  residual  basal  tone  is  little  affected 
by  interruption  of  the  vaso-motor  nerves. 

Capillary  permeability  enters  importantly  in  the 
study  of  the  microcirculation.  When  injury  occurs 
a series  of  responses  are  observed  leading  to  dif- 


ferent types  of  vascular  leakage.  In  addition  should 
the  capillary  j^ressure  fall  below  a critical  level, 
(25  mm.  Hg.)  then  cell  clumping,  silting  or  sludg- 
ing develops  to  a point  which  partially  or  com- 
pletely plugs  the  M.C.  As  the  endothelium  thus 
becomes  ischemic,  fibrinolysins  are  liberated  which 
serve  now  to  dissolve  the  microthrombi  and  help 
to  desludge  the  terminal  vascular  bed,  a beautiful 
example  of  what  Cannon  called  “the  wisdom  of 
the  body.” 

The  Swetlish  workers  Gelin,  et  aF  showed  that 
stasis  in  the  M.C.  after  tissue  injury  can  develop  far 
away  from  the  site  of  trauma  in  the  post-capillary 
vessels  and  sinusoids  which  are  the  sites  of  the 
slowest  flow'  and  shear  rate.  This  cell  aggregation, 
they  found,  can  be  counteracted  by  dextran  40. 

It  is  only  a small  step  from  a platelet  aggregate 
to  a platelet  thrombus  and  then  to  a fibrin 
thrombus.  The  factors  w'hich  accelerate  this  process, 
de  Takats  points  out,  are  a decreasing  capillary 
flow',  a damage  to  the  endothelial  surface,  and  pos- 
sibly a shift  of  the  pH  to  the  acid  side.  A widely 
disseminated  intra-vascidar  microthrombns  is  found 
in  a variety  of  clinical  states.®  This  using  up  of 
available  fibrinogen  in  widespread  microthrombosis 
can  result  in  the  depletion  of  hemostatic  com- 
ponents wdiich  can  paradoxically  enough  lead  to 
hemorrhage. 

L.H.N. 
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TranspBantation  Biology:  T. 

An  Important  Technique  In 
Biologic  Research 

The  clinical  aspects  of  the  subject  of  trans- 
plantation have  been  responsible  for  focusing  pro- 
fessional as  w^ell  as  public  attention  to  this  subject. 
How:ever,  there  is  a wide  range  of  problems  in 
genetics,  embyology,  physiology,  oncology,  etc.  in 
wdiich  transplantation  of  cells,  tissues,  and  organs 
provides  a basis  for  powerful  analytical  study.  In 
embyology,  it  is  of  course  the  classic  method  of 
studying  the  interaction  of  cells  of  different  types 
as  for  example  the  larocess  of  induction.  Growth 
substances  have  been  discovered,^  origin  of  tissues 
and  organs  have  been  elucidated.  The  manner  in 
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whidi  genes  deteiniiiie  skin  and  hair  color  lias  been 
clarified  in  jiait  liy  sUiclies  imolving  the  incorpora- 
tion through  gralting  of  nielanocytes  with  one 
genetic  constitution  into  epiclennal  derivates  with  a 
differetit  one. 

W'e  have  learned  that  there  ;tre  strikitig  Itnic- 
tionally  important  dilleretices  between  the  ejii- 
dennis  of  cliflerent  regiotis  of  human  skin.  For 
e.xample  the  excptisite  tratisparency  of  that  of  the 
cornea,  the  tonghtiess  of  that  of  the  scales,  of  the 
feet  and  the  harthiess  of  that  of  the  nails.  Iti  order 
to  determine  the  maimer  by  which  these  differences 
;tre  conserved  throughout  life  rccpures  grafting  ex- 
jieriments  in  which  epidermis  from  one  region  is 
artificially  combined  with  dermis  from  another. 
1 hese  have  shown  the  remarkalilc  fact  that  with  a 
few  exceptions  maintenance  of  the  sjiecificity  of 
most  ty[ies  of  epidermis  is  the  outcome  of  persistent 
inductive  stimuli  from  the  underlying  dermis.-’ •'* 

■Among  the  technicpies  which  have  led  to  the 
ehicidation  of  the  role  of  the  thynuts  in  the  develop- 
ment of  immunological  responses  the  important 
one  has  been  transplantation.  'Fhis  has  jirovided  a 
good  jiart  of  onr  knowledge  of  the  life  history  of 
the  small  lymphocyte  of  the  blood  stream. 

Then  there  is  the  problem  of  senescence.  Do 
tissues  have  a finite  life  span  or  are  they  eternal 
as  are  jiresninably  some  of  the  iinicellnlar  organisms. 
One  of  the  most  important  approaches  to  this 
problem  invoices  the  apjilication  of  grafting  to 
protince  heterochronic  chimeras,  that  is,  inclividnals 
in  which  a jiarticnlar  organ  or  part  of  an  organ 
is  derivetl  from  a donor  very  imich  older  or  younger 
tiian  the  host.  Wdiat  such  studies  have  shown  to 
date  is  that  tissues  and  organs  alas  are  not  eternal 
but  have  a finite  life  span  howecer  they  are  main- 
tained. ft  should  not  come  as  a shock  to  us  that 
cvhen  eve  eliminate  cancer,  arteriosclerosis,  and 
thrombosis,  the  diseases  jiresently  responsible  for 
most  deaths  in  later  life,  that  life  is  finite  and 
eve  cannot  in  the  end  esctipc  Father  l ime. 

File  discriminatory  poever  of  grafting  technitpies 
has  been  greatly  sharjieneil  by  the  introduction  of 
markers  evhich  can  be  employed  to  folloev  the  late 
of  trans|)lanted  cells.  Fhese  include  abnormal 
chromosomes,  se.x  (hromosomes,  nuclear  satellites 
of  Harr  liodies,  isoaiitigens,  enzymes  and  abnormal 
hemoglofiin  of  red  cells  evith  a variety  of  radio- 
isotope labels. - 

.Vs  a means  of  evaluating  tissue  viability,  trans- 
plantation is  frecpiently  superior  to  cultivation  in 
vitro,  since  such  exjilants  norimilly  lose  their 
characteristic  histological  organization.  For  ex- 
tiinple,  a piece  of  skin  grafted  to  an  appropriate 
site  will  not  only  establish  cell  survival,  btit  it 
will  survive  as  an  organized  functional  tissue  with 
its  ancillary  structures.  Furthermore,  if  one  wishes 
to  appraise  the  ability  of  some  tissues,  cells,  ;md 


even  organs  to  withstand  certain  treatments  in  vitro 
there  is  no  better  method  than  transplantation. 
In  this  way  the  effects  of  exposure  to  thermal  and 
other  stresses,  as  is  encotintered  in  the  development 
of  storage  procedures,  and  e.xposure  to  drugs  can 
be  worked  out  and  clarified. 

Fhere  are  a wide  variety  of  grafts.  First  and  fore- 
most is  the  fertilized  ovum,  the  implantation  and 
cleveloj)ment  of  which  is  a kind  of  transplantation. 
"Fhen  there  are  the  single  discrete  cells  stich  as 
those  of  tumors.  Grafts  may  be  suspension  of  cells 
in  fluid  media  such  as  in  blood  and  lymph.  Or 
they  may  be  solid  tissue  such  as  skin  or  cornea. 
Fhey  may  be  organs  as  complex  as  kidneys,  livers, 
or  heart.  Finally,  there  is  the  grafting  of  the  body 
of  one  individual  onto  that  of  another,  known  as 
parabiosis.  All  of  these  methods  of  transjdantation 
have  yielded  fundamental  biological  information  in 
jn'ofusion. 

Even  ncjn-viable  grafts  of  some  tissues  including 
bone  and  cartilage  are  ncjw  widely  employed  in 
replacement  surgery,  as  indeed  are  blood  vessel 
segments,  heart  valves  fashioned  entirely  of  syn- 
thetic; polymers.  Finally  w'e  cannot  omit  such 
allegedly  inert  grafts  employed  in  contour  remodel- 
ling. These  are  achieved  by  insertion  of  solid  pros- 
theses  as  well  as  by  injection  of  fluids  such  as 
climethyl-jjolysilcjxane,  techniejues  being  practiced 
on  an  increasing  scale  by  plastic  surgeons.  A\T  clcj 
not  have  sufficient  knowledge  of  the  reactions  of  the 
host’s  tissues  towards  them.  This  is  important  be- 
cause there  always  lurks  the  thought— will  they 
prove  oncogenic? 

V\’e  thus  can  see  that  the  field  of  transplantation  ' 
biology  Itecatise  of  its  versatility  as  a tool  in  funcla-  j 
mental  biological  research,  has  great  potentialities  | 
in  other  directions  besides  its  clinical  application  | 
which  because  of  its  promise  to  save  lives  must 
dominate  the  field  for  years  to  come. 

L.H.N. 

References 

1.  Nahum.  I..  H.:  Nerve  growth  factor.  Conn.  Med.  28; 
.508,  July  19(34. 

2.  liillingliam.  R.  hh:  Tissue  transplantation:  scope  and 
prospect.  .Science  153:  2(i(i,  19(3(3. 

3.  liillingham,  R.  E.,  Silvers,  \V.  K.:  Hiology  of  the  skin 
and  hair  growth.  G.  I.yne  and  15.  F.  Short  Eds.  .\ngus  and 
Rohert.son.  Sydney,  19(35.  p.  1. 

Science  Tools:  21. 

Cinecoronary  Arteriography 

’Fhere  are  many  cpiestions  concerning  the  coron- 
ary circulation  that  still  remain  unanswered.  In 
what  proportion  of  patients  in  whom  we  diagnose 
coronary  artery  insufficiency  is  coronary  disea.se 
actually  present?  If  coronary  artery  disease  is 
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past  medical  history.  For  full  information  write  or 
phone. 
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Telephone  MAin  4-4147 

Commercial  Insurance  Company 


Volume  30,  No.  10 


715 


FREE  YOUR  PATIENTS  from 
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/ burdensome  cost 
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tion capacity  combined  with  low  cost  (l0  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 
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and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
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the  therapeutic  blood  level. 
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present,  in  what  part  of  the  coronary  tree  is  it 
located?  If  the  coronary  arteries  are  diseased,  how 
much  collateral  circulation  is  present?  How  much 
actual  flow  is  taking  j^lace  through  the  coronary 
arteries?  What  is  the  rate  of  progression  of  sclerosis 
in  a coronary  vessel?  If  sclerosis  is  present,  is  it  seg- 
mental or  diffuse,  does  it  involve  the  large  arteries, 
the  minute  arteries,  or  both? 

From  the  clinical  standpoint  other  questions 
present  themselves.  Is  it  possible  to  have  reduced 
coronary  flow  and  yet  have  open  large  coronary 
arteries?  How  much  flow  is  added  to  the  coronary 
circulation  when  an  internal  mammary  artery  is 
implanted?  Even  if  flow  is  added  to  large  vessels, 
how  much  of  this  becomes  available  for  cellular 
perfusion  and  how  much  runs  off  through  large 
connecting  channels  which  add  nothing  to  cellular 
perfusion?  Do  revascidarization  procedures  of  the 
myocardium  add  anything  to  the  present  manage- 
ment of  coronary  artery  disease? 

Confusion  in  the  answers  to  many  of  these  ques- 
tions is  ramjDant.  Some  surgeons  report  brilliant 
results  with  operations  to  improve  the  coronary 
circulation.  Some  prominent  surgeons  claim  they 
have  never  seen  sclerosis  of  the  internal  mammary 
artery  when  employed  to  revascularize  the  myo- 
cardium. Other  surgeons  have  given  up  transplant- 
ing the  internal  mammary  because  it  is  too  often 
sclerosed!  One  is  quoted  as  insisting  his  operation 
of  transplanting  the  internal  mammary  artery  per- 
fused the  coronaries  within  hours  after  the  opera- 
tion! At  the  moment  no  sound  and  proved  studies 
have  been  carried  out  in  human  beings  to  show  the 
benefits  derived  from  the  numerous  procedures  now 
being  applied  to  revascularize  the  human  heart. 

The  introduction  of  the  cinecoronary  arterial 
visualization  should  add  much  information  towards 
answering  the  above  questions.  The  method  re- 
quires cutting  clown  on  and  cannulating  the 
brachial  artery— passing  the  catheter  into  the  left 
ventricle,  injecting  a dye  which  results  in  clear 
outlines  of  the  large  coronary  arteries.  One  can 
detect  by  the  cine  method  narrowing,  constriction, 
obstruction,  anomalies  and  also  the  existence  of 
collateral  channels.  The  pictures  are  quite  striking 
and  groups  are  springing  iqr  all  over  the  country 
to  learn  what  they  can  by  this  method  about 
coronary  artery  disease. 

No  one  can  deny  that  this  type  of  study  repre- 
sents an  advance  but  like  all  new  methods  it  has 
created  excessive  enthusiasms,  much  of  which  un- 
happily will  be  muted  by  further  experience.  One 
surgeon  already  claims  that  medical  diagnosis  of 
coronary  artery  disease  is  on  its  way  out  because 
one-third  of  all  cases  so  diagnosed  were  found  by 
cinecoronary  arteriography  to  have  normal  coronary 


arteries!  Another  insists  that  the  technique  will 
render  the  electrocardiographic  diagnosis  archaic! 
What  are  the  real  facts. 

As  carried  out  now  cinecoronary  arteriography 
has  very  definite  limitations.  It  tells  nothing  of  the 
small  coronary  arterioles  or  small  vessels.  If  one 
compares  an  injection  of  the  coronary  arterial 
tree  with  a barium  latex  mixture  of  standardized 
particle  size  with  the  cinecoronary  arteriogram,  one 
will  see  hundreds  of  vessels  which  are  not  studied 
by  the  latter  technique.  This  does  not  take  into 
account  the  progressive  constriction  of  the  coronary 
tree  after  death  which  must  have  obscured  many 
more  small  vessels  that  were  open  during  life  and 
not  visualized  by  the  cine  method.  No  one  can  deny 
disease  does  occur  in  these  vessels  and  this  might 
account  for  a large  part  of  the  one-third  claimed 
not  to  have  angina  because  of  normal  coronary 
arteriograms. 

Furthermore  cinecoronary  arteriography  tells  one 
nothing  about  coronary  arterial  flow.  The  mere  fact 
that  a vessel  can  be  injected  and  seen  does  not  neces- 
sarily mean  that  any  significant  perfusion  of  a myo- 
cardial segment  is  being  carried  out,  because  the 
small  vessels  are  blanked.  Even  if  a 50  per  cent 
narrowing  of  a vessel  is  discovered  this  fact  alone 
does  not  necessarily  imply  that  flow  is  diminished. 
To  establish  the  fact  one  must  devise  a method  of 
differential  flow  to  snpplement  this  technique. 

The  technique  also  tells  us  absolutely  nothing 
about  what  is  taking  place  at  the  cellular  level 
which  is  so  exquisitely  defined  in  characteristic 
electrocardiographic  changes.  To  determine  what 
is  occurring  at  the  cellular  level  may  well  prove 
to  be  the  most  profitable  approach  to  study  of  the 
coronary  circulation.  Cinecoronary  arteriography 
may  show  one  to  have  excellent  coronary  arteries, 
but  the  myocardium  may  be  studded  with  fibrosis 
and  there  may  be  advanced  myocardial  disease. 

Zimmerman  and  Demany^  describe  the  case  of  a 
46  year  old  pilot  who  is  found  at  the  time  of  his 
yearly  physical  examination  to  have  a left  bundle 
branch  block,  a finding  not  present  on  his  previous 
examination.  Selective  coronary  angiography 
showed  his  arteries  to  be  perfectly  normal.  His  left 
ventricular  end-diastolic  pressure  however  was  high 
—28  mm  Hg— clearly  this  patient  had  primary  myo- 
cardial disease.  The  cinecoronary  arteriographic  en- 
thusiast would  have  claimed  a normal  heart  for 
this  patient. 

But  this  is  not  all.  The  technique  itself  is  not 
without  danger  and  may  be  catastrophic.  There 
are  case  reports  of  ventricular  fibrillations  and  even 
deaths  from  the  procedure  though  these  are  rare. 
Even  a reversible  ventricular  fibrillation  is  not  to 
be  taken  lightly.  The  fact  is,  the  procedure  is  highly 
specialized  and  demands  that  strict  attention  be 
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paid  to  iiictic iilous  rarrying  out  ol  the  techiii(|uc 
ii  one  is  to  avoid  sericnis  complications.  One 
element  is  to  use  a type  of  contrast  media  with  a 
very  low  sodium  content. 

I hen  there  is  the  radiation  hazard  to  which  very 
little  attention  has  been  paid.  In  the  making  of 
multiple  selective  coronary  visualizations  rather 
large  doses  of  x-rays  are  directed  to  the  patient’s 
heart.  Conservati\e  estimates  of  total  radiation  to 
the  patient’s  heart  during  the  procedure  approxi- 
mates -lO-SO  Roentgens.^  One  six  foot  chest  x-ray 
lilm  averages  .007  Roentgens.  \\’hat  the  physiologic 
results  are  from  the  irradiation  to  the  heart  in  an 
acute  form  and  on  a long  range  basis  have  not  been 
studied.  Ob\'iously  the  effect  on  a diseased  heart 
could  be  even  more  serious. 

Finally,  we  must  not  forget  the  possibility  of 
injury  to  the  brachial  artery  and  the  radial  nerve 
during  the  act  of  cannnlation  with  resulting  mor- 
bidity. 

Hence  coronary  artery  visualization  is  not  to  be 
taken  for  granted.  Its  use  must  have  a good  basis 
in  sound  clinical  judgment.  It  will  not  dispense 
with  the  doctor.  It  will  not  relegate  the  electro- 
cardiogram to  the  Smithsonian  Institution.  For 
the  present  it  must  remain  in  the  experimental 
realm  as  a procedure  designed  to  study  the  large 
coronary  arterial  tree.  In  the  clinic  it  is  a jjrocednre 
that  must  be  used  with  caution  and  normal  visual- 
izations are  not  to  be  taken  as  in  any  way  ruling 
out  an  impaired  coronary  blood  flow. 

L.II.N. 
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Ovulen— A New  Oral  Contraceptive 

Ovnlen  (Searle) , the  newest  oral  contraceptive, 
is  described  in  advertisements  as  “a  significant 
chemical  advance”  offering  “protection  at  a new 
low  dosage.”  d’he  estrogenic  component  of  Ovulen 
is  mestranol  (0.1  mg  per  tablet),  which  is  present 
at  the  same  dosage  in  other  oral  contraceptives. 
Fhe  progestin  component,  ethynodiol  diacetate  (1 
mg  per  tablet) , is  most  closely  related  to  the 
norethindione  comjKHinds  (Or tho-Xovnm— Ortho; 
Norlestrin—Parke,  Davis;  Xorinyl— Syntex)  . I’he 
“low  do-sage”  claim,  like  almost  all  claims  based 
on  differences  in  milligram  potency,  is  meaning- 
less. 

In  several  studies,  Ovulen  has  proved  to  be  as 
effective  as  other  oral  contraceptives.  AVhether 
there  is  a low'er  incidence  of  common  side  effect,s, 
such  as  nausea,  weight  gain,  breakthrough  bleed- 


ing Ol  chloasma  with  Ovulen  can  be  determined 
only  with  wide  ;uid  prolonged  use. 

Oo.Ml'ARISOX  W’lllI  .SKCnU'M  l.\I,  I IIKRAPY 
Fhe  promotional  literature  lor  Ovulen  claims 
that  combined  progestin-estrogen  contraceptive 
tablets  have  greater  efficacy  than  the  secpiential 
tablets  (C-Ouens— Lilly;  Oracon— Mead  Johnson), 
which  provide  estrogen  alone  for  the  first  15  or 
l(i  clays  of  the  cycle  and  both  progestin  and  estro- 
gen for  only  the  last  five  clays.  This  claim  appears 
to  be  valid.  Fhe  .Medical  Letter  has  pointed  out 
that  omission  cjf  one  tablet  of  a secjuential  contra- 
ceptive is  more  likely  to  result  in  pregnancy  than 
omission  of  a combination  tablet  (Medical  Letter, 
\h)l.  7,  p.  77,  1965).  There  is  also  some  belief  that 
the  secjuential  tablets  are  not  as  reliable  as  the 
combination  tablets,  even  when  no  doses  are 
missed.  A World  Health  Organization  Scientific 
Greruj)  states:  “7’he  effectiveness  of  currently  used 
combined  oestrogen/jjrogestcjgen  cjral  contracep- 
tives is  reflected  in  a jnegnancy  rate  of  not  more 
than  0.1  jjer  100  wonien-years  ol  use  if  the  contra- 
cejJtives  are  taken  according  to  instructions.  . . . 
Fhe  elfectiveness  of  the  currently  available  sequen- 
tial regimens  ajijjears  to  be  somewhat  less”  (W^HO 
Fechn.  Reji.  Ser.  No.  32(i,  jz.  17,  lOGti). 

Oral  Cc)NTRAt:Ei>rivi..s  .\nd  Liver  Disease 
Imjiairment  of  hejjatic  function  is  probably  fre- 
ejuent  with  all  of  the  oral  contraceptives,  including 
Ovulen,  but  it  is  clinically  insignificant.  G.  j. 
Kleiner  et  al.  (New  Eng.  J.  Med.,  273:  420,  1965) 
and  others  have  observed  increased  bromsulphalein 
retention  in  patients  on  Enovitl  and  Enovid-E 
(Searle).  Fhe  retentiem  was  believed  to  be  related 
to  interference  by  the  progestin  with  the  transfer 
of  the  dye  conjugates  from  the  liver  cell  into  the 
bile;  the  abnormality  was  uniformly  reversible  in 
studies,  and  microscojiic  and  histochemical  exam- 
inations erf  liver  biojrsies  from  these  jratients  were 
all  normal.  No  harmful  elfects  have  been  seen  even 
in  those  women  in  whom  jaundice  has  developed 
from  other  causes  and  in  whom  the  medication  has 
been  continued.  Fhe  only  hejiatic  disorders  which 
should  be  considered  a contraindication  to  the  u.se 
of  oral  contraceptives  are  jnevions  cholestasis  of 
jnegnancy,  jnimary  biliary  cirrhosis,  and  heredi- 
tary disorders  of  hejratic  excretory  function  such 
as  the  Dubin-Johnson  and  Rotor  syndromes.  No 
evidence  has  been  jnesented  that  jrreexisting  liver 
damage  increases  the  suscejitibility  of  the  bile 
.secretory  ajijiaratus  to  imjiairment  by  contracejjtive 
drugs. 

Reprinted  from  The  Medical  Letter  on  Drugs  and  Thera- 
peutics, Neiv  York,  N.Y.  J'ol.  8,  No.  16,  August  12,  1966. 
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James  Gates  Percival  (M.D.  Yale  1820) 

Once  Our  Nation's  Most  Promising  Poet 

Thomas  E.  Cone,  Jr.,  M.D. 


■ Perhaps  no  physician  in  onr  nation’s  history  has 
been  so  versatile  and  so  eager  in  the  acquisition  of 
learning  and  yet  has  been  so  forgotten  as  James 
Gates  Percival  (Fig.  1)  . Few  will  recognize  his  name 
although  he  was  our  most  famous  poet  during  the 
1820’s  and  early  1830’s,  a position  he  held  until  the 
ascendency  of  ^Villiam  Cullen  Bryant.  The  ver- 
satility of  this  remarkable  physician  is  staggering 
when  one  discovers  that  during  his  lifetime  he  dis- 
tinguished himself  in  medicine,  poetry,  geology, 
linguistics,  jDhilology,  law,  teaching,  anatomy, 
botany,  and  newspaper  editing. 

Percival  rvas  Imrn  in  Kensington,  Connecticut  on 
September  15,  1795  in  a house  still  standing,  al- 
though somewhat  altered  from  its  original  appear- 
ance (Fig.  2)  . Flere,  known  as  a shy,  sensitive  child 
with  an  omniverous  taste  in  reading,  he  spent  his 
boyhood.  Ffe  became  exceptionally  well  informed  in 


Figure  I 

Oil  Portrait  of  Dr.  James  Gates  Percival  (1795-1856)  painted 
by  Francis  Alexander  probably  in  1825.  (Reproduced  tlirough 
the  Courtesy  of  the  Yale  U riversity  Art  Gallery,  Gift  of 
Harvard  University)  . 


Figure  II 

Percital's  boyhood  home  in  Kensington,  Connecticut  as  it 
appeared  a few  years  ago.  (Reproduced  through  the  Courtesy 
of  Dr.  Herbert  Thoms,  Stony  Creek,  Connecticut)  . 

geography  and  when  only  14  years  of  age  wrote  an 
epic  The  Commerciad  which  was  a versified 
gazetteer.^ 

When  he  was  16  years  old  he  entered  Yale  Col- 
lege where  he  proved  to  be  a brilliant  although 
temperamental  scholar,  intolerant  of  any  criticism. 
Because  a few  of  his  classmates  ridiculed  his  at- 
tempts at  writing  poetry,  he  withdrew  temporarily 
from  college  in  his  second  year,  returning  to  his 
home  village  to  teach  in  a district  school.  For- 
tunately he  returned  to  Yale  the  following  year  and 
delved  intensely  into  chemistry  and  minerology 
under  the  elder  Benjamin  Silliman  and  into  botany 
under  Eli  Ives.  Fie  also  gained  a reputation  in  New 
Flaven  literary  circles  as  a promising  and  talented 
young  poet. 

In  1815  when  he  graduated  with  honors.  Presi- 
dent Day  of  Yale  said  of  Percival: 

“he  was  among  the  most  distinguished  in  his 
class  in  talents  and  literary  acquirements. 

In  1820  Percival  received  his  M.D.  at  Yale  once 
again  distinguishing  himself  as  a student.  Dr.  Ives, 
Professor  of  Materia  Medica  and  Botany  in  the 


DR.  THOMAS  E.  CONE,  JR.,  Professor  of  Pediatrics, 
Southwestern  Medical  School,  Dallas,  Texas. 


Volume  30,  No.  10 


719 


newly  established  Yale  Medical  School,  lauded 
Percival’s  scholarship  in  these  words: 

“He  is  an  excellent  scholar,  and  as  a naturalist 
is  scarcely  excelled  by  any  j^erson  ol  his  age  in 
the  United  States.  As  a medical  scholar  I may 
safely  say  that  from  the  commencement  of  the 
Medical  Institution  (Yale)  , no  one  in  the 
examination  for  the  degree  of  Doctor  of  Medi- 
cine has  appeared  better  than  Dr.  J.  G.  Per- 
cival.”^ 

Percival  returned  to  his  home  village  to  practice 
medicine  and  within  a few  months  had  developed 
an  extensive  |rractice.  But  one  day,  five  of  his 
patients  died  suddenly  of  an  unexplained  fever  in 
spite  of  his  vigorous  efforts  to  save  them.  Dis- 
couraged by  this  unfortunate  incident  he  abruptly 
ended  his  practice,  saying  to  a fellow  physician  that 
he  could  not  bear  to  have  people  looking  to  him  for 
relief  and  to  be  unable  to  relieve  them. 

In  1821  Percival  gained  wide  recognition  over- 
night as  a poet  upon  the  pid)lication  at  his  own 
expense  of  Poems  which  included  the  long  Spen- 
serian “Prometheus,”  acclaimed  by  his  compatriots 
as  the  equal  of  Bryon’s  Childe  Harold.  Many 
literary  critics  hailed  his  poetic  gifts  as  the  most 
classical  in  America.  The  appearance  of  Cdio  I and 
II  in  1822  and  of  Prometheus,  Part  II  ivith  Other 
Poems  the  same  year  further  enhanced  his  literary 
fame. 

Percival  was  indeed  held  high  in  the  eyes  of 
most  of  the  literary  giants  of  his  day  as  is  evident 
from  Whittier’s  comment  in  1830  in  the  New 
England  Review: 

“God  pity  the  itian  who  does  not  love  the 
poetry  of  Percival.  He  is  a genius  of  nature’s 
making— that  singular  and  high  minded  poet.” 

Yet,  in  spite  of  such  praise  our  literary  tastes 
have  so  changed  that  not  a single  one  of  Percival’s 
jjoems  is  to  be  found  in  any  of  the  standard  current 
anthologies  of  American  poetry.  One  of  the  best 
known  of  Percival’s  poems  memorized  by  most 
school  children,  especially  in  New'  England,  in  the 
period  prior  to  our  Givil  War  w'as  titled  Neia  Eng- 
land. The  first  tw’o  stanzas  of  this  poem  are  excellent 
examples  of  the  flavor  of  Percival’s  poetic  style. 

NEW  ENGLYND 

Hail  to  the  land  w'hereon  we  tread. 

Our  fondest  boast! 
d'he  sepulchre  of  mighty  dead. 

The  truest  hearts  that  ever  bled. 

Who  sleep  on  glory’s  brighest  bed, 

A fearless  host: 

No  slave  is  here;— our  unchained  feet 
Walk  freely,  as  the  w'aves  that  beat 
Our  coast. 


Our  fathers  crossed  the  ocean’s  wave 
Eo  .seek  this  shore; 

They  left  behind  the  coward  slave 
To  w'elter  in  his  living  grave; 

\Vith  hearts  unbent,  high,  steady,  brave, 

I’hey  stendy  bore 

■Such  toils  as  meaner  soids  had  quelled: 

But  souls  like  these,  such  toils  impelled 
To  soar. 

His  petulance  and  tactlessness  as  the  Phi  Beta 
Kappa  orator  at  Yale  in  1825  coupled  w'ith  his 
sudden  and  une.xpected  resignation  as  editor  of 
Bond’s  American  Athenaeum  the  same  year  pro- 
voked a storm  of  new'spaper  disapproval  w'hich  so 
upset  Percival  that  he  withdrew'  abruptly  from  his 
literary  career,  publishing  only  CAio  No.  Ill  (1827) 
and  The  Dream  of  a Day  and  Other  Poems  (1843) 
during  the  remainder  of  his  lifetime. 

Percival  vacillated  between  several  totally  un- 
related careers  after  foregoing  literature.  He  as- 
sumed the  editorship  of  the  Connecticut  Herald, 
but  regarded  this  task  as  an  insult  to  his  intel- 
ligence w'hich  may  explain  why  the  Herald  failed. 
4'hrough  the  influence  of  John  G.  Galhoun,  the 
Secretary  of  W’ar,  Percival  obtained  a professorship 
in  chemistry  at  VVTst  Point,  but  he  soon  wrote  that 
he  hated  chemistry  so  much  that  the  very  thought 
of  it  gave  him  an  ague.  After  a few'  months  of  being 
miserably  unhappy  as  a chemist,  he  asked  to  be 
transferred  to  the  office  of  Post  Surgeon  in  Boston, 
but  service  as  a physician  examining  recruits  was 
not  to  his  taste  either;  he  once  again  gave  up  the 
practice  of  medicine,  this  time  for  good. 

One  of  Percival’s  many  hobbies  was  the  systematic 
study  of  languages.  His  linguistic  attainments  and 
thorough  know'ledge  of  more  than  12  languages  led 
to  his  collobration  with  Noah  4VTbster  for  a year 
or  tw'o  in  revising  the  manuscript  of  An  American 
Dictionary  of  the  English  Language  (1828)  . 

No  career  gave  Percival  satisfaction  for  long. 
Thoms-’  has  w'ritten: 

“His  innate  ability  rose  at  times  to  sheer 
genius  and  the  one  thing  that  prevented  his 
occupying  a foremost  place  in  American  letters 
w-as  the  pecnliar  psychology  with  w'hich  he  w'as 
unfortunately  endowed:  a nature  in  which 
petulance,  lack  of  judgment,  instability  and  ill 
health  were  ever  present— that  group  of  nervous 
phenomena  w'hich  seems  to  be  almost  uni- 
versally the  penalty  of  genius.” 

Perhaps,  it  was  as  a geologist  that  this  man  of 
many  talents  did  his  most  lasting  scientific  work. 
In  1835  he  was  appointed  state  geologist  of  Con- 
necticut; in  1842  he  pnblished  his  “Report  on  the 
Geology  of  Connecticut,”  which  took  him  more 
than  five  years  of  concentrated  effort  to  complete. 
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He  could  not  be  paid  for  his  survey  until  it  had  the 
governor’s  approval  but  Percival’s  intransigence  led 
him  to  refuse  to  stdnnit  the  report  to  the  governor, 
whom  he  considered  incompetent  to  judge  the  value 
of  his  report. 

Poverty-stricken  as  a result  of  his  unpaid  work  as 
a geologist  and  his  lavish  purchases  of  books,  he 
voluntary  secluded  himself  in  three  unswept  rooms 
in  the  State  Hospital  in  New  Haven,  where  he  lived 
alone,  engaged  occasionally  during  the  next  ten 
lonely  years  as  a railroad  surveyor  and  geologist. 

From  the  director  of  the  hospital  at  this  time  we 
learn  the  few  details  that  are  known  of  his  lonely 
life.  No  one  was  allowed  to  enter  his  rooms;  he 
would  not  invite  visitors  as  distinguished  as  the 
poet  Longfellow  into  the  living  quarters.  Percival 
would  often  forget  to  eat  for  days  and  when  he  did 
his  meals  were  of  the  simplest  nature— crackers, 
herring  and  dried  beef.  Although  he  was  unyielding 
and  eccentric,  utterly  impractical,  living  alone  with 
his  10,000  books,  he  was  nevertheless  one  of  the 
most  learned  men  of  his  time. 

Percival’s  geological  reports  brought  him  so  high 
a reputation  as  a geologist  that  he  was  engaged 
temporarily  by  the  American  Mining  Company  to 
investigate  the  lead  deposits  in  Wisconsin.  While 
making  such  a stirvey  he  died  unexpectedly  in  the 
small  town  of  Hazel  Green,  Wisconsin,  on  Alay  2, 
1856. 

Not  having  made  a will,  he  became  in  death,  as 
in  life,  a further  object  of  public  clamor.  His 
physician  claimed  his  estate.  The  New  Haven  city 


council  refused  to  defray  the  cost  of  burying  the 
poet  in  that  city,  and  public  subscription  to  pur- 
chase and  place  his  library  at  Yale  as  a memorial 
did  not  succeed. 

Percival  lies  buried  in  Hazel  Green  where  many 
years  later  a group  of  friends  errected  a monument 
on  which  is  inscribed  the  following  tribute; 

EMINENT  AS  A POET 
ILYRELY  ACCOMPLISHED  AS  A 
LINGUIST 

LEARNED  AND  ACUTE  IN  SCIENCE 
A MAN  WITHOUT  GUILE 
He  surely  deserves  greater  recognition  than  he 
received  since  his  death.  Lie  may  not  have  been  a 
great  physician,  Itut  he  certainly  brought  fame  to 
our  profession,  not  only  during  the  years  when  he 
was  the  nation’s  chief  poet,  but  also  in  the  excep- 
tional talent  this  most  versatile  physician  brought 
to  the  many  other  careers  he  pursued  with  such 
distinction. 
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The  Management  Of  Bacterial  Shock 
And  Septic  Abortion 

Leon  SperofF,  M.D.  and  Clarence  D.  Davis,  M.D. 


Clinical  Features 

Essential  criteria  lor  the  diagnosis  of  bacterial 
shock  are  the  presence  of  a bacterial  infection  and 
hypotension  not  related  to  blood  loss.  The  tempera- 
ture is  usually  elevated  above  101°  F.  orally,  how- 
ever snbnoiinal  levels  are  frequently  seen  j)iior  to, 
or  associated  with,  the  onset  of  shock.  Chills,  pallor, 
and  respiratory  distress  are  common  characteristics. 
,\  foul  vaginal  discharge  and  a tender  uterus  are 
important  findings  in  the  obstetrical  patient.  The 
mental  status  of  the  patient  is  fretjtiently  that  of 
striking  clarity  and  may  lull  one  into  a sense  of 
false  security.  A significant  number  of  patients  have 
warm,  dry  skin  which  may  be  misleading.  |aundice, 
cyanosis,  cardiac  arrhythmias  and/or  uremia  suggest 
a grave  [irognosis. 

Leukopenia  in  the  early  stages  is  soon  followed  by 
leukocytosis.  The  hematocrit  is  usually  normal,  but 
the  platelet  count  may  be  low,  suggestive  of  intra- 
vascular clotting.  Electrolytes  are  usually  consistent 
with  a metabolic  acidosis. 

In  most  cases  a traumatic  jnocetlure  can  be  related 
to  the  onset  of  bacterial  shock.  In  a series  of  169 
cases,  82  per  cent  had  genitotirinary  procedures.-’ 
In  20  cases  seen  over  a 6 year  jieriod  in  the  Depart- 
ment of  Obstetrics  and  Gynecology  of  the  Yale-New 
Haven  Hospital,  the  majority  were  related  to 
jjregnancy  ( Eable  I)  . Only  4 of  the  10  septic  abor- 
tions admitted  interference,  but  it  is  wise  to  assume 

T.^bce  I 

ItACTERiAL  .Shock  in  C)I{-(;VN 
Vace-N’ew  Haven  Hospiiai, 


Jan., 

1960-Dec., 

196.5 

SliR\T\  FI) 

DIM) 

.Septic  Abortion 

7 

.s 

Chorioaninionitis 

1 

2 

Postoperative: 

Vaginal  Hysterectomv 

2 

0 

C-section  Hysterectomv 

0 

1 

-\ppendiceal  .\bscess 

0 

1 

Sigmoiil  Fistula 

1 

1 

I’yeloncphritis 

0 

1 

Total 

11 

<1 

(15%  mortality) 

From  the  Department  of  Obstetrics  and  Gynecology  of  the 
Yale  Ihiiversity  School  of  Medicine  and  the  Yale-New  Haven 
Hospital,  New  Haven,  Connecticut. 
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E.  coli 

SURVIVFD 

1 

niFD 

6 

Fi.  coli  |)lns: 

Clostridium  wclchii 

2 

1 

Pseudomonas 

0 

1 

Proteus 

1 

0 

Klebsiella-aerobacter 

2 

0 

Pseudomonas 

9 

0 

■\naerobic  Streptococcus 

1 

0 

Negative  Report 

2 

1 

Total 

11 

9 

that  where  there  is  fever  there  most  likely  was  inter- 
ference. Gram  negative  organisms  are  most  com- 
monly isolated  as  seen  in  Table  II. 

Physiology  Of  Endotoxin  Shock 

Hypotension  due  to  endotoxin  is  associated  with 
a decreased  cardiac  output  because  of  a decreased 
venous  return  as  a consequence  of  pooling  of  blood 
in  the  spanchnic  bed  (Eigure  1)  . Endotoxin  has  a 
sympathomimetic  effect,  particularly  in  the  visceral 
organs  and  apparently  more  intense  on  the  venous 
side  of  the  circtilation.  Ihdess  there  is  significant 
blood  loss  there  is  no  critical  change  in  blood 
volume  and  the  central  venous  pressure  remains 
normal  or  slightly  decreased  (barring  cardiac 
damage  or  failure) . A further  effect  of  endotoxin 
is  the  precipitation  of  widespread  intravasctilar 
clotting— the  Shwartzman  phenomenon  (Figure  I)  . 
In  some  unknown  way,  jtregnancy  “prepares”  for 
the  -Shwartzman  reaction  so  that  the  initial  exposure 
to  endotoxin  has  a thromboplastic  effect.  This  may 
be  complicated  by  significant  fibrinolysis. 

Treatment  Of  Bacterial  Shock 
GENERAL  MEASURES 

I.  Gultures  of  blood,  urine,  wounds,  and  cervix 
when  indicated.  Gram  stain  smears  may  facilitate 
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PHYSIOLOGY  OF  ENDOTOXIN  SHOCK 


Schematic  representation  of  the  physiology  of  endotoxin 
shock. 

an  early  diagnosis  with  a more  intelligent  selection 
of  antibiotics. 

2.  Blood  studies:  complete  blood  count,  blood 
urea  nitrogen,  electrolytes,  fibrinogen,  prothrombin 
time,  liver  function  tests,  platelet  count,  clot  forma- 
tion and  stability,  type  and  cross-match. 

3.  Baseline  electrocardiogram. 

4.  Chest  and  abdominal  x-rays  to  rule  out  foreign 
body,  gas  formation,  sub-diaphragmatic  air  or 
masses. 

5.  Foley  catheter:  Delay  in  the  insertion  of  an  in- 
dwelling catheter  into  the  bladder  may  result  in 
the  failure  to  recognize  oliguria.  Flourly  urine  out- 
put and  specific  gravity  should  be  charted  along 
with  frecpient  vital  signs  and  strict  I.  & O.  Intra- 
venous mannitol  in  a 10  per  cent  solution  is  given 
if  the  urine  output  falls  below  30  cc./hour. 

6.  Central  venous  pressure  readings:  A poly- 
ethylene catheter  is  threaded  via  an  antecubital 
vein  into  the  sidjclavian  vein  or  the  superior  vena 
cava.  Continuous  central  venous  pressure  is  then 
readily  followed  and  should  be  kept  between  30  and 
120  mm.  water.  IV  fluids  can  be  administered  by 
using  a three-way  stopcock  at  the  bottom  of  the 
manometer.  Blood  transfusion  is  not  indicated  ex- 
cept to  replace  blood  loss.  Plasma  or  plasma  ex- 
panders may  be  used  to  maintain  a normal  central 
venous  pressure.  If  the  central  venous  pressure  is 
high  with  persistent  hypotension,  rajaid  digitaliza- 
tion is  indicated. 

7.  The  metabolic  acidosis  is  best  treated  with  IV 
sodium  bicarbonate.  It  should  be  noted  that 
respiratory  alkalosis  may  mimic  acidosis  with  a 
compensatory  hyperventilation. 

ANTIBIOTICS 

In  our  experience  the  treatment  of  choice  is  the 
simultaneous  use  of  the  following:  1.  IV  penicillin 
-60-80  million  units  per  24  hours,  (note:  1.5  mEcp 


potassium  per  1 million  units).  2.  IV  chloramphen- 
icol—3-6  grams  per  24  hours.  3.  IM  streptomycin— 
1.0  gram  immediately  and  0.5  gram  every  12  hours, 
(less  in  the  presence  of  oliguria)  . 

Such  massive  doses  of  penicillin  are  usually  effect- 
ive against  all  gram  negative  organisms  except 
Pseudomonas.  Reactions  include  central  nervous 
system  irritation  and  hyperkalemia.  A sodium  salt 
of  penicillin  is  available  and  should  be  used  when 
there  is  renal  damage.  Early  chloramphenicol 
toxicity  may  be  detected  by  a decreasing  reticrdocyte 
count. 

VASOPRESSORS 

In  view  of  the  physiology  of  endotoxin  shock, 
vasopressors  may  be  undesirable,  producing  ex- 
cessive vasoconstriction  with  secondary  ischemia. 
Nevertheless  higher  survival  rates  are  found  with 
use  of  vasopressors,®’^  and  in  our  experience  a 
favorable  response  with  an  increase  in  blood  pres- 
sure and  urine  output  is  usually  seen. 

Metaraminol  (Aramine)  and  levarterenol  (Levo- 
phed)  are  the  agents  of  choice  because  of  their 
inotropic  action  on  the  heart.  These  vasopressors 
are  given  intravenously  in  concentrated  solution, 
titrating  the  rate  of  administration  against  the 
systolic  blood  pressure,  maintaining  a level  of  at 
least  90  mm.  mercury.  The  use  of  phentolamine 
(Regitine)  in  conjunction  with  levarterenol  (5  mg. 
to  1 ampule)  is  recommended  to  avoid  local  tissue 
injury. 

VASODILATION 

The  main  effect  of  peripheral  vasospasm  with 
splanchnic  pooling  seen  with  endotoxin  is  blocked 
l)y  anti-adrenergic  measures.  If  the  blood  flow 
through  the  visceral  organs  can  be  reestablished, 
increased  venous  return  and  cardiac  output  will 
stabilize  the  blood  pressure.  Recently  the  use  of 
vasodilating  agents  for  this  purpose  has  been  advo- 
cated.® 

Phenoxybenzamine  (Dibenzyline)  in  a dose  of  1 
mg.  per  Kg.  body  weight  increases  the  renal  blood 
flow  and  urine  output  with  a resultant  increase  in 
survival  rate.®  ® Other  agents  used  with  similar 
residts  are  chlorpromazine  (Thorazine)®  and  iso- 
proterenol (Isuprel)  Chlorpromazine  is  given  in 
10-25  mg.  doses  IV  every  4-6  hours  as  indicated. 

Isoproterenol  increases  the  rate  and  force  of 
cardiac  contractions  and  at  the  same  time  is  a 
vasodilator.  It  is  given  intravenously  (diluted  1 mg. 
in  500  cc.  solution)  keeping  the  pulse  under  1 10.  A 
pulse  of  130  or  more  may  preci^jitate  cardiac 
arrhythmias  and  hence  decrease  stroke  volume. 

Recently  we  had  a case  of  bacterial  shock  follow- 
ing a septic  abortion  which  was  unresponsive  to 
steroids  and  metaraminol.  The  response  to  iso- 
proterenol was  dramatic.  The  jaatient  survived 
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despite  24  liours  without  a recordable  blood  pres- 
sure prior  to  the  use  of  iso]n'otereiiol.  This  rase  will 
be  re])orted  iu  detail  elsewhered 

If  vasodilating  agents  are  used,  the  central  venous 
pressure  must  be  maintained  in  the  normal  range 
before  and  during  administration.  Certainly  vaso- 
dilatation is  contra-indicated  in  hvpovolemia. 

STEROIDS 

There  is  a greater  survival  rate  in  those  patients 
receiving  high  doses  of  steroids.-'*’^  ''^  I he  dosages 
should  be  massive:  50  mg.  hydrocortisone  or  2 mg. 
dexamethasone  (Decadron)  jrer  Kg.  body  weight 
per  24  hours  by  slow  IV  drip.  Such  doses  apparently 
have  an  inotropic  action  resulting  in  increased 
cardiac  output,  and  there  is  also  a vasodilatation 
effect  with  a decrease  in  perijiheral  resistance.^ 
.\cute  gastrointestinal  ulceration  may  be  a sig- 
nificant side  effect  even  if  the  treatment  is  limited 
to  a short  duration  (48  hours) . Tapering  is  not 
necessary. 

ADDITIONAL  PROCEDURES 

Hypothermia  is  beneficial  in  reducing  cjxygen 
requirement,  reducing  very  high  fevers,  and  in 
exerting  a cold  pressor  effect.  Chlorpromazine  10-25 
mg.  IV)  may  be  used  to  inhibit  shivering  which  is 
painful  and  generates  heat. 

'I'he  use  of  heparin  (50  mg.  every  8 hours  by  I\' 
drip,  in  a .separate  bottle  to  prevent  neutralization 
of  the  heparin  by  other  medications)  might  be 
considered  if  intravascular  clotting  is  significant 
(low  fibrinogen,  prolonged  prothrombin  time,  and 
low  platelets).  Aminocaproic  acid  is  indicated  if 
fibrinolysis  becomes  a complication  (5.0  grams 
diluted  in  dextrose  and  water  given  over  a 1 hour 
period,  then  a continuous  infusion  at  the  rate  of 
1 .0  gram  per  hour) . 

The  Surgical  Management  Of 
Septic  Abortion 

Patietits  with  septic  abortions  are  always  potential 
candidates  for  bacterial  shock.  Since  the  sine  tjua 
non  in  the  treatment  of  bacterial  shock  is  the 
removal  of  the  source  of  infection,  early  surgical 
intervention  in  patients  with  septic  abortions  is 
frequently  life-saving. 

Early  curettage  with  liberal  use  of  oxytocin  (1-10 
cc.  per  liter  as  indicated)  is  employed  when: 

1.  the  uterus  is  relatively  small  (12  weeks’  size  or 
less) . 

2.  a good  circulating  antil)iotic  level  has  been 
obtained. 

3.  if  the  patient’s  clinical  condition  is  stable. 
Occasionally  curettage  is  followed  by  chills  and  a 
sharp  rise  in  temperature,  but  even  then  recovery 
seems  to  be  more  rapid. 

Ehe  patient  in  whom  curettage  is  inadvisable 
may  be  a candidate  for  hysterectomy.  The  decision 


to  proceed  with  hysterectomy  is  not  an  easy  one 
as  the  criteria  are  not  clearly  fixed.  Furthermore 
the  decision  is  influenced  by  the  jjarity  of  the 
patient.  A more  { onservative  approach  may  be 
justified  in  tlie  patient  who  desires  more  childreti. 
However  iti  the  patient  in  whom  reproductioti  is 
unimportant,  especially  multiparas  with  a history 
of  previous  septic  abortions,  consideration  should 
be  given  to  hysterectomy  as  the  primary  treatmctit. 

In  our  experience  the  following  indications  for 
Iiysterectomy  seem  to  be  reliable: 

1.  attemptetl  abortioti  with  recent  intrauterine  in- 
jection of  certain  chemicals  (e.g.  soap,  deter- 
gents, turpentine)  . 

2.  clinical  deterioration  (unremitting  high  tem- 
perature, falling  blood  pressure,  oliguria)  es- 
])ecially  with  a persistently  tender  uterus  or 
foul  vaginal  discharge. 

3.  a large  tender  uterus,  especially  with  a closed 
cervix  or  evidence  of  intrauterine  sepsis  due  to 
Clostridium. 

In  the  occasional  patient  where  preservation  of 
reproduction  is  important  curettage  might  be  per- 
formed rather  than  hysterectomy.  It  is  too  late  to 
wait  until  jaundice,  renal  failure,  or  hemolysis 
intervene.  Bilateral  salpingectomy  should  accom- 
pany hysterectomy  as  marked  acute  salpingitis  has 
been  a jirominent  feature  on  histological  examina- 
tion. 

01)viously  individualization  of  surgical  treatment 
is  necessary,  and  only  the  physicians  at  the  bedside 
can  make  the  proper  decisions.  Delay  in  aggressive 
action,  however,  is  likely  to  be  as  lethal  as  un- 
warranted interference. 
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Ovarian  Pregnancy:  A Case  Report 

Mark  Solomkin,  M.D.,  Mary  M.  Allen,  M.D.  and  Stanley  W.  Edelstein,  M.D. 


■ Ovarian  pregnancy  is  a rare  phenomenon  which 
usually  terminates  in  early  rupture  ol  the  pregnant 
mass.i  However,  the  literature  does  contain  reports 
of  the  pregnancy  going  to  term-  with  the  eventual 
formation  of  a lithopedion  indicating  the  ability  of 
the  ovary  to  accommodate  itself  to  the  growing 
mass. 

It  is  generally  accepted  that  Spiegelberg’s^ 
criteria  be  fulfilled  in  order  to  maintain  the  diag- 
nosis of  ovarian  pregnancy.  These  are:  “(1)  that 
the  tube  on  the  affected  side  be  intact;  (2)  that  the 
fetal  sac  occupy  the  position  of  the  ovary;  (3)  that 
it  he  connected  with  the  uterus  by  the  ovarian 
ligament;  and  (4)  that  definite  ovarian  tissue  be 
found  in  its  wall.” 

The  present  case  concerns  a twenty-seven  year 
gravida  II  para  I.  The  patient  was  first  seen  by  her 
family  doctor  in  approximately  her  eighth  week  of 
gestation.  Not  much  can  be  learned  about  the  in- 
terval from  the  eighth  to  the  twenty-first  week 
except  that  she  had  repeated  episodes  of  “abdomi- 
nal pain.”  Beginning  in  the  twenty-first  week  of 
her  pregnancy  and  during  the  remaining  weeks  of 
gestation  she  exhibited  recurrent  episodes  of  “ex- 
tensive and  “severe  abdominal  pains”  from  which 
she  couldn’t  “straighten  up”  associated  with 
marked  “anemia”  and  “acidosis.”  Her  hemoglobin 
was  reported  at  one  time  to  have  gone  as  low  as 
“5.2  grams  per  100  ml.”  She  was  treated  “conser- 
vatively.” This  consisted  of  repeated  episodes  of 
hospitalization,  intravenous  fluids  and  massive 
whole  blood  transfusions.  In  the  38th  week  of  ges- 
tation the  fetal  heart  tones  were  lost.  When  labor 
did  not  ensue  within  three  weeks,  an  unsuccessful 
attempt  at  medical  induction  was  made.  About  ten 
days  later  the  patient  was  again  hospitalized  for 
“acidosis”  resulting  from  “severe  nausea  and  vomit- 
ing.” This  was  treated  conservatively  and  symp- 
toms subsided.  About  one  week  later  the  patient 
began  to  bleed  vaginally  and  was  hospitalized  and 
again  an  unsuccessful  attempt  was  made  at  medical 
induction.  X-ray  examination  at  this  time  reported; 
“ (1)  fetal  death;  (2)  extra-uterine  pregnancy?” 
At  this  time  w'e  were  asked  to  see  the  patient  in 
consultation.  Because  of  the  marked  abdominal 
tenderness,  examination  was  carried  out  under 
I anesthesia.  She  was  found  to  have  a “long,  closed, 
i hard  cervix.”  Just  above  the  cervix  there  was  a 

This  report  in  part  was  aided  by  a grant  from  the  Mark 
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fixed  mass  about  7-9  cm.  in  diameter.  Posterior  and 
extending  from  the  left  toward  the  right  was  an- 
other lar«e  fixed  mass.  The  final  conclusion  was 

O 

that  the  posterior  mass  probably  represented  an 
intra-abdominal  pregnancy  and  arrangements  were 
made  for  laparotomy.  At  laparotomy  the  peri- 
toneal cavity  wa?  found  to  be  filled  with  massive 
adhesions  involving  the  bowel,  the  uterus,  the 
uterine  ligaments,  the  right  ovary,  the  pregnant 
mass,  and  the  parietal  and  the  visceral  peritoneum 
of  the  pelvis  and  the  lower  abdomen.  When  these 
were  separated,  the  uterus  was  found  to  be  on  the 
upper  limits  of  normal  and  levorotated.  The  preg- 
nancy mass  was  found  posterior  to  the  uterus  and 
extending  from  the  left  to  the  right.  It  was  at- 
tached to  the  pelvic  wall  by  the  left  infundibulo- 
pelvic  ligament  and  attched  to  the  rotated  uterus 
by  the  left  ligament  of  the  ovary.  It  was  removed 
separately.  The  left  tube  was  identified  “lying  on 
the  mass.”  Because  of  the  extent  of  the  rough  and 
bleeding  areas  left  by  the  separation  of  the  ad- 
hesions total  abdominal  hysterectomy  and  right 
salpingo-oophorectomy  was  then  done.  The  post- 
operative course  was  uneventful  and  the  patient 
left  the  hospital  on  the  sixth  post  operative  day. 

74re  pathologist’s  report  identified  the  intact 
fallopian  tube  with  “diffuse  adhesions  to  the  mass.” 
The  “ovary”  was  described  as  being  “adjacent”  to 
the  tube  and  on  examination  was  found  to  be  part 
of  the  “wall  of  the  mass.”  The  possibility  that  this 
might  have  been  an  intra-abdominal  pregnancy  but 
not  ovarian  was  considered  but  rejected  because  of 
ligamentous  attachments.  The  following  photo- 
graphs taken  after  surgery  are  of  interest  and  help 
demonstrate  the  pathology.  Photograph  No.  1 shows 
the  relationship  of  the  pregnancy  mass  to  the 
genitalia.  The  left  tube  can  be  made  out  on  top 
of  the  mass.  Photographs  No.  2 and  No.  3 illustrate 
the  position  of  the  fetus  in  the  mass  and  its  relation- 
ship to  the  placenta.  Microphotograjrhs  Nos.  4,  5, 
and  6 showing  decidual  tissue  and  ovarian  tissue 
were  taken  from  the  same  slitle.” 
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Summary  And  Conclusions 

A rase  ol  ovarian  jnegiiaiuy  in  which  tlie  letus 
li\ed  to  ilie  thirty-eighth  week  ol  gestation  is  re- 
ported. Recnirent  episodes  ol  marked  anemia, 
severe  nausea  and  vomiting  are  believed  to  have  re- 


I'K  iRi  I.  Crioss  Specimen. 


1k;ure  II.  I'etus  In  \mniotic  Sac. 


suited  from  repeated  intra-ahdominal  hemorrhages 
from  the  pregnant  mass.  .Spiegelberg’s  criteria  for 
the  diagnosis  of  an  ovarian  pregnacy  were  fulfilled. 
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Candida  Peritonitis 

Bernard  S.  Shapiro,  M.D. 


Introduction 

■ Candida  peritonitis  is  a complication  rarely  en- 
countered in  surgical  practice.  Only  one  other  case 
has  been  reported  in  the  literature  to  date.^  With 
the  increasing  use  of  broad  spectrum  antibiotics  it 
can  be  expected  to  be  seen  more  frequently  in  the 
future.  At  the  present  time  Amphotericin  B is  avail- 
able for  parenteral  use  as  an  effective  fungicide,  but 
this  drug  carries  its  own  morbidity  and  side  effects. 
The  following  case  is  presented  to  highlight  the 
occurrence  of  a virulent  Candida  peritonitis  and  its 
successful  treatment  with  intravenous  Ampho- 
tericin B. 

Case  Report 

On  July  14,  1965,  an  18  year  old  white  male  was  ad- 
mitted to  The  Griffin  Hospital  Emergency  Room  with  a 
gunshot  wound  of  the  upper  abdomen  accidentally  incurred 
with  a .38  caliber  pistol  approximately  10  to  15  minutes 
earlier.  His  past  history  and  system  review  were  entirely  nega- 
tive. Physical  examination  showed  an  acutely  ill  white  male 
in  severe  pain  with  a blood  pressure  of  90/40  and  a pulse  of 
140.  Positive  findings  were  limited  to  the  abdomen.  There 
was  a wound  of  entrance  in  the  mid-axillary  line  at  the 
eighth  interspace  on  the  left  side  with  the  wound  of  exit 
in  the  posterior  axillary  line  at  the  eighth  interspace  on 
the  right  side.  Bowel  sounds  were  absent.  The  abdomen  was 
rigid.  After  sedation,  initiation  of  fluid  and  blood  replace- 
ment, and  emergency  chest  x-ray  to  substantiate  the  clinical 
impression  that  the  pleural  cavities  were  spared,  he  was  taken 
to  the  Operating  Room. 

Under  general  anesthesia  through  a bilateral  subcostal 
incision,  the  course  of  the  projectile  was  determined.  There 
was  a stellate  laceration  of  the  spleen,  an  entrance  wound  at 
the  greater  curvature  of  the  stomach  and  an  exit  wound  at 
the  lesser  curvature.  The  left  hepatic  artery  was  transected, 
and  the  right  lobe  of  the  liver  was  the  seat  of  a pene- 
trating jagged  wound  which  led  to  the  exit  wound  between 
the  eighth  and  ninth  ribs.  Splenectomy,  two  gastrorrhaphies, 
and  ligation  of  the  left  hepatic  artery  were  accomplished 
with  stabilization  of  the  blood  pressure.  The  liver  wound 
was  handled  by  placing  two  large  cigarette  drains— one  in 
the  right  superior  hepatic  space  and  one  in  the  right 
inferior  hepatic  space— and  bringing  them  out  through  the 
wound  of  exit  which  was  debrided  at  that  time.  Two  other 
cigarette  drains  were  placed— one  at  the  cardia  and  one  in 
the  splenic  bed— and  brought  out  through  a stab  wound 
below  the  left  sub-coastal  incision.  He  received  3,000  cc.  of 
whole  blood  while  on  the  operating  table  and  arrived  in  the 
Recovery  Room  in  a stable  condition. 

* From  the  Surgical  Service,  the  Griffin  Hospital. 


Postoperatively  he  was  placed  on  penicillin  and  chlor- 
amphenicol. He  required  an  additional  blood  transfusion 
daily  for  the  next  three  days,  but  by  the  5th  post-operative 
day  he  was  stable,  taking  adequate  fluids  orally,  and  afebrile. 
On  the  7th  post  operative  day  he  spiked  a fever  of  I02.8°F. 
and  began  to  produce  copious  amounts  of  bile  stained  fluid 
through  both  drain  sites.  Gram  stain  and  culture  of  this 
fluid  showed  Candida  albicans  growing  in  pure  culture. 
Fecal  gram  stains  and  cultures  showed  gram  negative  rods 
identified  as  coliform  organisms  with  rare  yeast  cells  present. 
Blood  and  urine  cultures  were  negative.  Fresh  smears  from  the 
drain  site  showed  yeast  forms  with  hyphae.  Antibiotics 
were  stopped  on  the  7th  post-operative  day  and  a tentative 
diagnosis  of  Candida  peritonitis  established.  When  on  day 
eight  his  temperature  persisted  and  bacteriologic  recheck  con- 
flrmed  the  earlier  report,  it  was  felt  that  active  therapy  was 
indicated. 

Intravenous  Amphotericin  B therapy  was  instituted  on  the 
22nd  of  July;  48  hrs.  later  the  patient  was  afebrile  with  the 
e.xcc])tion  of  a temperature  spike  following  the  onset  of  the 
daily  intravenous  dri|).  Daily  shaking  chills  and  higli  fever 
persisted  despite  premedication  with  aspirin  and  sparine. 
Addition  of  cortisone  helped  ameliorate  the  shaking  chill. 
With  subsidence  of  the  fever,  drainage  diminished  and  no 
yeast  cells  were  obtainable  from  any  subsequent  cultures. 
Blood  Urea  Nitrogen  determination  remained  within  normal 
levels  but  climbed  on  the  eighth  day  of  therapy  to  19  mg/100 
ml  and  on  the  ninth  day  to  25.  When  therapy  was  stopped 
the  BUN  returned  to  normal  levels  in  48  hours. 

The  drains  from  the  left  side  were  slowly  removed  as 
drainage  ceased  but  drainage  persisted  on  the  right  side, 
yielding  approximately  500  to  600  cc.  of  bilious  fluid  in  a 
24  hour  period.  By  August  2nd  all  parameters  showed  marked 
improvement  with  the  exception  of  persistent  biliary  drainage 
and  acholic  stools.  X-ray  attempts  to  visualize  a fistula  by 
oral  and  intravenous  cholecystography  and  cholangiography 
were  futile.  Hypaque  injection  of  the  fistulous  opening  showed 
no  direct  communication  with  the  extrahepatic  biliary  tree. 
Serum  bilirubin  levels  were  within  normal  limits. 

On  the  19th  of  August  the  patient  was  again  taken  to  the 
Operating  Room  and  explored  through  a right  paramedian 
incision.  The  common  hepatic  duct  was  found  to  be  bound 
down  and  obstructed  by  scar  tissue.  Lysis  of  this  dense  scar 
tissue  was  accomplished,  and  an  operative  cholangiogram  at 
that  time  revealed  a patent  extrahepatic  biliary  system  with 
a fistulous  communication  from  a lesser  branch  of  the  right 
hepatic  duct. 


DR.  BERNARD  S.  SHAPIRO,  Assistant  attending  surgical 
service,  the  Griffin  Hospital,  Derby,  Conn.;  Physician,  out- 
patient department,  Yale-New  Haven  Hospital,  New  Haven, 
Conn. 
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Following  the  second  operative  procedure  his  clinical 
course  was  one  of  continued  iinprovement,  and  on  September 
2nd  he  was  discharged  from  the  hospital  with  a T-tuhe  in 
place. 

On  October  21st,  after  x-rays  visualized  a patient  extra- 
hepatic  biliary  system,  the  T-tube  was  removed.  There  was 
prompt  healing  of  the  wound,  and  on  the  last  follow-up  on 
November  llth  he  was  back  to  a normal  weight,  eating 
well,  and  seeking  gainfid  employment. 

Discussion 

riie  (urreiu  literature  documents  a rising  inci- 
dence of  systemic  fungus  infection  over  the  past 
decade.^  Various  etiologic  factors  have  been  ad- 
vanced to  explain  this  phenomenon  but  the 
common  denominator  of  a lowered  resistance  to 
infection  and  treatment  with  broad  spectrum  anti- 
biotics is  almost  invariably  present.  This  case 
documents  the  occurrence  of  a localized  peritonitis 
without  systemic  infection  due  to  Candida  albicans. 
■Vs  pointed  out  by  Dennis  et  al,^  a positive  Candida 
culture  should  not  necessarily  be  interpreted  as  a 
laboratory  contaminant  but  should  be  interpreted 
as  an  ominous  clinical  finding.  I'he  presence  of 
hyphae  on  a freshly  stained  smear,  as  in  this  case, 
can  be  a helpful  adjunct  to  distinguish  a virulent 
invasive  infection  frotn  a laboratory  contaminant.-^ 

Once  a diagnosis  is  established,  the  oidy  currently 
available  therapy  is  Amphotericin  li.  This  drug  is 
not  without  its  side  effects.  In  this  particular  patient 
shaking  chills  and  fever  invariably  followed  soon 
after  the  onset  of  infusion.  Ciastrointestinal  symp- 
toms have  also  been  reiiorted.^  The  dangerous 
nephrotoxic  effects  nuist  be  careftdly  watched  lot 


and  therapy  may  have  to  be  discontinued.  Andreole 
and  Kravetz^  report  that  BlIN  values  of  20  to  30 
mgs.  per  100  ml.  must  not  be  exceeded  if  the  renal 
damage  is  to  remain  in  a reversible  stage.  Hypo- 
kalemia and  anemia  are  also  seen  in  patients  on 
long  term  therapy. 

Dosage  schedule  and  adjustment  are  individual- 
ized. Candida  is  one  of  the  most  susceptible  of  the 
fungi  to  the  effects  of  .\mphotericin  B,  and  long 
term  therapy  for  an  acute  episode  of  Candidiasis 
is  not  retpiired.  The  slow  introduction  of  the  agent 
and  the  gradual  increasing  of  the  dosage  to  a maxi- 
mum level  of  1 mg.  per  kilogram  of  body  weight 
is  important  to  minimize  side  effects.  Premedication 
with  promethazine  and  aspirin  and  the  intravenous 
injection  of  25  mg.  of  Solu  Cortef  with  the  onset  of 
the  infusion  have  helped  to  ameliorate  the  side 
effects  of  chills  and  fever. 

Conclusion 

case  report  of  Candida  peritonitis  has  been 
presented  and  its  successful  therapy  with  intra- 
venous Amphotericin  B has  been  discussed. 
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“The  cure  of  adenocarcinoma  of  the  prostate  is  dependent  upon  us  as  physi- 
cians educating  the  public  and  our  fellow  physicians  as  to  the  simplicity  and 
importance  of  regular  periodic  rectal  exams.  Without  early  recognition,  the 
urologist’s  treatment  is  practically  unchanged  since  the  initial  use  of  estrogens 
begun  in  the  early  1940’s.’’  Charles  Scott,  Jr.,  M.D.,  Atlanta  Georgia,  “Carcinoma 
of  the  Prostate,”  Journal  of  the  Medical  Association  of  Georgia,  53:  278,  1964. 
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Conference  Of  Medical  Society  Presidents 

On  August  26-27 th  the  Organization  of  State  Medical  Association  Presidents  met  in  Chicago 
to  “discuss  common  problems,  share  experiences  and  help  each  other.”  Attendance  is  voluntary. 
Among  members  from  37  State  Societies,  Connecticut  was  represented  by  your  President  and  E. 
Tremain  Bradley,  M.D.  President-elect.  The  program  included  several  topics  of  current  interest  and 
imjrortance  to  the  profession.  Reports  were  heard  concerning  experience  with  Aledicare  (Title 
XVIII)  in  various  parts  of  the  nation.  With  few  exceptions,  hospitals  have  thus  far  been  able 
to  meet  the  increased  demand  for  beds.  Some  hospitals  have  not  participated  due  to  in- 
ability to  fulfill  Civil  Rights  requirements.  Direct  billing  is  a widely  accepted  principle,  how- 
ever hospital  based  specialists  are  experiencing  difficulties  in  reaching  acceptable  arrangements. 
It  was  generally  felt  that  the  Medicare  program  had  not  been  in  effect  long  enough  to  permit  a 
meaningful  evaluation. 

Philip  R.  Lee,  M.D.,  Assistant  Secretary  for  Health  and  Scientific  Affairs,  U.  S.  Department 
of  Health,  Education  and  Welfare,  speaking  on  the  subject  of  Health  Legislation  in  the  1960’s, 
called  attention  to  the  vast  nunrber  of  medically  oriented  bills  considered  by  the  88th  and  89th 
Congresses.  Noting  that  “momentous  measures  have  been  taken  to  meet  the  pressing  irational 
and  community  needs.  30  nrillion  Americans  are  living  in  poverty  iir  urban  atrd  rural  areas  while 
metropolitan  centers  are  plagued  by  over-crowding,  obsolescence,  segregation  and  a host  of 
other  ills—”  he  emphasized  the  significance  of  the  25  pieces  of  social  legislation  affecting  the 
health  of  the  American  people  passed  by  the  89th  Congress.  This  government  action  involves 
mainly  the  allocation  and  distribution  of  funds  for  financing  health  care  of  segments  of  the 
population,  provision  of  adequate  facilities  (hospitals,  clinics,  health  centers,  nursing  homes) 
and  for  training  of  manpower  (including  nurses  and  allied  personnel)  necessary  to  implement 
the  programs.  Under  Title  XIX  of  the  Medicare  law  twenty-five  states  have  instituted  programs 
to  finance  the  costs  of  medical  care  of  3-52  per  cent  of  their  citizens.  A plan  adopted  in  New 
York  State  would  cover  total  costs  for  48  per  cent  of  its  residents.  This  plan  had  not  yet  met  fed- 
eral approval.  Other  federal  funds  are  being  made  available  under  the  Economic  Opportunity 
Program  for  Project  Head  Start  and  the  establishment  of  Neighborhood  Health  Centers.  A new 
bill,  S.  3009,  now  under  consideration  by  Congress,  would  assist  in  financing  hospital  renewal 
projects  and  would  encourage  the  development  of  group  practice  by  making  long-term  mortgage 
financing  available.  Also  under  consideration  by  Congress  is  major  legislation  designed  to 
strengthen  the  system  of  public  health  services.  The  Comprehensive  Health  Planning  and  Pub- 
lic Health  Service  Amendments  of  1966  (S.  3008)  would  provide  grants  to  states,  beginning 
in  fiscal  1968  with  State  Health  officials  distributing  the  funds,  under  an  approved  plan  to  meet 
the  special  health  needs  of  their  particular  areas. 

Dr.  Hudson,  American  Medical  Association  President,  has  said  “Medicare,  as  it  now  stands, 
is  not  an  indigestible  pill— the  principal  threat  is  not  its  provisions  but  the  implications  it  per- 
haps carries  for  the  future.”  It  will  become  increasingly  necessary  for  the  profession  to  demon- 
strate the  private  sector’s  competence  to  carry  out  the  technical,  professional  and  administra- 
tive responsibilities  which  evolve  upon  it  with  clear  indication  to  the  public  that  no  need 
exists  for  further  government  action. 

Orvan  W.  Hess,  M.D. 
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Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''^ plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  Its  components  Precautions:  1.  Genera/— Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnam 
females  has  not  absolutely  been  established.  Therefore,  they  should  not  be 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolongec 
periods  of  time.  2.  Occlusive  dressing  method-VJiih  occlusion  of  extensive 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitable 
precautions  should  be  taken.  Occasional  patients  may  show  contact  sens 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis,  o 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  The 
development  of  infection  requires  appropriate  antibacterial  therapy  and  di: 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  striae 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  lesior 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remission;, 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  The 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  nev 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  Some 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  thei 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  on  o 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  Sid< 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  appliec 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  unf; 
vorably  to  Synalar  under  certain  conditions  References:  1.  Cahn.  M M..  anr 
Levy,  E J : J New  Drugs  1.262  (Nov. -Dec  ) 1961.  2.  Meenan,  F.  O.:  J IrisI 
Med  Ass  52  75  (Mar.)  1963.  3.  Robinson,  H.  M,,  Jr.,  Raskin,  J.,  and  Dunseatl 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 
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You  can  have  a system  “tailored”  to  your  needs 
— using  standard  HP  Sanborn  monitoring  mod- 
ules — whether  it  involves  a few  conditions  for 
a few  patients  ...  or  many  patient  conditions, 
eight  or  more  beds,  and  complete  central  station 
aJarm/display/recording  facilities.  Start  with 
780-series  modules  for  monitoring  the  ECG  and 
heart  rate,  for  example  (shown  above),  and  as 
needs  and  budget  enlarge,  add  “780”  modules 
to  monitor  more  functions,  more  patients  or 
both.  (Illustration  below  shows  the  addition  of 
temperature,  respiration  rate,  systolic  and  di- 
astolic pressure  monitoring  functions,  plus  pace- 
maker, to  the  original  two  functions.)  System 
suitability,  economy,  future  functional  and  loca- 
tion adaptability,  and  rapid  staff  training  are  the 
continuing  benefits  of  modular  “780”  systems. 


able  to  free  space  around  beds,  or  two  styles  of 
“780”  carts  give  complete  instrumentation  mo- 
bility. For  Central  Station  use,  a wide  choice  of 
units  is  available  for  visual  display,  audible 
alarm,  signal  switching,  graphic  and  tape  re- 
cording. 

When  complete  cardiac  function  monitoring  is 
needed,  with  automatic  ECG  recording  at  se- 
lected intervals  or  on  distress,  the  780B  Viso- 
Monitor  provides  it  in  a single  bedside  unit. 
Indicators  display  heart  rate,  QRS  event,  brady- 
cardia, tachycardia,  pulse  loss  and  arrest;  in- 
ternal/external pacemaker  is  built  in.  Com- 
panion unit  supplies  visual  display  and  audible 
alarm  of  all  conditions  monitored  by  the  Viso- 
Monitor. 


Specific  capabilities  of  these  units,  in  addition  to 
those  mentioned,  include  venous  pressure  mon- 
itoring . . . internal/external  DC  defibrillation 
. . . and  continuous  ECG  recording  on  endless 
loop  magnetic  tape  units,  with  automatic  read- 
out on  alarm  of  data  immediately  preceding  dis- 
tress condition.  Wall  Mount  Brackets  are  avail- 


HP/Sanborn  field  offices  can  give  you  valuable 
help  in  system  planning,  installation  and  staff 
training  — and  provide  continuing,  local  service. 
For  details,  send  the  coupon  to  Hewlett-Packard 
Company,  Sanborn  Division,  Waltham,  Mass. 
02154.  In  Europe,  H.P.S.A.,  54  Route  des 
Acacias,  Geneva. 
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Measuring  Jor  Medicine  and  ihe  Life  Sciences  0-740 

Send  detailed  data  on  Sanborn  780  Series  Patient  Monitoring  Systems  to: 
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(hospital) 


(address) 
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(state) 


(zip  code) 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 


Peter  F.  Villano 
Director  of  Public  Relations 


William  R.  Richards^  m.d.^  General  Manager 
160  St.  Ronan  Street,  New  Haven,  Conn. 
Telephone  865  0587 


Josephine  P.  Lindquist 
Assistant  to  General  Manager 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 
Wednesday,  August  24,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Hess,  Bradley,  W.  Martin,  Gold- 
berg, Brandon,  H.  Caplan,  M.  Caplan,  Polivy, 
Grendon,  Egan,  Abbot,  Spitz,  Ayres,  Cramer, 
Fabro,  Grant,  Petrie  and  Pelz.  Also  present:  Mrs. 
Lindquist  and  Dr.  Richards.  Absent  were:  Drs. 
Gardner,  Weise,  Sr.,  Rogol,  Hastings,  Shepard, 
Nolan,  Ciccarelli,  Wilson,  Palomba  and  Roch. 

II.  Routine  Business 

Approval  Of  Minutes 

As  printed  and  distributed,  it  was  VOTED  to 
approve  the  minutes  ol  the  meeting  of  July  14, 
1966,  with  the  following  addition:  That  record  be 
made  of  the  Council’s  desire  that  future  “minutes” 
of  the  CSMS  and  Connecticut  General  representa- 
tives’ meetings  on  Part  B of  Medicare  be  reviewed 
and  approved  by  the  chairmen  of  both  contingents 
before  they  are  distributed  as  official. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members  of  the  Society: 

Irving  H.  Uvitsky,  3101  Main  Street,  Bridgeport 
(FCMA) . 

John  R.  Paul,  333  Cedar  Street,  New  Haven 
(NHCMA) 

John  J.  Gaffney,  215  Main  Street,  Danbury 
j (FCMA) 

I Appointment— Committee  On  State  Blood  Bank 

! It  was  VOTED  to  appoint  William  L.  Williams, 
Rockville,  to  membership  on  this  Committee  for 
the  balance  of  the  current  year  (to  April,  1967)  . 

i III.  Old,  New  And  Special  Business 

j Communication— State  Health  Department 
I Re  Tumor  Registry 

It  was  VOTED  to  accept,  with  thanks,  the  infor- 
mation provided  by  Henry  Eisenberg,  CSHD’s 
Chief  of  the  Chronic  Disease  Control  Section,  con- 
cerning follow-up  procedure  for  cancer  patients 
i leaving  and  entering  Connecticut.  In  brief,  those 
leaving  the  State  “are  followed  by  the  tumor  regis- 
tries of  participating  hospitals  (in  the  new  state  of 
residence)  whenever  it  is  possible.”  When  not  pos- 


sible, a request  is  sent  “to  (the  new  state’s)  Office  of 
Vital  Statistics  recjuesting  death  certificate  informa- 
tion.” In  reverse,  this  procedure  is  followed  on 
patients  moving  into  Connecticut,  although  some- 
times they  are  not  picked  up  until  they  register  with 
a Connecticut  hospital  for  follow-up  and/or  further 
therapy. 

Report— Advisory  Committee  On  Dependents 
Medical  Care  Program 

It  was  VOTED  to  accejit  as  information,  aiul 
with  commendation,  the  report  filed  by  Robert  R. 
Berneike,  Chairman  of  the  Advisory  Committee  on 
(Military)  Dependents  Medical  Care  Program,  on 
a meeting  held  with  representatives  of  ODMC  to 
discuss  implementation  of  the  CSMS  policy  of  re- 
imbursing jihysicians  on  the  basis  of  their  “usual 
and  customary  fees,  as  determined  at  local  level.” 
In  brief,  the  report  indicated  that  the  ODMC  rep- 
resentatives had  been  receptive  to  implementing  the 
policy  in  the  Dependents  Medical  Care  Program, 
and  had  promised  to  present  to  the  Society  for  ap- 
proval a new  program  which  would  embody  the 
policy  of  “usual  and  customary  fees”  as  far  as  pos- 
sible within  the  limits  imposed  by  Federal  statutes. 
Meanwhile,  to  allow  time  to  prepare  and  present 
such  a new  policy  to  the  Society  and  for  the  Society 
to  consider  it  for  approval,  it  had  been  agreed  to 
extend  the  present  CSMS-ODAIC  agreement  (which 
expires  on  September  30)  for  another  six  months. 

Resolution  Re  Financial  Arrangements  Between 
Hospitals  And  Physicians 

It  w'as  VOTED  not  to  adopt  a resolution  on  the 
financial  arrangements  between  hospital  adminis- 
trations and  hospital-based  specialists,  but  to  refer 
the  resolution  to  a special  ad  hoc  reference  com- 
mittee (to  be  appointed  by  the  Chairman)  for 
study  and  report  to  the  Council,  such  report  to 
extend  the  scope  and  intent  of  the  resolution  to 
ail  aspects  of  current  and  projected  contractual 
financial  arrangements  for  medical  practice  be- 
tween hospital  administrations  and  physicians  in 
all  branches  of  medicine.  The  Chairman  appointed 
the  special  ad  hoc  committee  as  follows: 

Sidney  L.  Cramer,  Hartford,  Chin.  (Radiology) 
David  A.  Grendon,  Sharon  (Radiology) 

John  R.  Egan,  Old  Saybrook  (Medicine) 
Benjamin  Cohen,  Hartford  (Anesthesia) 

Marcus  S.  Cox,  Waterbury  (Pathology) 

John  F.  Nolan,  Bridgeport  (Surgery) 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOC-MAftK  (8» 


things  go 

better,! 

^with 

Coke 


DiNTOCAIN  LOTION.  MILD 


r rORMULA--  Alcohol . 70% 

^ Beniocaine  •»•••••  10% 

^ f.  Chloroform,  4 min«.  per  iluidounce. 


&o4de^  o*t  Mte^'7SaLtf>  , • * 


>^UEHTOCAIN  LOTION  MILD  makes  it  easier  to  go  through 
the  troublesome  teething  period.  A small  amount,  applied  with 
gentle  massage,  brings  quick,  soothing  relief  to  irritoted  and 
Indktmed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

00^40^  at  Mic  MoiUe^  . . . 

,,  ^ |ty  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
' - ..  \-CyUH,  LOTION  MILD  grants  the  mother  greater  peace  of 
' ' ' mtxui  and  several  odditional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
' for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield,  Conn.,U.S.A. 
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Report— Fiscal  Advisory  Committee  To  The  Council 

Actions  were  taken  on  a report  filed  by  tfie 
Fiscal  Advisory  Committee  (presented  by  I.  S.  Gold- 
berg, Treasurer)  as  follows; 

1.  Membership  in  U.S.  Chamber  of  Cotnmerce—ll 
was  VOTEI)  to  approve  the  recommendation  of 
the  FAC  that  the  Society  discontinue  its  mem- 
bership in  the  U.S.  Chamber,  and  not  pay  1966- 
67  annual  dues  in  the  amount  of  |600. 

2.  Conference  of  County  Medical  Association 
Ofpcers—lt  was  VOTED  to  approve  the  recom- 
mendation of  the  FAC  that  the  Council  author- 
ize the  holding  of  such  a Conference  (as  out- 
lined in  a report  submitted  by  the  Ad  Hoc 
Committee  on  Administrative  Organization  and 
Planning)  and  authorize  the  expenditure  of  up 
to  $650  to  cover  the  costs  attendant  thereto. 

3.  AMA-USPH  Symposium  on  immunizations— It 
w'as  VOTED  to  approve  the  recommendation 
of  the  FAC  that  the  Council  not  appoint  a 
member  to  represent  the  Society  at  this  Sym- 
posium. 

4.  Standby  Authorization  for  publishing  Connecti- 
cut M.D.— It  was  VOTED  to  approve  the  recom- 
mendation of  the  FAC  that  the  sum  of  $700  be 
added  to  the  General  Manager’s  1966  budget, 
to  cover  the  costs  of  publishing  two  more  issues 
of  Connecticut  M.D.  during  the  current  fiscal 
year,  if  such  publication  is  directed  or  deemed 
to  be  desirable  by  the  Council,  the  PR  Division 
or  the  PR  Director  and  General  Manager 
jointly. 

5.  Radio  Series:  “Your  Health  Today”  — It  was 
VOTED  to  approve  the  recommendation  of  the 
FAC  that  the  Council  authorize  the  PR  Divi- 
sion to  implement  a project  to  broadcast  one- 
minute  taped  “health  messages’’  over  commer- 
cial radio  stations  in  all  county  association  areas 
(the  tapes  to  be  made  by  local  physicians  at 
convenient  county-selected  centers) , and  author- 
ize the  expenditure  of  up  to  $720  in  a twelve 
month  period  to  share  the  production  and  dis- 
tribution costs  50-50  with  each  participating 
county  medical  association,  on  the  basis  of  the 
actual  costs  incurred  by  each  such  association. 

Recommendation— The  Public  Relations  Division 

It  was  VOTED  to  approve  a recommendation  of 
the  PR  Division  that  the  present  two-committees 
under  the  Division  be  reduced  to  one  committee 
of  twenty-four  members,  and  to  refer  the  recom- 
mendation (with  accompanying  explanatory  mate- 
rial) to  the  Subcommittee  to  Study  and  Revise  the 
Bylaws  for  implementation  (properly  worded 
amendment)  and  report  to  the  Council,  for  trans- 
mittal to  the  House  of  Delegates. 


Communication  From  CSMS  Member 
Re  Welfare  Drug  Regulations 

Having  reviewed  a copy  of  a letter  sent  by  a Tol- 
land County  member  to  the  State  Welfare  Depart- 
ment, in  which  the  member  protested  against  cer- 
tain of  the  regulations  covering  the  prescribing  of 
drugs  under  the  Medical  Assistance  Program,  and 
also  criticized  the  members  of  the  Society’s  Ad- 
visory Committee  to  the  State  Commissioners  of 
Welfare,  Finance  and  Control  for  allegedly  “ap- 
proving” of  such  regulations,  it  was  VOTED  to: 
Inform  the  member  (a)  that  his  complaints  re  the 
drug  regulations  will  be  taken  up  with  the  Welfare 
Department  through  official  channels,  and  (b)  that 
the  Council  finds  his  criticisms  of  the  Advisory 
Committee  to  be  quite  unwarranted,  and  strongly 
suggests  that,  in  the  future,  the  interests  of  the 
Society  and  its  members  will  be  best  served  if  such 
criticisms  of  CSMS  officials  or  committees  are  sent 
directly  to  the  Council  and  not  through  an  outside 
agency. 

Request  For  Information— Compensation  Of 
Expert  vs.  Regular  Medical  Witness 

Having  noted  a statement  in  the  7/11/66  issue 
of  AMA  NEWS  that:  “At  least  one  state  (Co- 
nnecticut) has  adopted  a ride  that  an  “expert” 
physician  witness  may  not  be  paid  anything  more 
that  a “regular”  witness  fee  (provided  by  law  for 
any  witness)”,  the  Council  VOTED  to  check  on 
the  veracity  of  this  statement  through  legislative 
and/or  legal  counsel  and,  if  confirmed,  to  refer 
the  matter  to  the  Committee  on  State  Legislation 
for  appropriate  actioir  to  amend  the  Connecticut 
General  Statutes  in  such  a manner  as  will  provide 
that  an  expert  witness  (in  particular,  a physician) 
may  be  paid  a higher  fee  than  a regidar  witness  by 
the  party  who  calls  him  to  testify. 

Request  For  Information— Physician  Liability  In 
Chemical  Tests  For  Intoxication 

Having  noted  a statement  in  the  7/25/66  issue 
of  Medical  Economics  that  only  two  states  (New 
York  and  California)  have  passed  laws  protecting 
physicians  against  civil  suit  as  a consequence  of 
their  having  drawn  blood  samples  (at  the  recpiest 
of  police  officers)  on  persons  arrested  on  suspicion 
of  driving  under  the  influence  of  alcohol,  the 
Council  VOTED  to  refer  this  statement  to  the 
Committee  on  State  Legislation  for  study,  report 
and  recommendations  concerning  efforts  to  enact 
such  a protective  law  in  Connecticut. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  August 
2-1,  1966.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


II 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fXhe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


' \ THE  WM.  S.  MERRELL  COMPANY 

]Vl01*lT0ll  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


PLACEMENT  WANTED 


ANESrilESIOLOCilSl’ — 10  years  ol  age,  Hoard 
eligible,  Connectitiil  license.  Military  obligations 
completed,  would  like  to  associate  with  another 
physician  or  practice  in  an  institution. 

IN'EERNIS'E— 29  years  ol  age,  married.  Board 
eligible.  Would  like  to  practice  in  either  a solo  or 
partnership  situation  within  easy  traveling  dis- 
tance ol  New  York. 

PEDl.V'ERICEVN— 37  year  old  Board  eligible 
pediatrician  with  background  in  general  pediatrics 
and  {)ediatric  oncology  desires  to  associate  with 
other  pediatricians  in  New  Ilaveit  area.  Military 
obligations  completed,  a|)])lied  lor  Connecticut 
licen.se. 

PLACEMENT  OPPORTUNITIES 

PSYCH  I.VTRIST  needed  for  a community- 
oriented  mental  hosjhtal,  to  direct  service  within 
;i  2300-bed  State  mental  hospital.  Opportunity  lor 
teaching,  clinical  wcjrk  and  research.  Has  to  de- 
velop and  direct  team  of  social  workers,  phychiatric 
residents,  [jsychologists  and  more  than  80  nursing 
staff  personnel.  O.P.D.,  day  care,  in-patient  ccan- 
sultation  and  emergency  care  available.  Oppor- 
tunity for  association  with  Wesleyan,  Yale  and 
University  of  Conn.  Salary:  $M,240-.|20,000,  de- 
pending on  cpialifications  and  experience.  Excel- 
lent fringe  benefits  and  annual  leave  to  attend 
medical  conventions.  All  particulars  should  be  in 
first  letter,  including  references.  Apply— John  E. 
Eowiiey,  Jr.,  M.D.,  Supt.,  Cormecticnt  Valley  Hos- 
pital, Box  351,  Middletown,  Conn.  0()158. 

PAY  HOl.OGIST— full-time  or  half-time  to  di- 
rect clinical  laboratory  in  2300-bed  mental  hospi- 
tal. Ample  opportunity  for  research  and  teaching 
available.  Well  etpiipped  and  staffed  laboratory, 
emphasis  on  neuropathology.  Boaitl  certified  or 
eligible  pathologist  preferred.  Salary:  .|  14,740-$  19,- 
000.  Excellent  fringe  benefits.  All  particulars  and 
references  should  be  sent  in  first  letter.  Contact— 
John  F.  f,owney,  Jr.,  M.D.,  Snpt.,  Connecticut  Val- 
ley Hospital,  Box  351,  Middletown,  Conn.  06458. 

(YJNICAL  DIRECTOR  to  develop  program  in 
psychiatric  hospital  with  emphasis  on  psychoso- 
matic medicine.  Opportunity  for  experience  in  em- 
[doyees’  health  clinic,  workmen’s  compensation, 
clinic  and  psychopharmacologic  drug  re.search. 
W411  direct  department  stalled  with  7 physicians. 
EEC,  EKG,  Radiology,  Oiihthalmology  Depts.  al- 
ready fully  equipped  and  stalled.  Consultants  avail- 
able in  all  medical  and  psychiatric  .specialties. 


Salary:  .$  1 5,4()0-.$20,000,  excellent  fringe  benefits, 
annual  leave  to  attend  medical  coinentions.  .Ml 
particulars  and  references  shonlcl  be  in  first  letter. 
.Apply— John  F-  Lowney,  Jr.,  M.D.,  Supt.,  Connecti- 
cut Valley  Hospital,  Box  351,  Middletown,  Conn. 
0()458. 

(i.P.  to  specialize  in  psychiatry.  Psychiatric  resi- 
dencies available  in  community-oriented  mental 
hosjjital.  .Associated  with  Aale  Depts.  of  Psychiatry 
and  Neurology.  Opjrortunities  for  training  in  areas 
of  special  interest.  Arrangements  can  be  made  to 
be  accepted  for  degrees  in  community  mental 
health  and  Iiospital  administration  at  A’ale.  Psycho- 
analytic training  available  at  Western  New  Eng- 
land Psychoanalytic  Institute.  Salary  $12,000  an- 
nually under  NIMH  grant.  Excellent  fringe  bene- 
fits. All  particulars  and  references  included  in  first 
letter.  Contact— John  F.  Lowney,  Jr.,  M.D.,  Supt., 
Connecticut  Ahtlley  Hospital,  Box  351,  Middle- 
town,  Conn.  06458.  An  Equal  Opportunity  Em- 
ployer. 

CLINIC.Vf.  PHARM.ACOI.OGIST  - Physician 
who  wants  to  combine  medical  knowledge,  scien- 
tific inquisitiveness  and  administrative  skills.  High- 
ly desirable  are  previous  experience  in  pharma- 
ceutical industry,  background  of  private  practice 
and  some  type  of  specialized  medical  training,  al- 
though a strength  in  one  area  may  outweigh  a lack 
in  the  others.  .-Vs  a member  of  the  Research  Div., 
he  will  be  active  in  the  planning  of  new  medicinal 
research  programs.  Between  10%  and  20%  of  the 
time,  the  physician  will  be  on  scientific  field  trips 
or  attending  various  professional  meetings,  but  will 
rarely  be  gone  for  more  than  three  consecutive 
days.  Members  of  the  Clinical  Pharmacology  Dept, 
are  encouraged  to  publish  scientific  papers  based 
on  their  own  studies.  Contact:  D.  V.  Vhnes,  Per- 
sonnel Mgr.,  Chas.  Pfizer  & Co.,  Inc.,  Groton, 
Conn.,  06340. 

1 N'EERNIST— 4 he  Chapel  Medical  Ciroup  in 
New  Haven  is  looking  for  an  internist.  'Ehis  is  a 
three-man  group  and  they  have  a regularly  visiting 
specialist  considtant  staff  with  modern  clinic  facil- 
ities, with  schedided  training  and  vacation  periods. 
Y he  starling  salary  is  $15,000-$  18,000  with  a part- 
nership in  one  year.  If  you  are  interested,  please 
submit  qualifications  to  1308  Chapel  Street,  New 
Haven,  Connecticut  06511. 

ANYONE  INTERESTED  IN  THE  ABOVE  IS 
ASKED  TO  CONTAC  E Y HE  GENERAL  MAN- 
.AGER’S  OFFICE,  160  ST.  RONAN  SY  REE  E, 
NEW  H.AVEN,  CONN.  06511. 
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Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  V2  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


CIBA 


The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN”  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow's  therapy 

Division  of  Merck  4 Co.,  INC..  West  Point,  P«.  | 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


Many  Football  Knee  Injuries 
Preventable 

The  prevention  ot  knee  injuries  in  lootball 
should  rate  priority  attention,  even  though  pro- 
tecting the  knee  is  difficult. 

A joint  statement  by  the  National  Federation  of 
State  High  School  Athletic  Associations  and  the 
American  Medical  Association’s  Committee  on  the 
Medical  Aspects  ol  Sports  offers  suggestions  lor 
greater  player  protection. 

The  best  protection,  the  statement  said,  may  be 
the  player’s  own  efforts  to  build  strength  in  leg 
muscles  supporting  the  knee,  d'hese  are  the  knee’s 
only  supporting  structures  whose  strength  can  be 
improved. 

It  is  a paradox  that  the  knee— considered  one  of 
the  strongest  joints  in  the  body— is  the  most  com- 
monly injured  major  point  in  contact  sports,  the 
statement  noted.  This  is  partly  due  to  the  knee’s 
unusual  structure.  It  is  more  than  a mere  hinge; 
the  leg  must  rotate  as  the  joint  hinges. 

This  versatile  joint  movement  makes  possible 
the  crowd-thrilling  action  of  a tlodging,  weaving 
football  “scat  back.’’  On  the  other  hand,  the  com- 
plexity of  the  knee’s  structure  also  makes  the 
player  vidnerable  to  disabling  injury. 

Bad  practices  cause  many  knee  injuries,  the 
statement  said,  and  such  practices  can  only  be 
eliminated  by  better  coaching  and  strict  control  of 
the  game.  These  practices  include  clipping,  blind- 
side  blocking,  piling-on  after  tackles,  and  unneces- 
sary contact  after  an  official’s  whistle  has  sounded. 

Knee  pads  heljr  avoid  bruise-type  injuries,  but 
protective  eqiupment  otherwise  offers  primarily 
only  p.sychological  benefits,  the  statement  said. 

Idle  player  can  help  prevent  injiny  by  following 
his  coach’s  advice  to  shorten  and  cpiicken  his  stride 
when  in  the  zone  of  action.  This  lessens  the  time 
a foot  is  on  the  ground— the  only  time  a knee  in- 
jury can  occur. 

Some  football  shoes  now  have  cleatless  heels,  an 
effort  to  prevent  knee  injury  by  giving  the  foot 
more  freedom  of  movement.  Residts  to  date  are 
encouraging,  but  continued  study  is  recommended 
to  learn  more  specifically  the  relative  advantages 
of  cleatless  heels,  the  statement  said. 

If  it  were  possible,  the  best  way  to  prevent  knee 
injury  would  be  to  select  only  athletes  who  were 
bowlegged  and  pigeon-toed,  the  statement  noted. 
These  leg  alignments  permit  the  least  possible 
stress  on  the  knee. 

Beyond  such  an  impractical  solution,  the  best 
ptotection  remains  adherence  to  good  practices, 
strict  rule  enforcement,  and  building-up  of 
strength  in  the  thigh,  hamstring,  and  calf-muscles. 
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1966  MEETINGS 

October  27  — IS.Srcl  Semi-Annual  Meeting  ol 
New  Haven  County  Medical  Association  to 
lie  held  at  Whiveily  Inn,  Cheshire,  Connecti- 
cut at  SiSO  P.M. 

1967  MEETINGS 

January  17-19  — New  England  Postgraduate 
Assembly  will  be  lieltl  at  the  Statler  Hilton 
Hotel,  Boston,  Massachtiseits.  Advance  Pro- 
gram will  be  sent  in  early  December. 

April  12-13  — Seminar  on  Hospital  Infections 
in  Connectictit  to  be  sponsored  jointly  by  the 
Connecticut  State  Medical  Society,  Connecti- 
cut Hospital  Association,  Yale  University 
School  of  Medicine,  the  Connecticut  State  De- 
partment of  Health  and  the  Communicable 
Disease  Center  of  the  Public  Health  Service. 

April  25-27  - 1 75th  Anntial  Meeting  of  the 
Connecticut  State  Medical  Society  to  be  held 
at  the  Statler-Hilton  Hotel,  Hartford,  Con- 
necticut. 


ADVERTISE 
IN  THE 
JOURNAL 


CLASSIFIED  ADVERTISING 

$9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50^  extra  if  keyed  through  CON .XF.CTICUT  MEDICINE 

P.\Y.\BEE  IN  AI)\’ANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


EEDEREY  P.SYCHI.M  REST,  preparing  lo  retire,  has  attrac- 
tive office  space  available.  Excellent  location  on  East  side  of 
Bridgeport.  C.all  Bridgeport  334-2755  r)i  write  D.P.G.,  c/o 
Connectiuit  .Medicine. 


YOUR  STATE  MEDICAL  JOURNAL 

Perhaps  you've  noticed  your  State  Journal  is 
carrying  more  advertising  lately.  ThaPs  because 
35  new  pharmaceutical  advertisers  have  added 
State  Medical  Journals  to  their  advertising  pro- 
grams since  January,  1965.  A definite  sign  of 
your  State  Journal's  importance  in  medical 
communication. 

For  scientific  papers  by  authors  you  know 
personally,  for  news  about  you,  your  colleagues 
and  your  medical  community,  and  for  adver- 
tising with  special  local  interest,  look  to  your 
State  Medical  Journal. 

State  Medical  Journal  Advertising  Bureau,  Inc. 
510  N.  Dearborn  St.,  Chicago  60610 


1966  COUNTY  SEMI-ANNUAL  MEETINGS 

FAIRFIELD  COUNTY 

WEDNESDAY 

OCTOBER  5,  1966 

HARTFORD  COUNTY 

WEDNESDAY 

SEPTEMBER  21,  1966 

LITCHFIELD  COUNTY 

TUESDAY 

OCTOBER  11,  1966 

MIDDLESEX  COUNTY 

THURSDAY 

OCTOBER  13,  1966 

NEW  HAVEN  COUNTY 

THURSDAY 

OCTOBER  27,  1966 

NEW  LONDON  COUNTY 

THURSDAY 

OCTOBER  6,  1966 

TOLLAND  COUNTY 

TUESDAY 

OCTOBER  18,  1966 

WINDHAM  COUNTY 

THURSDAY 

OCTOBER  20,  1966 
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Special  Article 


Experts,  Enclaves,  And  The  Public  Interest 

John  H.  Knowles,  M.D.* 


! ■ We  are  a nation  of  experts  and  technical  special- 
! ists.  The  vast  expansion  of  higher  education  in  this 
country  is  the  answer  to  society’s  demands  for  more 
well-trained  specialists,  rather  than  a recognition  of 
the  inherent  values  of  education.  The  validity  of 
the  role  of  the  generalist,  or  non  expert,  is  steadily 
denied  by  the  purveyors  of  specialized  knowledge. 
“A  little  knowledge  is  a bad  thing”  is  deeply  in- 
grained in  our  culture  and  as  Barzun  has  said, 
“Every  sidrject  today  confronts  the  tyranny  of  the 
professional”  and  “we  face  an  endless  separatism 
based  on  loyalty  to  the  parish  pump  and  linked 
with  the  unanimous  desire  to  obliterate  the  mere 
observer  by  denying  the  validity  of  his  role.”^ 

The  role  of  the  administrator  becomes  more 
central  and  crucial  in  such  a society— and  the  im- 
portance of  his  role  is  matched  by  increasing 
defiance  of  his  responsibility  and  authority.  The 
University  President  can  be  sent  packing  by  the 
collective  action  of  irate  students.  The  authority  of 
the  Courts  is  challenged  and  ridiculed  by  New 
York  City  transit  workers.  The  Condon-Wadlin 
Act  is  flaunted  and,  instead  of  being  enforced,  is 
changed  by  beleaguered  politicians  and  judges  to 
fit  the  season  of  discontent.  The  new  found  power 
of  collective  action,  whether  it  be  by  unions  of 
students.  Cape  Kennedy  technicians,  transit  work- 
ers, nurses,  physicians  or  radiologists,  or  Civil  Rights 
sympathizers  is  everywhere  challenging  the  validity 
and  uncertain  virtues  of  established  systems  and 
organizational  power  structures.  Does  this  represent 
the  new  revolt  of  the  masses,  and  as  John  Adams 
j warned,  the  main  weakness  of  a democracy,  i.e.,  the 
tyranny  of  the  unenlightened  majority?  Or,  does 
I it  represent  the  revolt  of  the  non-expert  masses 
I against  the  inadequate  leadership  of  those  experts 
j and  specialists  presently  occupying  the  seats  of 
j power  and  decision  making?  I suggest  that  it  is 
jjust  as  much  the  latter  as  it  might  popularly  be 
I thought  to  be  the  former. 

The  new  powers  of  expanding  forms  of  com- 
munication point  the  finger  scpiarely  at  the  experts. 
It  would  appear  that  they  have  failed  in  public 
education  and  that  this  failure  represents  a lack  of 

Presented  at  the  annual  meeting  of  the  Connecticut  Hos- 
pital Association,  at  the  New  Haven  Lawn  Club,  New  Have?), 
Connecticut,  June  9,  1966. 


moral  commitment  outside  their  own  areas  of 
expertise.  It  is  also  a failure  of  those  who  control 
the  forms  of  communication,  sacrificing  accuracy  to 
.sensationalism,  and  downgrading  the  human  spirit 
by  purveying  the  seamy,  beastly  side  of  life  to  the 
inevitable  exclusion  of  rational  discussion  of  major 
issues.  The  reporting  of  those  events  which  uplift 
the  spirit,  increase  the  understanding  and  quicken 
the  ethical  sense  of  a harassed  and  nervous  citizenry 
are  left  to  a handfid  of  newspapers  and  to  the 
off-beat  “intellectual  rags.” 

The  future  of  a democracy  depends  on  the 
ability  of  an  enlightened  citizenry  to  make  viable 
choices.  But  choices  are  not  being  made  and  active 
participation  by  an  understanding  public  in  the 
major  issues  of  the  day  has  succumbed  to  apathy, 
alienation,  and  a lateral  drift  which  favors  and 
looks  to  central  authority  for  the  .solution  of 
problems. 

Hans  Morganthau  puts  it  well  when  he  says, 
“.  . . our  age  has  witnessed  a drastic  shift  in 
power  from  the  people  at  large  to  the  government 
from  the  legislative  to  the  executive  branch,  and 
within  the  executive  branch  from  the  demo- 
cratically responsible  officials  to  certain  techno- 
logical elites.  These  shifts  of  power  are  the  result 
of  the  revolutions  in  the  technologies  of  trans- 
portation, communication,  and  warfare.  These 
revolutions  have  transformed  the  business  of 
government  into  an  esoteric  undertaking,  unin- 
telligible to  the  uninitiated  and  far  removed  from 
the  experience  of  the  man  in  the  street.  The  issues 
of  whether  or  not  to  build  an  anti-missle  system 
or  fallout  shelters  are  different  in  cpiality  from 
say,  the  issue  of  the  prohibition  of  child  labor 
of  more  than  half  a century  ago.  In  contrast  to 
the  former,  the  latter  was  intelligible  to  the  man 
in  the  street,  and  he  was  capable  of  passing  moral 
judgement  on  it  and  translating  the  judgment 
into  political  action.  In  consecjuence,  political 
participation  has  given  way  to  apathy,  and  ‘con- 
sensus’ has  taken  the  place  of  political  con- 
troversy. 


DR.  JOHN  H.  KNOWLES,  General  Director,  Massachusetts 
General  Hospital,  Boston,  Mass. 
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There  has  also  been  a revolution  in  the  tech- 
nology of  ine(li(  ine— and  the  physician  (and  his 
(olleclive  sell,  the  Ainei  ican  Medical  Association) 
who  understands  and  puiveys  the  technology  has 
occupied  the  jjosition  ol  exj)ei t-specialist  beauii- 
lully.  And,  like  all  experts,  he  is  extremely  valuable 
while  also  being  extremely  troid)lesome. 

The  Expert 

'I  here  is  an  old  saying  that  the  expert  shoidd 
always  be  on  taj)  but  never  on  top.  Harold  Laski 
stated  it  so  when  he  said 

. . expertise  . . . sacrifices  the  insight  of  common 
sense  to  intensity  of  exjierience  . . . Intensity  of 
vision  destroys  the  sense  of  proportion  . . . the 
knowledge  of  what  can  be  clone  with  the  residts 
obtained  in  special  disciplines  seems  to  recpiire 
a type  of  coordinating  mind  to  which  the  expert 
as  such  is  simply  irrelevant  ...  it  is  only  the 
juxtaposition  of  the  statesman  between  the  expert 
and  the  public  which  makes  specialist  conclusions 
capable  of  application  . . . that  indeed  is  the 
statesman’s  basic  task.  He  represents  at  his  best 
supreme  common  sense  in  relation  to  expertise.”^ 

I’he  expert  physician  is  a specialist  and  we  are 
glad  to  have  him  help  us  when  we  are  sick  in 
an  area  of  our  body  that  corresjionds  to  his  specialty. 
For  this  reason,  I woidd  agree  with  President  Pusey 
of  Harvard  who  believes  that  we  need  more,  not 
fewer,  experts— for  the  specialist  is  the  one  who 
can  solve  our  special  iiroblems  recpiiring  expertise, 
be  they  medical,  legal,  social,  architectural  or  what 
have  you.  1 agree  completely. 

^Ve  fall  into  trouble  with  the  expert-specialist 
however  for  two  reasons:—!)  he  can  function  and 
get  along  quite  well  without  moral  commitment 
outside  his  own  area  of  expertise;  and  2)  he  has 
the  jjerfectly  human  desire  to  dominate  outside  his 
own  area  of  expertise,  and  will  recognize  no  limita- 
tions to  his  charismatic  authority.  Ortega  y Gasset 
has  said— 

‘A\T  shall  have  to  say  that  he  is  a learned 
ignoramus,  which  is  a very  serious  matter,  as  it 
implies  that  he  is  a person  wdio  is  ignorant,  not 
in  the  fashion  of  the  ignorant  man,  but  wdth  all 
the  petulance  of  one  who  is  learned  in  his  own 
special  line. 

“And  such  in  fact  is  the  behavior  of  the  special- 
ist. In  politics,  in  art,  in  social  usages,  in  the 
other  sciences,  he  will  adopt  the  attitude  of 
primitive,  ignorant  man;  but  he  will  adopt  them 
forcefully  and  with  self-sidficiency,  and  wall  not 
admit  of— this  is  the  paradox— specialists  in  those 
matters.  Hy  sjjecializing  him,  civilization  has 
made  him  hermetic  and  self-satisfied  within  his 
limitations;  but  this  very  inner  feeling  of  domi- 
nance and  worth  will  induce  him  to  wish  to  pre- 


dominate outside  his  specialty.*  The  result  is 
that  even  in  this  case,  representing  a maximum  of 
(pialification  in  man— sjiecialization— and  there- 
fore the  thing  most  ojjpo.sed  to  the  mass-man,  the 
result  is  that  he  will  behave  in  almost  all  spheres 
ol  life  as  does  the  uiupialified,  the  mass-man. 

“This  is  no  mere  wild  statement.  Anyone  who 
wishes  can  observe  the  stupidity  of  thought, 
judgment,  and  action  showui  today  in  politics,  art, 
religion,  and  the  general  problems  of  life  and  the 
world  by  the  ‘men  of  science’,  and  of  course, 
behind  them,  the  doctors,  engineers,  financiers, 
teachers,  and  so  on.  I'liat  state  of  ‘not  listening’, 
of  not  submitting  to  higher  courts  of  appeal  which 
1 have  rejieatedly  put  forward  as  characteristic  of 
the  mass-man,  reaches  its  height  precisely  in  these 
partially  cjualified  men.  They  symbolize,  and  to 
a great  extent  constitute,  the  actual  dominion  of 
the  masses.  . . 

Fhe  expert-specialist  position  of  learned  ignor- 
amous,  coupled  with  his  capacity  to  get  along  with- 
out any  necessary  moral  commitment  outside  his 
ow'u  area  lies  at  the  \ery  roots  of  the  modern  doctor’s 
dilemma,  d’he  roots  can  be  traced  back  to  his  pre- 
medical  and  medical  education  which  have  success- 
fully forced  his  attention  on  medicine  only  as  a 
biological  science  to  its  exclusion  as  a social  science. 

First  of  all,  one  should  turn  one’s  attention  to 
the  premcdical  student.  Once  he  has  declared  him- 
self, tw'o  forces  are  set  in  moticjn,  neither  of  which 
is  entirely  desirable,  d'he  first  is  acceleration  of 
the  curricidum,  and  the  second  is  an  “ovenvhelming 
obsession  for  science,”  so  that  his  interests  are 
constricted  and  restricted,  and  the  liberal  arts  are 
not  given  the  full  measure  of  attention.  What 
emerges  from  college  may  thus  be  an  incomplete 
product,  politically  and  socially  naive,  and  not 
optimally  prepared  to  be,  as  Lionel  Trilling  has 
said,  “at  home  in  and  in  control  of  the  modern 
w'orld,  . . . the  true  purpose  of  all  study.”  President 
Pirsey,  of  Flarvard,  has  said: 

“The  humanities  have  a very  special  place  in  a 
university,  especially  perhaps  because  of  the 
pleasure  they  give,  but  also  because  of  the  height- 
ened effects  w'hich  experience  of  them  can  pro- 
duce in  individuals  in  terms  of  enlivened 
imagination,  increased  responsiveness,  broadened 
interest,  clarified  purpose  and  in  the  end  also, 
(juickened  ethical  sense.” 

* The  modem  example  is  tlie  expert  stance  that  the 
physician  (and  tlie  A.M..A.)  assumes  in  relation  to  the  social 
and  economic  problems  of  mctlical  care— sidijects  alx)ut 
which  the  average  physician  knows  almost  nothing,  hut 
speaks  with  great  authority.  This  defect  is  compounded  by  | 
economic  self-interest  which  gives  a certain  unfortunate 
slant  to  the  pronotincemeiUs  made  by  our  overextended 
expert.  ! 
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The  medical  school  curriculum  accelerates  the  con- 
stricting effect  of  the  student’s  premedical  educa- 
tion by  its  complete  emphasis  on  a foundation  of 
basic  science  in  the  first  two  years  of  medical  school. 
The  opportunity  still  exists  to  introduce  the  liberal 
arts,  humanities,  and  social  sciences  of  medicine, 
but  it  is  not  seized.  This  history  of  medicine— its 
people,  its  institutions  and  its  social  setting  — is 
neglected,  as  the  politics  and  the  economics  of 
medicine  are.  The  student  is  relentlessly  forced  to 
focus  on  the  individual  doctor-patient  relation  as 
an  object,  and  his  own  subjective  self-understanding 
and  his  understanding  of  the  world  around  him 
flags. 

At  the  end  of  his  four  years,  he  is  a highly 
individualistic  person,  trained  to  take  immediate 
action  with  the  individual  patient  and  to  expect 
immediate  rewards,  with  his  knowledge  firmly 
grounded  in  science.  The  primary  purpose  of 
medical  education— that  is,  to  understand  disease 
and  to  be  able  to  manage  sick  people— has  been 
fulfilled,  but  the  broader  issue  of  the  physician’s 
place  and  problems  in  the  world  at  large  has  been 
neglected.  The  world  of  the  health  profession  and 
its  institutions  has  been  left  undescribed  and  un- 
studied. 

The  roots  of  our  dilemma  with  the  expert- 
specialist  physician  can  be  traced  further  back  to 
the  origins  of  human  social  behaviour  and  par- 
ticularly that  characterizing  a profession— and  that 
is  that  the  members  of  any  profession  have  a self- 
protective  or  guild  function  and  look  inward  as 
well  as  a service  and  public  responsibility,  in  which 
case  they  look  outward.  Today,  the  medical  pro- 
fession is  looking  inward  and  watching  outward- 
watching  out  for  what  a high  official  of  the  A.M.A. 
has  termed  the  three  main  enemies  of  the  pro- 
fession — the  Universities,  the  hospitals  and  the 
Federal  Government.  The  medical  profession  is 
the  avowed  enemy  of  any  bureaucracy,  particularly 
when  they  have  little  control  of  it  themselves. 

Enclaves 

The  word  enclave  comes  from  the  French  and 
means,  literally,  “nailed  in”.  It  refers  to  “a  piece  of 
territory  entirely  shut  in  by  foreign  dominions”. 
Our  military  advisers  have  debated  the  desirability 
of  establishing  coastal  enclaves  in  Vietnam.  Our 
enclave  becomes  the  exclave  of  the  Vietnamese,  i.e., 
that  piece  of  territory  isolated  from  the  home 
country  by  a foreign  power. 

I labor  these  terms  for  I wish  to  draw  an  analogy 
and  try  to  establish  a concept.  The  American  hos- 
pital today  has  become  a focal  point  of  medical 
care— even  the  doctor’s  office  is  in  or  adjacent  to 
the  local  hospital  today  and  for  obvious  reasons 
which  I will  not  repeat.  The  hospital  has  emerged 
from  a passive  receptacle  for  the  indigent  sick  in 
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the  19th  century  to  the  modern  health  center  for 
all  social  and  economic  classes.  It  is  an  organized, 
social  instrument  consisting  of  the  grouping  of 
health  professionals,  employees  and  atlministrators, 
and  of  the  massive  and  expensive  technology  of 
medical  care  all  under  one  roof,  or  in  adjacent 
buildings. 

Is  it,  indeed,  what  it  should  be,  a smoothly 
working,  highly  efficient  organization?  The  answer 
is  no  and  for  many  reasons: 

1.  the  impossibility  of  timing  and  schediding 
illness,  as  well  as  the  doctor’s  valuable  time; 

2.  inadequate  manpower  and  inadequate  train- 
ing programs  for  that  limited  manpower; 

3.  the  necessity  to  run  a 24  hour,  7 day  a week 
ojaeration  for  unforeseen  and  uneven  demands; 

4.  an  incredible  lack  of  and  indeed,  resistance 
to  planning,  characteristic  of  the  medical  profes- 
sion, and  so  on. 

But  another  and  increasingly  important  reason 
is  the  establishment  of  enclaves  in  the  hospital  by 
nationally  (and  locally)  organized  groups  of  ex- 
perts—all  busily  carving  out  their  areas  of  expertise, 
their  enclaves  if  you  will— all  functioning  in  iso- 
lated fashion  without  any  necessary  moral  commit- 
ment outside  their  own  territory— or  what  to  me 
is  an  exclave  in  my  hospital. 

I refer  to 

1.  the  specialty  Boards  and  the  Council  on 
Medical  Education  of  the  A.M.A. —who  control 
the  length  and  breadth  of  our  in-hospital  graduate 
residency  programs— and  steadily  expand  the  re- 
quirements for  specialists  in  the  fact  of  a shortage 
of  physicians— partly  due  to  lack  of  moral  commit- 
ment outside  of  their  immediate  responsibility  for 
standard  setting  and  partly  due  to  the  effects  of 
syndicalism; 

2.  the  National  League  for  Nursing  which,  in 
the  face  of  a shortage  of  nurses  is  actively  fighting 
the  hospital  diploma  schools  which  provide  the 
country  presently  with  three-quarters  of  our  nurse 
supply; 

3.  the  American  Colleges  of  Radiology,  Path- 
ology and  Anesthesiology  hell-bent  on  getting  out 
from  under  the  hospital  organization  and  salaried 
arrangements  and  successfully  disrupting  through 
the  Medicare  Law  a system  which  had  been  highly 
successful  in  protecting  patient,  doctor  and  hospital 
from  exploitation; 

4.  the  medical  schools  who  have  used  their  hos- 
pitals for  teaching  and  research  and  neglected  the 
service  and  community  needs  by  overemphasis  on 
the  university  function; 

5.  State  Welfare  Departments  who,  through 
emphasizing  savings  for  the  taxpayer  by  short- 
sighted underpayment  of  hospitals,  have  effectively 
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diokc'd  the  development  and  even  maintenance  of 
onr  large  urban  hospitals— and  many  more  examj^les 
Avhich  woidd  include  the  Blue  Cross,  the  Joint  Com- 
mission on  Accreditation,  the  A.H.A.,  the  American 
College  of  Surgeons  and  so  on. 

The  Public  Interest 

Whth  our  experts  and  our  enclaves,  what  has  hap- 
pened to  the  ]nd)lic  interest— the  organization,  dis- 
tribution, availability,  utlization,  cpiality  and 
financing  of  health  services  and  facilities?  We  have, 
I belive,  muddled  through  fairly  well  and  I am  not 
a pessimist  cjr  a cynic  but 

1.  the  cost  of  medical  care  continues  to  sky- 
rocket; 

2.  our  hospital  and  other  health  facilities  are  in 
sad  repair  and  will  become  increasingly  inadecjuate 
to  the  task; 

3.  there  is  a drastic  shortage  of  health  manpower 
— dcjctczrs,  nurses,  technicians  and  so  on— as  well  as 
a shortage  of  nursing  home  and  haspital  beds;  and 

4.  there  is  little  if  any  true  regional  planning 
to  improve  health  ser\ ices  and  avoid  reduplication. 

Our  exjierts  continue  on  their  enclaves  without 
apparent  concern.  I have  many  times  staled  to  my 
medical  colleagues  that  I am  unalterably  opposed 
to  the  expansion  of  central  (Federal)  authority— 
that  the  hazards  of  the  Welfare  State— a sujjine 
citizenry,  an  over-weening  bureaucracy,  and  an 
erosion  of  individual  initiative— must  be  avoided 
at  all  costs— and  that  a private  system  c^f  medicine 
carried  out  in  voluntary  hospitals,  supported  aiul 
shaped  by  the  local  community  who  need  and 
want  the  best  health  services  has  never  been  ex- 
ceetled  by  any  Government  program— at  least  in  this 
Country,  f urge  them  to  get  together,  consider  the 
remaining  problems  (after  Medicare)  , and  act  in  a 
.socially  resjtonsible  fashion  for  there  can  be  little 
freedom  without  resjionsibility.  I ask  the  enclave 
leaders  to  consider  the  larger  issues  while  they  light 
for  their  vested  interests. 

Meanwhile,  the  jniblic  knows  of  the  problems 
of  rising  cost.s,  manpower  shortages,  and  inadetjuate 
hospital  and  nursing  home  facilities  and  hears  one 
of  two  things  from  the  experts  and  the  enclave— 

1.  “that’s  not  our  business— we’W  serve  our  expert 
function  and  somebody  else  will  have  to  do  some- 
thing about  the  other  and  larger  problems”  or 

2.  “there  are  no  problems”— which  statement  is 
continually  given  in  authoritarian  tones  by  our 
idiot  savants  (or  learned  ignoramous’)  . Perhajis  we 
should  say  with  Bogo  that  ‘AV^e  have  met  the  enemy 
and  they  are  ns!” 

With  the  advent  of  Medicare,  several  crucial 
changes  will  occur,  the  most  important  of  which 
are  that 

74f) 


1.  Public  scrutiny  of  hospital  costs  and  doctor’s 
fees  will  increase; 

2.  Ecpiitable  rates  of  reimbursement  will  be 
forcetl  on  .State  W’elfare  Departments,  w’hich  will 
have  to  be  itniform  with  rates  paid  by  the  Federal 
C.overnment  under  I’itle  18; 

3.  Utilization  of  doctors  and  hospitals  will  in- 
crease, and  with  it,  increased  demands  for  better 
utilization  of  hosjhtal  beds— in  this  regard  the 
requirement  of  a Utilization  (Mmmittee  is  a most 
important  and  necessary  change  in  hospital  practice 
(necessitated  by  Medicare)  ; 

4.  .\fter-caring  facilities  will  be  shown  to  be 
grossly  inadeipiate; 

5.  Flospital  facilities  will  be  strained  and  the 
need  for  new  ca])ital  expenditures  will  become 
acute; 

().  Afanpower  shortages  will  be  accentuated; 

7.  Medical  school-teaching  hospital  relationships 
will  be  altered  and  clinical  teaching  will  change; 

8.  The  relation  of  radiologists  etc.  to  the  hospital 
and  the  medical  school  will  change  and  the  man- 
power shortage  here  will  become  more  acute; 

9.  Gosts  will  increase  markedly  in  both  hospitals 
(Afedicare  tax,  minimum  wage,  collective  bargain- 
ing, etc.)  and  in  doctors  fees  (Plan  B inflation!)  ; 

10.  Ihe  public  and  our  local  and  national 
jjolitical  leaders  will  demand  and  ultimately  force 
regional  planning  and  control; 

11.  Our  cajtacity  to  strike  new  organizational 
arrangements  within  medicine  and  hospitals  and  to 
participate  in  the  political  arena  will  test  us  dras- 
tically and  it  is  in  the.se  areas  that  f believe  we  have 
our  greatest  problems  and  greatest  opportunity. 
Our  political  leailers  are  deeply  concerned  at  this 
very  moment  that  we  in  the  medical  world  will 
not  be  able  to  fulfill  the  new  expectations  of  the 
pidtlic  as  a consetpience  of  Afedicare.  Will  they 
help  us  or  will  they  put  the  blame  on  us  and  use 
us  as  their  scapegoats? 

W’e  must,  f believe,  develop  new  organizational 
arrangements  and  new  methods  of  communicating 
with  the  public— arrangements  which  will  recognize 
the  central  position  of  the  expert  and  yet  be  able  to 
articidate  his  work  effectively  with  the  public 
interest,  dhe  public  interest  must  be  based  on 
reliable  information  and  knowledge  in  depth,  or 
apathy  and  consensus  will  ride  the  day,  and  our 
jjolitical  leaders  will  drift  laterally. 

An  example  of  a new  organizational  arrangement 
can  be  related  to  the  present  structure  of  the 
national  association  of  hospitals  called  the  American 
f4ospitaI  Association.  In  its  present  form  it  is  essen- 
tially a group  of  hospital  administrators  who  meet 
to  discuss  the  problems  of  hospitals  generally,  but 
who  at  the  moment  do  not  enjoy  effective  working 
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relationships  with  other  powerful  groups  or  enclave 
leaders,  if  you  wall,  which  are  essentially  shaping 
and  directing  the  American  hosj)ital  today.  W^ould 
it  be  a reasonable  idea  to  restructure  the  Ameriacn 
Hospital  Association  and  organize  it  on  the  basis  of 
a well  organized  hospital  with  hospital  trustees  in 
the  idtimate  position  of  authority,  hospital  directors 
as  the  executive  directors  of  the  Association  and 
then  medical  staff,  nursing  staff  and  so  on  grouped 
organizationally  w'iihin  the  national  association  as 
they  are  in  a well  managed  hospital.  In  this  way 
outside  power  groups  could  play  the  same  role  in 
the  national  organization  that  they  enjoy  in  their 
otvn  hospitals  today.  With  the  best  representatives 
of  all  these  various  special  interests  working  to- 
gether, one  might  hope  for  better  articidation  of 
hospital  interests  wdth  the  public  interest  at  large. 
I’he  final  authority  woidd  be  the  lay  board  of 
Trustees  w'ho  articulate  the  private  hospital  interest 
with  the  pidilic  interest  generally.  .At  the  moment 
the  hospital  administrators  meet  and  although  they 
have  functioned  well  in  the  national  .Association, 
there  is  the  constant  hazard  of  assuming  an  expert 
stance  and  looking  inward  as  a guild  w’oidd  rather 
than  otitward. 

Certainly  for  the  future  there  must  be  coordi- 
nation and  integration  of  public  and  private  in- 
terests to  jjrovide  health  services  of  high  quality 
which  neither  a public  or  a private  system  has  been 
able  or  walling  to  do  alone.  We  are  entering  into  a 
new’  era  of  so-called  “creative  federalism”  in  which 
central  Government  is  dedicated  to  problem  solving 
by  pumping  large  amounts  of  money  into  regions 
hoping  that  local  politicians  can  evolve  new  systems 
to  use  the  money  wasely  on  a regional  basis.  Federal- 
ism can  be  creative  only  if  an  enlightened  citizenry 
is  w’illing  to  exercise  maximal  responsibility  on  a 
regional  basis.  'I’he  new  Heart  Disease,  Cancer  and 
Stroke  Law  represents  an  examjjle  of  creative 
federalism.  The  question  remains  whether  the  local 
community  of  physicians  and  other  interested 
parties  can  seize  the  opportunity  to  create  better 
health  services.  In  this  regard  I firmly  believe  that 
the  hospital,  its  staff,  employees,  administration  and 
trustees  represent  a politically  viable  unit  of  plan- 
ning. 

Perhaps  it  is  time  the  medical  profession  de- 
velojted  w'hat  Max  Weber  called  the  three  cardinal 
qualities  of  the  politician,  namely  a feeling  of 
responsibility,  a sense  of  proportion  and  finally, 
passion.  In  the  latter  instance  I mean  passionate 


commitment  to  the  sohition  of  public  problems  in 
medical  care  and  not  passionate  commitment  to 
one’s  guild  or  one’s  own  expert  interest. 

The  time  is  ripe  for  new  moral  commitment  and 
action  in  the  pulilic  interest  for  as  Dante  said— 
“’The  hottest  places  in  Hell  are  reserved  for  those 
who,  in  a period  of  moral  crisis,  maintain  their 
neutrality.” 

I woidd  like  to  state  most  emphatically  once 
again  that  I am  proud  to  be  a doctor  and  to  be  a 
member  of  the  medical  profession  in  the  United 
States.  I am  a member  of  both  the  Massachusetts 
Medical  Society  and  the  .American  Medical  Associa- 
tion and  I have  tried  to  work  within  the  ranks  of 
organized  medicine  to  achieve  goals  which  I find  are 
totally  shared  by  my  colleagues.  .At  the  same  time 
I find  myself  at  odds  with  organized  medicine  as 
to  how  best  to  achieve  these  goals.  I can  assure  you 
that  if  the  present  activities  of  organized  medicine 
persist,  the  day  will  not  be  too  far  off  wdien  volun- 
tary hosjjitals  and  private  practice  of  medicine  are 
taken  over  completely  f)y  the  ITS.  Government.  If 
we  fail  to  solve  obvious  problems  on  a local,  private 
basis,  then  indeed  the  fetleral  government  should 
take  us  over  in  the  pidilic  interest. 

I should  also  say  that  the  proltlcms  that  apply  to 
medicine  and  the  public  interest  can  just  as  well 
apply  to  other  professional  groups  or  special 
interests,  such  as  the  law,  the  ministry,  the  political 
system,  the  business  tvorld  and  so  on.  Perhaps  this 
polemic  is  a broad  indictment  of  our  present 
.American  culture,  its  values  and  its  attitudes.  It 
is  also  a plea  for  new  forms  of  moral  commitment 
and  organizational  arrangements,  so  that  a highly 
specialized  country  can  move  forward. 

In  conclusion  I am  reminded  of  the  statement 
of  J.  Mason  Brown  who  said— “Existence  is  a strange 
bargain.  Life  owes  us  little;  we  owe  it  everything. 
'The  only  true  happiness  conies  from  squandering 
ourselves  for  a purpose.” 
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WOMAN’S  AUXILIARY 


President-Elect 

Mrs.  Anthony  Cipriano,  Hamden 

First  Vice-President 
Mrs.  Henry  Sherwood,  Middletown 

Second  Vice-President 
Mrs.  Edward  P.  Allen,  Orange 


President 

Mrs.  John  D.  O'Connell,  West  Hartford 


Recording  Secretary 
Mrs.  Nicholas  Creatiiro,  Trumbull 

Corresponding  Secretary 
Mrs.  Irving  H.  Krall,  West  Hartford 

T reasurer 

Mrs.  Forest  D.  Gibson,  Farmington 


L-R;  Mrs.  William  R.  Richards,  Mrs.  Jacques  H.  Green,  Mrs.  John  Mendillo 


Nightmare  Doll  House 


A strange  sounding  title  for  a project  in  which 
the  Connecticut  State  Medical  Society  and  its 
Woman’s  Auxiliary  cooperated!  This  Doll  House 
exhibit  was  a Community  Service  project  original- 
ly thought  up  by  the  Woman’s  Auxiliary  to  the 
Hawaiian  Medical  Society.  Our  women  were  in- 
trigued by  it  and  decided  they  would  like  to  try  it 
with  the  cooperation  of  our  Medical  Society.  Since 
there  was  comparatively  little  time  to  plan,  re- 
search, and  execute  the  idea  between  June  and  the 
end  of  August,  the  Woman’s  Auxiliary  to  the  New 
Haven  County  Medical  Association  accepted  the 
idea  at  their  first  Board  Meeting  and  preceded 
with  the  plans.  The  result  was  a beautifully  de- 
tailed, inexpensive,  ranch  style,  easy-to-view  home, 
filled  with  37  commonly  seen  Safety  Hazards. 

We  sincerely  hope  that  all  the  members  of  the 
Medical  Society  and  the  Auxiliary  will  have  an 
opportunity  to  view  this  exhibit.  All  the  women 
who  gave  their  time  to  “sit”  with  it  at  the  North 
Haven  Fair  said  they  enjoyed  the  experience  in 
spite  of  the  physical  discomforts  involved,  such  as 


the  heat,  the  cold  at  night,  the  late  hours  (to 
11:00  P.M.),  and  the  increasingly  pungent  odors 
of  the  prize  vegetables  surrounding  them  (after 
exposure  of  four  days) . 

The  interested  groups  of  spectators  included 
families  who  were  brought  back  to  the  doll  house 
after  younger  children  had  seen  it  and  wanted  to 
show  their  parents  what  they  had  learned;  chil- 
dren in  groups  who  discussed  having  learned  about 
some  of  the  hazards  in  the  classroom;  adults  whose 
comments  were:  “Isn’t  it  a mess?  Just  like  ours 
sometimes.”  “Look  at  that  woman  smoking  in  bed. 
I’m  always  telling  you  not  to  do  that!”  “Look  at 
all  that  cleaning  stuff  under  the  sink— see  what 
happens— the  kids  get  after  it  and  get  poisoned!” 
“That  woman  on  the  table— I’m  always  doing  that 
—standing  on  a box— only  I usually  stand  on  a 
chair— just  as  bad!”  Adults  do  not  seem  to  have 
been  as  aware  of  the  dangers  of  reaching  for  an 
electric  appliance  from  the  tub  as  children  were. 
The  children  also  noticed  the  overloaded  circuit 
in  the  living  room  more  quickly  than  the  adults. 
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OBITUARIES 


Ernest  H.  Ferrell,  Jr.,  M.D. 
1923-1966 

Alter  two  and  one  halt  years  of  declining  health, 
the  courageous  battle  came  to  an  end  for  Dr.  Ernest 
Ferrell  on  July  18th,  19()6.  T his  unrelenting  struggle 
lor  health  attests  to  his  uohle  spirit  since,  as  a 
physician,  he  could  not  he  spared  the  full  knowl- 
edge of  the  nature  of  his  illness.  He  continued  with 
this  bravely  without  self  pity  and  servetl  as  an  in- 
spiration to  those  around  him. 

Dr.  Ferrell  was  born  in  Cleveland,  Ohio  on 
November  25th,  1923,  son  of  Ernest  and  Edna 
Rentsch  Ferrell.  He  loved  sports,  and  was  especially 
interested  in  scouting.  His  parents  moved  to  W'ater- 
ville,  Ohio  where  he  graduated  from  High  School. 
Early  in  life  he  had  a desire  to  become  a doctor  of 
medicine.  He  received  a Bachelor  of  Science  degree 
from  Bowling  Green  College.  He  was  a graduate  of 
Western  Reser\e  Ihiiversity  Medical  School,  and 
interned  at  Grace  New  Haven  Hospital,  where 
he  was  also  a surgical  resident.  He  spent  two  years 
as  a Navy  physician.  He  was  a fellow  of  the 
.\meiican  College  of  Surgeons;  American  Medical 
.Association;  New  Haven  County  Medical  Associa- 
tion and  New  Haven  Medical  Society;  Connecticut 
State  Medical  .Society.  He  is  also  a member  of  the 
Woodbridge  Club.  Dr.  Ferrell  is  survived  by  his 
four  sons:  Thomas,  William,  James  and  Jelfery, 
and  by  his  wife  Florence.  It  may  truly  be  said  that 
no  patient  has  ever  received  more  elHcient,  attentive, 
cheerful  and  loving  care  than  that  given  by  his 
nurse  and  wife  Florence. 

We  will  all  remember  and  cherish  him  for  his 
warmth  of  ]jersonality  and  comjiassion  for  the  ill. 
Because  of  the  desire  to  help  perpetuate  the  memory 
of  our  beloved  colleague,  his  father,  Mr.  Ernest  H. 
Ferrell,  Sr.,  prepared  a memorial  pamphlet  in  his 
son’s  honor.  I have  taken  the  liberty  of  borrowing 
freely  from  the  memorial  paiiijddet. 

It  seems  most  htting  that  a tribute  to  his  memory 
be  concluded  by  a direct  cjuotation  from  this 
pamphlet,  which  I shall  now  add. 

“It  has  been  .said  that  a man  who  lives  in  the 
minds  of  his  contemporaries,  has  built  his  own 
monument.  Such  a person  has  built  a greater  monti- 
ment  than  any  carved  stone.’’ 

Sri-\v,\Rt  J.  Bktrik,  .M.t). 


Harry  S.  Reynolds,  M.D. 
1888-1966 

Dr.  Harry  S.  Reynolds  of  WTst  Hartford  died 
August  1,  19()h,  after  a long  illness.  He  was  born 
in  Rome,  New  York,  October  (3,  1888.  He  grew 
up  in  .Schenectady,  New  5'ork,  where  he  attended 
Union  Ciollege  in  1911.  He  was  graduated  from 
Albany  Medical  College  in  1910  atul  theti  internctl 
for  a year  at  St.  Francis  Hospital,  Hat  tford.  TTiere- 
alter  he  developed  a large  general  practice,  which 
was  intcrrujJted  by  service  as  a First  Lieutenant 
in  the  Army  Medical  Ciorps  in  World  War  I.  He 
was  married  July  15,  1918  to  Nora  Walsh  and  they 
had  two  daughters. 

In  1924  he  left  Icjr  New  York  City  to  sjjeciali/e 
in  dermatology  at  the  New  York  Skin  and  Cancer 
Hospital,  the  pioneer  skin  hospital  in  the  countrv. 
After  extensive  training  and  experience  in  derma- 
tology  he  returned  to  Hartford  and  became  associ- 
ated with  the  late  Dr.  M.  J.  Morrissey.  For  years 
he  was  on  the  attending  and  later  considting  staff 
at  St.  ITancis  Hospital. 

Besides  being  a member  of  the  County  and  State 
Societies  and  the  A.M.A.  he  was  a member  of  the 
New  England  Dermatological  Society  and  the 
Dermatology  Section  of  the  New  York  .Academy  of 
Medicine. 

He  was  an  ardent  and  able  golfer  and  an  early 
member  of  \\himpanoag  Ciountry  Club  where  he 
was  a member  of  the  House  Committee.  He  was  a 
member  of  the  Church  of  St.  Thomas  the  Apostle, 
West  Hartford.  He  is  survived  by  his  widow'  and 
two  daughters,  Mrs.  Harriett  Hatheway  of  Elling- 
ton and  Mrs.  Virginia  Johnston  of  Worcester, 
Mass. 

He  w'as  very  social  in  disposition,  but  a modest 
man.  By  his  geniality  and  desire  to  help  in  any 
w'orthwhile  undertaking,  he  exerted  considerable 
influence  in  any  organization  with  which  he  was 
connected. 

His  cordial  greeting  will  be  greatly  missed,  but 
his  memory  w'ill  long  be  cherished  in  the  hearts 
of  those  who  knew’  him. 

W.\i  ri  R L.  Hogan,  M.D. 
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Letters  To  The  Editor 


An  Ethical  Question 

To  The  Editor: 

New  etliical  issues  confront  the  medical  profession  as  medi- 
cal science  advances,  and  as  medical  economics  change. 
Recently  questionable  practices  with  regard  to  clinical  re- 
search and  experiments  in  humans  have  come  to  the  forei 
and  other  physicians  have  to  answer  such  questions  as:  Is 
it  good  patient  care  to  insist  tliat  a confused  elderly  couple 
with  cerebral  arteriosclerosis  fill  out  its  own  Medicare  forms 
(Part  B)  and  deal  with  governmental  bureauocracy  because 
the  physician  holds  strong  beliefs  which  dictate  that  he 
personally  not  collect  money  from  the  federal  government?2 

The  question  we  wish  to  raise  here  is  an  old  one  but  new 
for  Connecticut  (and  Massachusetts)  physicians,  thanks  to 
changes  in  tlie  laws  governing  conception  control.  Can  a 
physician  deny  in  good  conscience  a patient  information, 
instruction  and  devices  for  family  planning  because  of  his 
personal  beliefs  and  values?  It  is  a well-established  fact  that 
good  maternal  and  infant  health  are  inversely  related  to 
multiparity  and  family  size,  besides  varying  significantly  witli 
racial  and  socioeconomic  factors.  Furthermore,  a woman’s 
emotional  healtli  and  the  psycho-social  welfare  of  her  family, 
another  aspect  of  total  healtii,  are  contingent  on  child  spacing 
appropriate  to  her  psychological  and  emotional  resources. 3 
It  has  further  been  estaltlished  that  effective  family  planning 
must  be  a part  of  total  and  integrated  health  care,  and  that 
advice  and  prescription  for  family  planning  is  best  initiated 
early  in  the  post-partum  period  by  the  physician  who  de- 
livered the  baby.4  How  does  a physician  justify  failure  to 
initiate  apppropriate  recommendations,  let  alone  refusal  to 
arrange  for  this  part  of  medical  care  when  requestedps  Is  it 
good  or  even  permissable  practice  to  operate  on  a patient,  and 
then  ignore  issues  of  aftercare,  maybe  because  the  surgeon 
doesn't  believe  in  rehabilitation? 

Physicians  have  traditionally  set  aside  their  standards  and 
personal  feelings  when  saving  the  lives  of  suicidal  patients, 
of  criminals,  or  of  enemy  casualties  on  the  battle  field.  What 
are  the  ethics  of  refusing  to  initiate  family  planning  measures 
which  safeguard  maternal  and  family  health,  which  prevent 
family  pathology  and  the  birth  of  emotionally  undernourished 
children  whose  parents  didn't  want  them  in  the  first  place— 
consciously  or  unconsciously.  How  many  physically  battered 
children  appear  in  our  emergency  rooms  because  some 
physician  ]nit  his  own  values  above  medical  needs  and  indi- 
cations?*! There  are  now  no  legal  barriers  to  the  implemen- 
tation of  professional  judgement  and  knowledge  concerning 
I family  planning;  only  the  physician’s  choice  between  his 
) personal  beliefs  and  his  professional  knowledge  and  com- 
petence determines  the  fate  of  many  a family  for  better  or 
worse  with  regard  to  keeping  the  number  of  offspring  within 
the  limits  of  the  family’s  resources  for  emotional,  educational 
and  tangible  nourishment. 

•Stephen  Fleck,  m.d. 

Yale  University  School  of  Medicine, 

Department  of  Psychiatry, 

New  Haven,  Conn. 

I 
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To  The  Editor: 

Please  accept  the  sincere  and  grateful  thanks  of  the  Con- 
necticut Division  for  your  interest  and  assistance  in  making 
the  two  cancer  issues  of  Connecticut  Medicine  possible. 

We  have  already  received  several  highly  complimentary 
comments  concerning  the  editorials  and  articles  appearing  in 
these  two  issues  and  feel  this  material  will  be  of  special 
value  to  Connecticut  physicians. 

There  is  also  a good  deal  of  interest  being  expressed  in  the 
article,  “Nursing  The  Patient  With  Cancer— An  Exercise  In 
Timing”,  by  Virginia  Barckley,  Cancer  Society  Nursing  Con- 
sultant, which  appeared  in  the  Jtine  issue  of  your  Journal. 
In  this  connection.  The  Connecticut  Nurses’  Association 
would  like  very  much  to  reprint  Miss  Barckley’s  article  in  one 
of  the  fall  issues  of  their  publication.  Nursing  News,  and  have 
asked  me  to  seek  the  permission  of  your  Journal  to  reprint 
this  article.  Proper  credit  would,  of  course,  be  given  to 
CoNNEcnctrr  Medicine. 

Your  cooperation  in  this  matter  will  be  greatly  appreciated. 
Sincerely, 

(Miss)  Jeane  M.  Roth 
Education  Director 
American  Cancer  Society  Conticc- 
ticut  Division,  Inc. 

New  Haven,  Conn. 

To  The  Editor: 

CoNNEcrtTCUT  Medicine  should  be  complimented  for  its 
August  1966  issue.  Continuing  medical  education  is  essential 
to  all  physicians.  Your  journal  certainly  serves  as  one  of  the 
important  facets  for  continuing  medical  education.  I find  it 
so. 

Sincerely, 

Joseph  WTiner,  m.d. 

New  Haven,  Conn. 
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Letters  to  the  Editor  are  welcome  and  will  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  luith  other  material  which  is  submitted  for  publication, 
all  letters  will  be  .subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Editor,  CIonnecitcut  Medicine, 
160  St.  Honan  Street,  New  Haven,  Connecticut,  06511. 


Special  Notice 


SEMINAR  ON  PERINATAL  MORTALITY 

sjioiisorcd  by 

THE  CONNECTICUT  STATE  MEDICAL  SOCIE  l Y 

STATE  OE  C:0NNEC:TICUT  department  OE  HEALTH 
YALE  UNIVERSITY  MEDICAL  SCHOOL 
Wednesday,  November  16,  1966—9:00  A.M.-5:30  P.M. 

Mary  Harkness  Aiulilorimn  — 333  Cedar  Street,  New  Haven, 
Ckmnectieut 

Morning  Cliairman— Samuel  I).  Rowley,  M.D., 

De|>artmenl  of  Pediatrics,  Hartford  Hospital. 

INTRODUC  riON-PERINATAL  PROBLEMS 

Robert  Ei.  Cooke,  M.  D.,  Chairman,  De])artnient  of  I’edia- 
trics,  jolins  Hopkins  University  Sebool  of  Medicine. 

PROBLEMS  OE  Nl’  I RI'I  ION  (.Screening  Methods  R:  Data) 
Robert  R.  L.  Nesbitt,  Jr.,  M.D.,  Chairman,  Dept.  Obs-Gyn, 
Syracuse  Ihiiversity  College  of  Medicine. 

Coffee  Break 

.SOCIOECONOMIC  FACTORS  INVOLVED  IN  PERI- 
NATAL PROBLEMS 

Arthur  Lesser,  M.D.,  Dc[nity  Director,  Cihitlren's  Bureau, 
U^ashington,  D.C. 

EEEECiTS  OF  DRUGS  AND  OTHER  AGENTS-INCLUD- 
ING  ANESTHETIC  AGENTS-ON  THE  INTRA-URINE 
PATIENT 

Jerold  F.  Lucey,  M.D.,  Associate  Professor  of  Pediatrics, 
University  of  Vermont  Medical  School. 

P.XNEI.  DSCUSSION  (Audience  Participation) 

Moderator— Sydney  Gellis,  M.D.,  Chairman,  Department  of 
Pediatrics,  Tnfts  Medical  School. 

Lunch 

.Afternoon  Cihairman— Charles  D.  Cook,  M.D.,  Chairman 
Department  of  Pediatrics,  Yale  Medical  School. 

RECENT  ADVANCES  IN  NEONAl  AL  RESEARCH 

Louis  Gluck,  M.D.,  Director,  New  Born  Services  Yale 
Medical  School. 

LABORATORY  AND  PATHOLOGICAL  ASPECiTS  OF  THE 
PLACENTA,  FETUS  AND  NEWBORN 
Kurt  Benirschke,  ,\I.D.,  Cihairman,  Department  of  Pathology 
Dartmouth  Medical  School. 

NEWER  TECHNIQUES  AND  FLOUIPMEN'E  IN  PRE- 
MATURE CARE 

William  Silverman,  M.D.,  Profes.sor  of  Pediatrics,  Babies 
Hospital,  Colnmbia-Presbyterian  Medical  Center,  New 
York. 


Coffee  Break 

PANEL  DISCUSSION-POSTNATAL  FACTORS  (Audience 
Participation) 

.Moderator— Sydney  Gellis,  M.D. 

WIIAI  CAN  WE  DO?-.\  SUMM.ATION 
Sydney  Gellis,  M.D. 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknowledgement  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  be  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


Cardiovascular  Surgery  1965.  American  Heart  Association 
Monogra]jb  Number  Thirteen.  FAlited  by  E.  A.  Simeone,  M.D. 
Council  on  Cardiovascular  Surgery,  American  Heart  Asso- 
ciation, I !)()().  203  pp.  3.00. 


Symposium  On  Cerebrovascular  Disease.  American  Heart  As- 
•sodation  .Monograph  Number  Fourteen.  Edited  by  Robert  G. 
Siekert,  M.D.  , American  Heart  .Association,  1900.  48  pp.  .f2..')0. 


Hematologic  Problems  in  The  Newborn.  Frank  A.  Oski,  M.D. 
and  J.  Lawrence  Naiman,  M.D.  AAiIume  IV  in  the  Series 
Major  Problems  in  Clinieal  Pediatrics.  Alexander  J.  Schaffer, 
Consulting  Editor.  W.  B.  Saunders  Co.,  Philadelphia  and 
London,  1900.  294  ]ip.  Price  not  specified. 


Stereoscopic  .dtlas  Of  Mastoidotympanoplastic  Surgeiy.  Harold 
E.  Schuknecht,  M.D.,  Werner  1).  fihasin,  M.D.  and  John  M. 
Knrkjian,  M.D.  The  Ci.  A’.  Mosby  Co.,  St.  Louis,  1906.  W’ith 
51  hgnres  and  70  stereoscopic  views  in  color  on  10  View-Master 
reels  keyed  to  labeled  drawings  and  ligures,  and  a View-Master 
compact  viewer.  92  pp.  .jii20.50. 


Atlas  Of  Hernia  Repair,  Carl  II.  Caiman,  M.D.  The  C.  V. 
Mosby  Co.,  St.  Louis,  1900.  Illustrated.  159  pp.  |1G.75. 


Encyclopedia  for  Medical  Assistants.  Louis  Brachman,  M.D. 
Cathedral  Sipiare  Publishing  Co.,  Wi.sconsin,  1906.  448  pp. 
Price  not  .specified. 


Early  Management  of  Acute  Trauma.  Alan  M.  Nahum, 
M.D.  The  C.  V.  Mosby  Com])any,  St.  Louis,  Missouri,  1900. 
330  pp.  with  271  figures.  .|2L00. 


Synopsis  of  Neurology.  Second  Edition.  Francis  M.  Forster, 
B.S.,  M.D.  The  C.  V.  Mosby  Co.,  St.  Ixjuis,  Missouri,  1966. 
218  pp.  $7.50. 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.!  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,-  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.!  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.® 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.®  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium. ^ And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/lOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.*^  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.®’ 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.!!  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.!!  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.^ 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im.- 
provements  being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.!- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”!® 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Etfects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 

References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
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Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
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J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
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SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


SoyiBB 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  U4  maken 


Doctor's  Office 


\V.  Howard  Baldwin,  M.D.,  announces  die  open- 
ing ol  an  office  I'or  die  exclusive  |iractice  of  weight 
control  lor  men,  women  and  children  at  21  East 
Middle  Turnpike,  Manchester. 

Elliott  S.  Brand,  AED.,  announces  the  reloca- 
tion of  his  offices  for  the  practice  of  urology  to  123 
^'ork  Street,  New  Haven. 

I honias  H.  Danaher,  AI.I).,  announces  the  open- 
ing ol  an  office  for  the  practice  of  surgery  in  associ- 
ation with  Dr.  T.  J.  Danaher,  at  179  Prospect 
Street,  Torrington. 

Robert  Fand,  AI.D.,  announces  the  opening  of 
an  oltice  for  the  practice  of  dermatology  at  8 VVTst 
Street,  Danbury. 

Maurice  Ronald  Harton,  AED.,  announces  the 
opening  of  an  office  for  the  practice  of  internal 
medicine  at  1 1 Spring  Street,  Danielson. 

Richard  Karpc,  AI.D.,  announces  the  removal 
of  his  office  for  the  practice  of  jisychoanalysis  to 
23()  Oxford  Street,  Hartford. 

Chester  J.  Kay,  AED.,  announces  his  association 
with  Isaac  Horowitz,  AI.D.  and  AInrray  Rosenberg, 


AED.  in  the  practice  of  radiology  at  881  Lafayette 
Street,  Bridgeport. 

1 honias  J.  AIcGrath,  AED.,  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  and 
adolescent  medicine  at  117  Lafayette  Street,  Nor- 
wich. 

Patrick  O’Regan,  AED.,  announces  his  associ- 
ation with  John  W.  Paggioli,  AED.,  in  the  practice 
of  obstetrics  and  gynecology  at  199  West  Alain 
Street,  Aleriden. 

Hamp  S.  Pratt,  Jr.,  AI.D.,  announces  his  associa- 
tion with  Francis  Ciiuffrida,  AED.  in  the  practice  of 
general  surgery  at  377  Broad  Street,  Aleriden. 

Peter  I.  Rabinovitch,  AED.,  announces  the  open- 
ing of  an  office  for  the  practice  of  medicine  at  Mb 
Boston  Post  Road,  Wbiterford. 

Alartin  F.  Sturnian,  AED.,  announces  the  reloca- 
tion ol  his  office  lor  the  practice  of  internal  medi- 
cine and  endocrinology  to  3129  Alain  Street,  Strat- 
foril. 

Allen  R.  'Fraurig,  AI.D.,  announces  the  opening 
of  an  office  for  the  practice  of  urology  at  1389  West 
Alain  Street,  Waterbury. 

.Arthur  L.  Waldman,  AED.,  announces  the  open- 
ing of  an  office  for  the  jiractice  of  neurology  at  40 
Broad  Street,  Aliddletown. 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Mail  this  coupon  today! 


Underwritten  by: 

CITIZENS  LIFE 
INSURANCE  CO. 

New  York,  N.Y. 


IRWIN  SCHIFF 

Resident  Agent 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


Dr 

Address  

City  or  town 


Zip  Code 
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DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE 
;«)0  ms?  FILM  COATED  TABLETS 

are  made  for  b.Ld. 

Effective  in  a wide  range  of  everyday  infections— respiratory, 
urinary  tract  and  others— in  the  young  and  aged— the  acutely  or 
chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication— hWstory  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial 
sunlight  has  been  observed.  Small  amounts  of  drug  and  short 
exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations. 

In  a smaller  proportion,  photoallergic  reactions  have  been 
reported.  Patients  should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Precautions  and  Side  Effects- Overgrowth  of  nonsusceptible 
organisms  may  occur.  Constant  observation  is  essential.  If  new 
infections  appear,  appropriate  measures  should  be  taken. 

Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood) 
may  cause  discoloration  of  the  teeth  (yellow-grey-brownish). 

This  effect  occurs  mostly  during  long-term  use  but  has  also  been 
observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy.  Anaphylactoid  reactions 
have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 
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NEW  BOOKS  IN  REVIEW 


THE  THEORY  AND  PRACTICE  OF  PSYCHIATRY. 
Frederick  C.  Redlich,  M.D.  and  Daniel  X.  Freedman, 
M.D,  Basic  Books  Publishers,  New  York,  1966.  880 
pp.  $12.50. 

Reviewed  by:  LOUIS  H.  NAHUM 
Heretofore  psychiatry’s  chief  methods  have  been  to  listen, 
to  observe,  rather  than  to  manipulate  and  to  act.  Its  chief 
interests  have  been  biographic  and  its  procedures  are  those  of 
histoi  V.  It  is  therefore  not  surprising  and  indeed  most  welcome 
that  the  first  eleven  chapters  of  this  hook  are  devoted  to 
development  of  psychiatric  thought  with  particular  emphasis 
on  the  differentiation  of  fact  from  dogma.  One  might  say 
that  psychiatry  shows  the  ambivalence  of  Greek  civilization 
which  at  one  and  the  same  time  gave  birtli  to  the  scientific 
method  in  medicine  while  being  shot  through  with  exotic 
religious  beliefs  with  bizzare  rites  and  rituals  to  appease  angry 
spirits.  Psychiatry  still  shows  the  marks  of  both  trends. 

Freud's  monumental  contribution  was  directed  to  the  scien- 
tific study  of  the  dynamics  of  human  personality.  By  means  of 
psychoanalysis  he  exposed  the  power  of  the  unconscious,  of 
the  life  and  death  instincts  and  their  operation  in  the 
ontogenesis  of  human  behavior.  His  contributions  have  had 
far  ranging  influences  upon  anthropology,  sociology,  literature 
and  art.  They  have  become  of  paramount  importance  not  only 
for  psychiatry  but  in  the  management  of  all  sick  and  even 
all  well  people.  \V'e  may  say  that  one  of  the  principle  con- 
tributions of  psychoanalysis  to  medicine  lies  in  its  humanizing 
i influence.  It  has  kept  Man  at  the  center  of  its  concern  rather 
[than  his  enzymes  or  the  chains  of  proteins  of  which  he  is 
composed.  Nevertheless  Freud  warned  psychiatrists  that  they 
would  have  to  hurry  up  with  their  investigations  because 
the  people  with  the  test-tubes  were  at  their  heels, 
j His  predictions  are  all  too  true  today.  There  has  developed 
a ferment  in  mental  science,  and  a ground  swell  in  the 
physiologic  chemical  and  nenrologic  aspects  which  caused 
leaders  of  psychiatric  thought  to  hope  that  sooner  or  later 
fundamental  knowledge  will  lead  to  a unified  concept  giving 
a physiologic  basis  to  mental  illness.  This  trend  can  be 
seen  in  sucb  provocative  studies  of  J.  P.  .Scot  on  the  critical 
; periods  of  behavioral  development,  of  Levin  and  his  group 
on  the  role  of  hormones  on  the  organization  of  the  nervous 
i system  and  that  of  Kleitman  and  also  Fischer  on  the  neuro- 
physiology of  dreaming  sleep.  This  trend  is  being  followed 
; in  the  development  of  new  institutions  devoted  to  behavioral 
j science  at  Stamford,  at  the  Rockefeller  University  and  was 
I long  ago  perceived  at  Yale  in  the  founding  of  the  Institute  of 
' Human  Relations  in  which  the  two  authors  of  this  book 
i have  functioned  and  established  a celebrated  Department  of 
i Psychiatry. 

j The  recognition  that  psychiatry  is  presently  an  applied 
I medical  science  and  will  increasingly  rest  on  the  foundations 
of  biological  and  behavioral  sciences  is  the  basic  philosophy 
I of  this  excellent  text.  Psychology,  sociology,  anthropology, 
and  the  biologically  oriented  behavioral  science  of  psychanaly- 
! sis  are  fused  in  one  grand  design.  Its  humanistic  dimension 
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is  evident  in  its  emphasis  on  social  welfare,  education  and 
the  law.  However,  it  is  an  ecclectic  approach  which  the 
authors  have  rightly  chosen  because  in  the  present  state 
of  our  knowledge  no  unifying  principles  have  as  yet  been 
uncovered  which  would  adequately  explain  the  field.  No 
area  of  psycliiatry  has  been  neglected,  no  attitude  is  allowed 
to  dominate. 

What  we  need  to  know  is  how  behavior  becomes  structured 
from  infancy  to  adulthood,  what  the  socializing  forces  are, 
liow  behavior  becomes  disorganized,  where  is  dogma  used  as 
a mask  for  onr  ignorance  and  our  doubts,  what  are  the  un- 
solved problems.  This  is  a tall  order  for  even  the  most 
learned  and  competent  in  the  field.  It  requires  profound 
learning,  critical  judgment,  historical  background  and  absence 
of  dogmatism.  The  reader  will  find  these  cpialities  admirably 
displayed  in  this  excellent  volume,  which  is  the  outgrowth 
of  the  experiences,  thinking  and  practice  of  psychiatry  at 
Yale. 

Tlie  chapter  on  neuropharmacology  is  excellent.  The 
section  on  child  psychiatry  by  Lustman  is  an  especially 
creditable  jolt  considering  the  limitation  of  space  allotted 
to  it.  Normal  psychodynamic  ontogenesis  is  greatly  abbreviated 
for  this  reason,  although  the  Child  Development  Center  at 
Yale  is  rich  in  material  on  this  aspect  of  psychiatry. 

The  section  on  psychoanalysis  is  qtiite  short,  laigely  be- 
cause of  its  limitations  in  psychotherapy  and  perhaps  because 
the  authors  implied  hope  for  the  appearance  of  a physiologic 
explanation  for  neurotic  behavior. 

The  section  on  schizophrenia  is  especially  expanded  and 
rellects  the  intense  interest  in  the  authors’  department  in 
this  protean  manifestation  of  behavioral  disorganization. 
Being  influenced  largely  l)v  communication  theory,  they  see 
this  devastating  disorder  as  a form  of  failure  of  communi- 
cation although  they  do  not  neglect  to  tleal  with  the  possilde 
organic  causes,  none  of  which  have  stood  up  under  continued 
investigation. 

It  is  obviously  impossible  in  one  volume  to  do  otiicr  than 
to  simplify  and  condense  the  vast  mass  of  accumulating 
knowledge  and  diverse  directions  the  field  of  psychiatric 
practices  have  taken,  other  than  to  present  an  atitlioritative 
objective  survey  of  modern  psychiatry.  This  the  atitliors  have 
achieved  with  great  distinction.  The  book  is  beautifully 
written  with  (low  of  language  and  precise  semantics  making 
it  a literary  product  of  high  quality. 

This  book  is  excellent  for  second  year  students,  for  the 
many  dillercnt  types  of  psycldatrists  and  for  the  physician 
who  will  come  more  and  more  to  be  an  active  participant  in 
treating  Itehavioral  problems  in  connection  with  general 
sickness.  It  will  be  of  inestimable  help  to  other  professionals 
working  in  the  area  of  mental  health  such  as  social  workers, 
community  administrators,  legislators  and  especially  lawyers 
ami  judges. 

All  in  all  Professors  Redlich  and  Freedman  have  in  this 
book  done  psychiatry  and  medicine  a great  service. 
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w’rth  so  many  other 
thyroid  hormones 
to  choose  from... 


CioNM  (:ru:r  1 Mi  dicink,  Ocmobi  k, 


why  Synthroid? 

sodium  levothyroxine,  flint 


Animal  gland  products  are  still  widely  used 
today.  SYNTHROID  (sodium  levothyroxine), 
however,  offers  important  advantages  in  the 
treatment  of  thyroid  deficiency  and  related  con- 
ditions. 

CHECK  OUR  REASONS  AND  YOU'LL  AGREE; 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100®7o  pure 
thyroid  hormone  ...  a drug  of  definite  and  uniform 
composition.  Each  batch  is  assayed  by  chemical  and 
physical  measurement  ...  a more  accurate  method 
than  biologic  standardization.  SYNTHROID  (so- 
dium levothyroxine)  does  not  deteriorate  in  storage 
or  in  high  humidity  conditions.  Your  patients  con- 
sistently receive  the  dosage  you  prescribe. 

it  is  competitively  priced 

Patient  costs  are  competitive  with  animal  gland 
products.  In  comparison  to  the  other  form  of  syn- 
thetic thyroid  hormone,  SYNTHROID  (sodium  levo- 
thyroxine) costs  approximately  half  as  much. 

smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there 
is  little  possibility  of  a metabolic  surge  that  can 
compromise  cardiac  function.  SYNTHROID  (so- 
dium levothyroxine),  after  absorption  and  protein 
binding,  is  released  at  a physiologic  rate.  This  assures  a 
smooth  response  with  a higher  degree  of  safety. 

predictability 

Expect  PBI  readings  to  be  in  the  range  of  6-10  meg. 
®7o.  Count  on  these  readings  and  on  other  parameters 
to  be  predictable  in  relation  to  the  dosage  you  pre- 
scribe. Levothyroxine  has  a high  binding  capacity 
for  serum  proteins  in  contrast  to  other  thyroid  me- 
dicaments which  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 
In  patients  made  euthyroid  with  SYNTHROID  (so- 
dium levothyroxine),  it  is  therefore  not  unusual  to 
find  PBI  levels  of  8-10  meg.  ”7o. 


FLINT  LABORATORIES 

Morton  Grove,  Illinois 


unexcelled  dosage  flexibility 

Available  in  six  strengths.  Tablets  are  scored  and 
color-coded  for  dosage  convenience.  SYNTHROID 
(sodium  levothyroxine)  INJECTION  is  also  avail- 
able. 

broad  indications 

SYNTHROID  (sodium  levothyroxine)  duplicates  the 
biological  and  metabolic  activity  of  endogenous  thy- 
roxine. The  tablets  are  specific  replacement  therapy 
in  diminished  or  absent  thyroid  function  resulting 
in  hypothyroidism  ranging  from  the  subclinical  or 
borderline  type  to  the  myxedematous  type.  The 
administration  of  SYNTHROID  (sodium  levothy- 
roxine) is  therefore  indicated  in  primary,  hypopitui- 
tary,  pediatric,  and  geriatric  hypothyroidism,  and 
for  reproductive  disorders  such  as  infertility,  men- 
strual disturbances  and  habitual  abortion  associated 
with  hypothyroidism. 

Because  SYNTHROID  (sodium  levothyroxine)  is 
effective  in  the  treatment  of  hypothyroidism  of  any 
degree  of  severity,  it  is  especially  useful  in  subclini- 
cal cases  exemplified  by  symptoms  such  as  undue 
lassitude,  skin  disturbances  and  obesity,  in  the  pres- 
ence of  diagnostic  test  criteria.  In  your  judgment, 
when  a diminished  level  of  thyroid  hormone  may  be 
implicated,  the  purity,  stability,  and  predictability 
of  SYNTHROID  (sodium  levothyroxine)  are  par- 
ticularly important  to  confirm  your  diagnosis  be- 
cause they  eliminate  the  variability  in  response  due 
to  product  deficiency  often  encountered  with  desic- 
cated thyroid. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause  diarrhea 
or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss. 
Medication,  in  such  cases,  should  be  stooped  for  2-6  days,  then  resumed  at  a lower 
dose  level.  In  patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  parameters  that  are  used  to  guide  antidiabetic  therapy.  Contrain* 
dications:  Thyrotoxicosis,  acute  myocardial  infarction.  Administration  and 
Dosage:  Administer  tablets  as  a single  daily  dose,  preferably  after  breakfast.  In- 
jection may  be  administered  intravenously  in  solutions  containing  100  meg.  per  ml. 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  scored 
and  color-coded,  in  bottles  of  100  and  500.  Injection;  500  meg.,  lyophilized,  in  10  ml. 
single  dose  vial,  with  5 ml.  vial  of  diluent. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
APPROXIMATELY  EQUIVALENT  TO  1 gr, THYROID  U.S.P. 

synthroid* 

sodium  levothyroxine,  FLINT 
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HII)I)KI\  lUKUACHlES:  The  Trofesxions  and  Gocern- 

inent”  by  Corriue  Lathrop  Oilb,  Ph.l).  Harper  and 
Row,  1966.  247  pp.  $5.9o. 

Reviewed  by:  J.  AI.FRED  FARRO 

■'Hidden  Hierardiics”  is  well  worth  reading.  .Any  physician 
wlio  is  interested  in  the  role  and  relationship  of  his  profession 
to  governnicnt  and  to  the  law-making  process  shonkl  enjoy 
and  learn  from  it. 

Dr.  Gilb,  a sociologist,  directs  onr  attention  to  the  inter- 
action and  political  relationships  between  onr  state  and 
national  governments  on  the  one  hand  and  the  many  pro- 
fessional organizations  in  the  U..S..A.  on  the  other.  The 
increasing  power  of  government  is  self-evident,  but  the 
balancing  clfcct  of  power  through  organized  groups,  such  as 
|)rofessional  associations,  unions,  veterans’  groups,  farm  and 
church  societies,  chambers  of  commerce,  and  the  like  is  not  .so 
evident. 

•She  uses  the  voluntary  jtrofessional  associations,  medical 
and  legal  especially,  to  show  that,  as  much  as  the  individual 
nray  dislike  the  disadvantages  of  organization,  he  stands  to 
retain  his  freedom  better  therein  than  alone,  because  organ- 
izatioTis  provide  a balance  of  power  to  the  increasing  role  of 
government  in  our  lives. 

AVhv  does  she  use  the  professions  as  a point  of  departure 
in  her  ai)proach  to  the  problem?  because  along  with  the 
political  tendency  toward  centralization,  nationalization,  and 
bureaucratization  of  government,  she  sees  the  development  of 
an  “age  of  professionalism,"  with  a multi])le  of  professions 
devclo|ring  political  power  through  organization  to  occupy 
a half-way,  tpiasi-public  zone  between  public  and  private 
spheres  in  our  political  .system. 

■She  takes  the  reader  through  the  historical  development  of 
the  professions  in  AVestern  society.  First  was  the  medieval 
guild  with  its  characteristics  of  long  apprenticeship,  self- 
government,  regulation  of  standards  of  craftmanship,  and 
regulation  of  fees.  Then  the  "Adam  .Smith  era”:  the  indi- 
vidualistic, competitive,  non-regulated,  free  enterprise  period 
beginning  in  .America  the  end  of  the  eighteenth  century.  .And 
in  the  nineteenth  century,  the  development  of  national  pro- 
fessional organizations  modeled  on  our  national  political 
system  with  constitutions  and  representative  government. 
Fhese  national  professional  organizations,  however,  were  also 
interested  in  developing  a confederation  of  strong,  competent, 
state  organizations,  especially  since  most  pidtlic  laws  alfecting 
and  regulating  the  ])rofessions  were  (and  are)  passed  at  state 
level.  ( Fhe  ,AM.A  was  founded  in  1847  and  federated  in  1901)  . 
The  nineteenth  century  was  a period  when  the  professions 
sought  to  improve  and  regidate  standards  by  advocating 
licensing,  by  state  agencies  controlled  by  the  profession. 

■And  now,  as  she  states,  we  are  entering  an  “age  of  pro- 
fessionalism." Afore  and  more  occupations  are  striving  for 
recognition  of  professional  status.  They  realize  that  they  can 
accomplish  their  aims  and  improve  their  status  through 
organization.  By  this  means,  they  [lut  concentrated  pressure 
on  legislatures  for  legislative  recognition  and  licensing. 

One  of  her  most  interesting  and  informative  chapters  is 
devoted  to  the  relationships  between  state  legislatures  and  the 
organized  professions.  .She  deals  with  the  role  and  importance 
of  the  lobbyist,  acting  in  a legitimate  advisory  role  to  the 


legislature.  It  is  this  area  in  which  tlie  better  organized 
professions  will  contribute  the  most,  and  best  protect  the 
interests  of  their  nrembers.  She  stresses  that  legislatures  in 
the  Anglo-American  tradition  are  for  the  most  part  passive, 
reactive,  receptive,  pragmatic,  and  piece-meal  in  their  ap- 
proach to  legislation.  They  need  and  use  the  expert.  The 
professional  through  organization  can  play  an  important 
role  in  the  legislative  process.  .Alone,  he  is  ineffective. 

She  posits  the  paradox  that  is  not  a paradox:  ".  . . freedom 
in  a complex,  interdependent  cconomv  comes  through  organ- 
izations. Without  an  organization  to  define  and  sustain  his 
areas  of  freedom,  the  average  individual  in  a jtrofession  would 
often  not  be  able  to  be  free.  I'he  paradox  is  not  a real 
paradox  at  all.” 

T agree  with  her  premise  and  believe  her  book  is  timely. 
Fsjrecially  now  more  than  ever  before  we  physicians-in 
private  practice,  in  research,  in  teaching,  in  public  health- 
all  of  us  need  to  reassess  the  role  of  our  associations  in  rela- 
tion to  ourselves,  our  profession,  to  society,  and  to  the  govern- 
ment. The  .Surgeon  General  has  stated  the  obvious:  he  must 
supervise  the  manner  in  which  public  money  is  spent.  I he 
President  has  appointed  a committee  to  decide  whether  there 
is  a proper  balance  between  "pure”  research  and  applied 
medicine.  How  much  did  the  universities  and  medical  schools 
as  an  organized  and  coherent  body  participate  in  the  report 
on  “.A  National  Program  to  Gonquer  Heart  Disease,  Cancer, 
and  Stroke?” 

A last  point:  Dr.  Gilb  is  one  of  the  few  writers  who  has 
pointed  out,  without  polenrics,  that  the  political  strticturc 
of  'organized  medicine”  is  not  unitjue;  that  it  incorporates 
the  American  concept  of  representative  government;  that  it 
resemhles  our  own  federal  national  government  and  other 
voluntary  as.sociates.  The  more  important  the  organization 
is,  the  more  necessary  it  is  that  its  leaders  reflect  the  opinions 
of  the  members.  Does  the  political  structure  of  the  A.M..A. 
facilitate  this? 

If  you  will  read  Dr.  Gilb's  book,  you  will  realize  that  the 
centralization  of  our  national  government  will  force  even 
more  centralization  on  the  professions  and  analogous  groups. 
In  organization,  thev  may  be  able  to  keep  some  of  their  free- 
dom and  to  offer  a constructive  and  necessary  balance  to 
the  .State.  Centralization  means  bureaucracy;  it  can’t  be 
avoided.  Organization  is  the  juice  we  must  jray  for  freedom. 
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MEDICAL  NEWS 


Physicians  Warn  Of  Motorcycle 
Hazards 

The  motorcycle  is  creating  a new  epidemic  in  the 
United  States,  warn  three  physicians  in  the  current 
Journal  of  the  American  Medical  Association. 

Alarmed  by  the  number  and  severity  of  motor- 
cycle accidents  in  their  own  community,  the  three 
doctors  from  Portland,  Maine,  call  for  a camjraign 
to  reduce  motorcycle  deaths  and  injuries. 

“It  seems  clear  that  the  increasing  jropularity 
of  small  motorcycles  is  creating  a serious  health 
hazard  in  our  communities,’’  they  said. 

Part  of  the  fault  is  driver  carelessness,  part  is 
lack  of  safety  devices,  ami  part  is  due  to  the  public’s 
lack  of  awareness  of  sjjecial  features  of  motorcycle 
handling,  the  physicians  said. 

“In  motorcycle  accidents,  the  victims  have  no  pro- 
tection whatever.  Few  helmets  are  used  by  the 
cyclists,  and  those  in  use  are  generally  inadequate.’’ 

Head  injuries  are  usually  much  more  severe  than 
those  in  auto  accidents,  and  contaminated,  com- 
pound fractures  are  more  common,  they  noted. 

“Victims  are  thrust,  often  at  high  speed,  into 
another  vehicle  or  to  the  jaavement.  The  head 
receives  the  full  force  of  impact  when  the  cycle 
collides  with  another  object,  and  the  cyclist  is  cata- 
pulted over  the  handlebars.’’ 

The  authors— two  surgeons  and  a neurologist- 
saw  the  effects  of  such  crashes  on  the  patients  they 
treated.  From  May  through  August  last  year,  there 
were  38  victims  of  motorcycle  accidents  treated  at 
Portland’s  Maine  Medical  Center. 

Three  of  these  victims  died.  One  is  blind  and 
paralyzed.  Ten  suffered  fractures  of  the  lower  ex- 
tremities. There  were  two  spinal  fractures,  two 
pelvic  fractures,  two  severe  abdominal  injuries,  and 
nine  cases  of  minor  injury  to  the  head  and  neck. 

It  w'as  difficult  to  classify  the  damage  in  these  acci- 
dents, the  authors  said,  because  so  many  victims 
suffered  multiple  injuries. 

“A  most  distressing  fact  is  that  the  group  in- 
volved are  young,  otherwise  healthy  persons.  This 
is  not  an  epidemic  involving  the  aged  or  the  infirm 
—rather  it  involves  a group  of  young,  healthy  people 
who  must  be  regarded  as  a most  important  group 
in  our  society.’’ 

According  to  the  U.S.  Bureau  of  Vital  Statistics, 
there  were  882  motorcycle-accident  deaths  in  1963. 
It  seems  reasonable,  the  authors  said,  that  there 
were  “far  more  than  a thousand’’  deaths  in  1965. 


States  need  to  develop  carefully  supervised  motor- 
cycle driver-training  programs,  meaningful  road 
tests,  and  rigid  inspection  and  licensing  rules,  the 
physicians  said. 

“Educational  programs  in  public  schools,  as  well 
as  jrress  and  other  news  media  campaigns  are 
needed.  Physicians  should  make  themselves  avail- 
able to  participate  in  such  efforts  in  their  com- 
munities. 

“Ways  to  improve  safety  ecjuipment,  should  be 
sought.  Universal  use  of  crash  helmets  alone  would 
undoubtedly  reduce  the  severity  of  many  injuries.’’ 

Multiple  injuries  are  so  common  in  motorcycle 
accidents  that  physicians  shoukl  work  in  teams  in 
caring  for  them,  the  authors  said.  Skilled,  early 
treatment  of  severe  central-nervous-system  injuries 
and  complicated  extremity  fractures  can  improve 
recovery  chances,  they  said. 

Finally,  the  physician  noted  another  aspect  of 
motorcycle  crashes:  “In  many  of  our  cases,  parents 
were  opposed  to  their  children  having  such 
vehicles.  After  considerable  pressure,  the  parents 
reluctantly  agreed.  When  an  accident  occurred  fol- 
lowing such  a situation,  the  psychological  prob- 
lems were  tremendous.’’ 

Physicians  should  warn  parents  of  the  hazards  in 
driving  motorcycles,  the  authors  said. 

“Only  by  taking  a firm  position  in  combating  this 
rising  hazard  to  health  can  we  expect  to  avert  a 
great  epidemic.’’ 

The  authors  are  Richard  C.  Dillihunt,  M.D., 
George  L.  Maltby,  M.D.,  and  Emerson  H.  Drake, 
M.D.,  all  of  the  Maine  Medical  Center,  Portland. 

AMA  Journal  Reports  On 
Auto  Accidents 

A middle-aged  man  is  less  likely  to  have  a fatal 
auto  accident  in  a state  which  inspects  his  car 
regularly,  suggests  an  article  in  the  current  Journal 
of  the  American  Medical  Association. 

If  the  man  is  white,  he  is  less  likely  to  die  in  a 
car  crash  than  a non  white  man  of  the  same  aare, 
the  article  says.  The  reasons  for  this  are  complex, 
but  one  of  the  main  ones  may  be  that  nonwhites 
generally  have  lower  incomes,  and  thus  drive  older, 
more  dangerous  cars. 

Nonwhite  male  drivers  are  more  than  twice  as 
likely  to  have  a fatal  crash  if  they  live  in  a state 
which  does  not  inspect  vehicles,  compared  to  non- 
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white  residents  ol  states  which  recjnire  twice-yearly 
insjjeclions,  tlie  article  said. 

The  aiilhors,  iwo  Har\ard  Medical  .School  in- 
vestit>alois,  compared  aiito-accidenl  death  rates  in 
all  states,  and  louncl  that  latality  lates  were  gener- 
ally higher  in  states  which  did  not  inspect  cars  lor 
mechanical  defects. 

The  article  emphasizes  that  no  reliable  method 
exists  lor  determining  the  number  of  fatalities  cine 
to  ante)  mechanical  failures.  T he  authors  said  their 
liudings  suggest,  however,  “an  as.sociation  between 
the  preventive  ])rocedure  of  inspection  and  a lessen- 
ing of  the  death  rate.’’ 

.\uto  fatality  rates  vary  widely  from  state  to  state. 
Such  factors  as  geogra])hic  area,  income,  population 
density,  the  number  of  vehicles  and  the  miles  they 
are  thiven  all  alfect  accident  rates.  But  no  matter 
how  stiites  were  grouped  according  to  these  lactors, 
states  which  did  not  inspect  vehicles  had  con- 
sistently higher  auto  latality  rates,  the  authors 
said. 

The  authors  grouped  states  according  to  (1) 
those  which  had  inspected  vehicles  for  several  years, 
(2)  those  which  began  regular  inspection  since 
I960,  ;ind  (,S)  those  which  had  no  vehicle  inspec- 
tion as  of  I960,  the  date  of  the  last  nationwide 
census. 

Between  1950  and  1960,  death  rates  fell  about  10 
per  cent  in  states  which  began  auto  inspection  in 
that  period.  Death  rates  increased  about  10  per 
cent  during  the  10-year  period  in  states  which  had 
no  vehicle  inspections. 

“It  is  widely  accepted  that  automobile  inspection 
is  desirable,  but  in  I960  the  states  which  required 
inspection  were  in  the  minority,  and  their  popula- 
tion was  less  than  40  per  cent  of  the  national  total,” 
the  auihors  said. 

They  also  found  that  between  ages  25  and  65, 
the  number  of  nonwhite  men  killed  in  auto  ac- 
cidents exceeds  that  of  white  men.  The  difference  is 
greatest  in  the  45-to-54  age  group. 

Why  should  this  be?  The  article  suggests  that 
the  age  of  the  cars  the  men  drive  has  something  to 
do  with  it. 

A tabulation  by  the  U..S.  Bureau  of  the  Census 
indicates  that  only  32  per  cent  of  45-to-54-year-old 
men  who  are  heads  of  households  own  cars  more 
than  six  years  old.  But  among  nonwhite  men  in 
this  group,  46  per  cent  own  cars  that  are  six  years 
old  or  older. 

Older  cars  are  more  likely  to  be  involved  in 
accidents;  the  fatal-accident  rate  of  cars  over  eisht 

O 

years  old  is  more  than  twice  that  of  cars  less  than 
two  years  old. 

“A  number  of  organizations,  including  the 
American  Automobile  Association,  believe  that  a 


statewide  system  of  state-owned  or  state-designated 
insj)e(tion  stations  shoidd  be  maintained  in  every 
stale  or  that,  ;is  an  alteinalive,  on-the-road  iirsjjec- 
lions  should  be  canied  out  on  a continuing  basis,” 
the  article  said. 

The  hazards  associated  with  older  cars  and  the 
influence  of  vehicle  inspection  merit  considerable 
in\ estigation,  the  authors  said.  I'liey  are  Robert 
C.  Buxbaum,  .M.l).  and  I’heodore  Colton,  Sc. I)., 
both  of  the  Department  of  Preventive  Medicine, 
Ifarvanl  Medical  School,  Boston,  Mass. 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


ications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
iitive  organisms. 

e effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
asional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
inophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
Its,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
jal  acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
ked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
if  convulsions  in  a few  patients. 

cautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
; during  prolonged  treatment.  Pending  further  experience,  like  most 
motherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
iregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
ere  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
urred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
ecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
stion  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
3ful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

»n  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
igent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
e-positive  reaction. 

lage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
y)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  indicated, 
dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
roximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
ded  doses.  The  dosage  recommended  above  for  adults  and  children 
uid  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
sician.  Until  further  experience  Is  gained.  Infants  under  1 month 
uid  not  be  treated  with  the  drug. 

IV  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
ntly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
ties  of  1000.  250  mg.  tor  children,  available  in  bottles  of  56  and  1000. 

ferences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
uest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
imicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
:iety  for  Microbiology,  1965,  p.  722. 


NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 


eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 


Vinthrap 

nthrop  Laboratories,  New  York,  N.  Y.  10016 


=kAs  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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Figure  FI  of  CircuJation,  Volume  XXXIII,  May,  1966,  entitled, 
“A  Study  of  Coronary  Heart  Disease  in  Young  Men.”  By  Doctors: 
Frederick  T.  Hatch,  M.D.,  Ph.D.,  Pentti  K.  Rcissell,  M.D.,  Tlieo.  M. 
IF.  Poon-King,  M.D.,  George  P.  Canellos,  M.D.,  Robert  S.  Lees, 
M.D.,  and  Lillian  M.  Flagopian,  B.S. 
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ECONOMICAL! 


cream  and  ointment 


Additional  inJormation  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


See  School  Health  NEWSLETTER,  Page  807 


some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  00666 
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Science  Tools:  22.  Diagnosis 
By  Ultrasound  Echo 

Most  investigators  using  ultrasound  for  diagnos- 
tic purposes  use  the  technique  for  recording  re- 
flected ultrasound.  This  technique  utilizes  the 
principle  that  when  ultrasound  crosses  a boundary 
or  interface  between  two  media  with  different 
acoustical  impedance,  some  of  the  waves  are  re- 
flected while  others  continue  through  the  second 
medium.  Thus  ultrasound  will  be  reflected  by  an 
interface  between  gas  and  liquid,  liquid  and  solid, 
or  solids  of  different  densities.  The  amount  of 
sound  that  is  reflected  depends  upon  the  magnitude 
of  the  acoustical  difference  between  the  two  media, 
and  like  light,  the  angle  of  incidence  of  the  ultra- 
sonic beam  with  the  interface. 

The  technique  requires  a transducer  which  is 
capable  of  emitting  and  also  receiving  ultrasound. 
The  transducer  transmits  1 /x  sec  ultrasound  im- 
pulses intermittently  at  rates  of  either  200,  1,000  or 
2,000  times  per  second.  In  between  the  impulses, 
the  transducer  acts  as  a receiver  and  records  the 
reflected  sound  waves  (echoes)  which  now  activate 
a crystal  of  quartz  or  barium  titanate  and  are  con- 
verted into  electric  signals  which  can  be  displayed 
on  an  oscilloscope.  Since  the  velocity  of  sound  in 
human  tissues  is  known  (1540  m (sec) ) ^ the  time 
interval  between  transmission  of  the  sound  and 
return  of  the  echo  can  be  used  to  measure  the  dis- 
tance between  the  interface  and  the  transducer. 
Commercial  ultrasonoscopes  actually  perform  the 
calculation  electronically  and  the  distance  between 
transducer  and  echo  is  displayed  directly  on  the 
oscilloscope. 

When  the  transducer  is  stationary  one  records 
only  those  interfaces  which  are  perpendicular  to 
the  transducer  at  any  particular  angle  and  location. 
Such  recordings  are  one-dimensional.  Attempts  are 
also  being  made  to  achieve  compound  scanning 


through  two-dimensional  recordings.  With  this 
technique  the  transducer  is  moved  and  multiple 
one-dimensional  tracings  are  obtained  from  differ- 
ent positions  and  are  combined  to  give  a two- 
dimensional  recording  resembling  a cross-sectional 
view  of  the  object  being  examined.  The  technique 
gives  far  more  anatomical  information  and  is  the- 
oretically superior  to  the  simpler  method.  How- 
ever, it  requires  much  more  elaborate  equipment 
and  has  some  definite  problems  not  yet  solved. 

The  primary  advantage  of  ultrasound  echo  over 
diagnostic  x-ray  is  that  its  capability  for  distinguish- 
ing interfaces  between  objects  of  different  densities 
is  far  more  sensitive  than  x-ray.  There  are  a large 
number  of  substances  that  are  not  radio-opaque 
but  which  can  be  detected  easily  with  the  ultra- 
sound. For  example,  it  is  very  simple  for  ultra- 
sound to  distinguish  between  liquid  and  human 
soft  tissue,  a differentiation  virtually  impossible 
with  x-ray.  A practical  application  of  this  type  is 
the  use  of  ultrasound  in  detecting  pericardial  effu- 
sions.2  It  will  undoubtedly  replace  the  x-ray  in  this 
instance. 

Another  advantage  of  ultrasound  is  that  in  the 
power  levels  used  for  diagnostic  purposes  it  has 
been  shown  thus  far  to  be  completely  harmless. 
Ultrasound  examinations  have  been  done  on  lit- 
erally thousands  of  patients  all  over  the  world  in 
the  last  ten  years  without  a single  untoward  reac- 
tion. These  harmless  clinical  results  have  been 
confirmed  experimentally  on  animals.  As  a result 
ultrasound  is  being  used  as  a substitute  for  x-ray 
merely  to  avoid  the  hazard  of  radiation.  An  exam- 
ple of  this  is  its  use  in  obstetrics.^ 

Yet  another  valuable  feature  of  ultrasound  is 
that  many  of  the  medical  applications  can  be  done 
with  commercially  available  equipment  which  is 
portable  thus  permitting  the  examination  to  be 
done  at  the  bedside.  Thus  the  technique  is  ideal 


- THE  COVER  

SCHEMA  OF  ATHEROPHILIA 

SCHEMATIC  representation  of  the  complexity  of  the  environmental  and 
hereditary  influences  which  may  accelerate  the  progress  of  human  atherosclerosis. 
The  present  study  leads  to  the  conclusion  that  the  incriminated  environmental 
factors  play  their  role  largely  through  interaction  with  genetically  determined 
capacities  of  pathways  of  intermediary  metabolism  and  properties  of  arterial 
tissue.  This  may  account  for  the  great  variability  in  the  patterns  of  abnormal 
findings  among  the  young  men  with  coronary  heart  diseases. 
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lor  ihc  many  patients  who  may  be  critically  ill  and 
should  not  be  moved. 

riie  most  po|)ular  use  of  ultrasound  is  the  detec- 
tion of  the  midline  of  the  brain.  This  examination 
provides  a simple  method  of  tletermining  whether 
or  not  there  has  been  a shift  of  the  mitlline  due 
to  a space  occupying  lesion.  .\s  a screening  test  for 
patients  with  head  injuries,  this  technicjue  has 
been  particularly  hel])ful.  The  examination  takes 
from  5-20  minutes  and  the  accuracy  and  reliability 
of  the  results  have  been  confirmed  by  dozens  of 
investigators.’ 

Probably  the  next  most  common  application  ol 
diiignostic  idtrasound  is  in  the  field  of  cardiology.”-^ 
It  is  possible  to  record  consistently  an  echo  from 
the  anterior  leaflet  of  the  mitral  valve.  Fhe  pattern 
of  movement  of  the  echo  is  fairly  characteristic  for 
patients  wdth  or  wdthout  mitral  stenosis.  The  differ- 
ences are  so  distinct  that  the  degree  of  stenosis  can 
be  (piantitated  wdth  reasonable  accuracy.  So  much 
so  that  many  centers  have  already  sidjstituted  ultra- 
•sound  for  cardiac  catheterization  when  evaluating 
jjatients  for  mitral  commissurotomy.  The  ultra- 
sound echo  has  been  used  to  detect  left  atrial 
tumors,  tricuspid  valve  motion  and  a host  of  other 
intracardiac  structures.  One  echo  apjjarently  orig- 
inates from  a portion  of  the  left  ventricle  near  the 
mitral  annulus  and  this  may  prove  to  be  both  ol 
investigative  and  clinical  value. 

d’here  have  been  literally  dozens  of  other  medi- 
cal uses  for  diagnostic  ultrasound.  Ophthalmolo- 
gists have  used  it  to  remove  foreign  bodies  from 
the  eye.’’-”  Obstetricians  have  been  measuring  the 
biparietal  diameter  of  the  fetal  head  in  utero. 
Surgeons  have  used  ultrasound  echo  to  probe  for 
gall  stones  in  the  common  duct  at  the  time  ol 
surgery."  Compound  scanning  has  been  used  to 
examine  practically  every  organ  ol  the  body;  the 
head,  the  eye,  pelvic  organs,  breast,  liver,  kidneys, 
and  spleen  have  thus  far  received  the  most  atten- 
tion. 

I'here  are  of  course  limitations  to  the  method. 
The  sound  wave  does  not  travel  w'ell  in  gas.  For 
example,  it  is  more  difficult  to  examine  the  heart 
in  jnihnonary  emphysema.  There  is  also  some  sub- 
jective element  in  the  procedure  because  in  most 
instances  the  transducer  is  held  by  hand  and  a 
slight  change  in  angulation  of  the  transducer  may 
yield  misleading  results.  Changes  in  the  electronic 
controls  will  also  alter  the  recordings.  T'hus  it  may 
be  difficult  to  compare  the  results  of  similar  exam- 
inations by  tw’o  different  people  or  by  two  different 
ultrasonoscopes. 

The  problem  of  standardization  of  the  equip- 
ment and  the  recording  techniques  is  a difficult 
one.  There  is  the  variability  of  one  patient  from 
another  which  prohibits  any  rigid  type  of  stand- 
ardization. This  is  especially  a problem  for  in- 


vestigators who  are  using  the  more  comjilicated 
compound  scanning  techniijues.  .Actually  it  is  not 
nearly  as  critical  in  the  relatively  simple  one- 
dimensional irse  of  ultrasound. 

Despite  these  obvious  difficulties  and  limitations 
many  of  the  |naclical  applications  have  alreadv 
become  accejited  as  routine  diagnostic  procedures. 
It  may  be  expected  that  more  investigators  wall 
turn  to  this  technique  and  that  undoubtedly  many 
tidditional  medical  uses  wall  be  develojied  and 
that  it  will  probably  play  an  increasingly  impor- 
tant role  as  a medical  diagnostic  procedure. 

L.H.N. 
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The  Microcirculation  (M.C.): 

II.  Clinical  Syndromes 

Four  etiologic  factors  can  each  produce  the  same 
end  result— failure  of  Af.C.  perfusion,  cardiogenic 
shock,  traumatic,  hemorrhagic  and  endotoxic 
shock.  Once  the  perfusion  rate  of  the  terminal  va,s- 
cular  bed  becomes  inadecpiate,  there  develops  vaso- 
constriction, metabolic  acidosis,  and  changes  in  the 
clotting  mechanism.  Each  of  these  factors,  interact, 
aggravate  and  perpetuate  each  other. 

The  important  poitit  to  be  made  here  is  that  our 
attempts  to  correct  the  initial  factor  as  for  exam- 
ple by  digitalization,  blood  replacement,  fluid  re- 
placement or  antibiotic  therapy  in  the  case  of  endo- 
toxic shock  will  not  succeed  alone,  until  the  vaso- 
constriction, acidosis,  or  microthrombosis  are  also 
intensely  treated,  lliis  will  involve  the  use  of  sym- 
patholytic drugs,  sodium  bicarbonate  to  combat 
acidosis  and  desludging  agents  notably  dextran  40 
to  overcome  the  microthrombosis.  Such  measures 
to  combat  shock  would  probably  best  be  carried 
out  by  “shock  teams”  which  could  operate  wdth 
remarkably  simple  jiortable  equipment. 

In  a cardiopulmonary  by-pass  now  used  for  open- 
heart  surgery  or  pidmonary  embolectomy,  ade- 
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Sutazolidiri  alka 

henylbutazone,  100  mg. 
ried  aluminum  hydroxide  gel,  100  mg. 
lagnesium  trisilicate,  150  mg. 
omatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


he  trial  period  need  not  exceed  1 week.  In 
ontrast,  the  recommended  trial  period  for 
idomethacin  is  at  least  1 month. 

hat’s  why  it’s  logical  to  start  therapy  with 
utazolidin  alka— you’ll  know  quickly  whether 
r not  it  works.  And  usually,  it  will. 

, large  number  of  investigators  have  re- 
orted  major  improvement  in  about  75%  of 
ases.  Some  patients  have  gone  into  remis- 
ion.  Relief  of  stiffness  and  pain  may  be 
allowed  quickly  by  improved  function  and 
ssolution  of  other  signs  of  inflammation.  And 
lutazolidin  alka  is  well  tolerated,  especially 
ince  it  contains  antacids  and  an  antispas- 
nodic  to  minimize  gastric  upset, 
i 

Contraindications 

idema;  danger  of  cardiac  decompensation; 
istory  or  symptoms  of  peptic  ulcer;  renal, 
epatic  or  cardiac  damage;  history  of  drug 
, llergy;  history  of  blood  dyscrasia.  Because 
)f  the  increased  possibility  of  toxic  reactions, 
he  drug  should  be  used  with  greater  care  in 
he  elderly  and  should  not  be  given  when  the 
)atient  is  senile  or  when  other  potent  chemo- 
herapeutic  agents  are  given  concurrently, 
.arge  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

llVarning 

f coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
or  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools, 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 
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SQUIBB  NOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


Many  of  the  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms. ^ 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out tine  body.”i^  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity. 

“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies. 

“.  . . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage. 

“In  short,  treatment  is  indicated. 

Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels. ^ 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started. 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy, since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
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quate  perfusion  pressure  successfully  combats  red 
blood  cell  and  platelet  aggregation  but  a compli- 
cating factor  is  mechanical  trauma  to  corpuscular 
I elements  as  well  as  possible  effects  of  hypothermia. 

I It  is  the  coagulation  defect  which  needs  close  scru- 
I tiny,  since  even  after  neutralization  by  heparin, 
j diffuse  oozing  or  massive  hemorrhage  may  develop. 
This  could  be  due  to  two  opposite  mechanisms. 
If  it  is  due  to  an  acute  fibrinolysis,  then  anti- 
fibrinolysin  would  be  indicated.  On  the  other 
i hand,  if  it  is  due  to  intravascular  thrombosis  and 
consumption  of  available  fibrinogen  then  heparin 
alone  could  solve  the  underlying  pathology. 

Local  microcirculatory  failure  occurs  in  certain 
industrial  occupations  in  which  repetitive  percus- 
sion or  vibration  is  present  as  in  air-hammer  work- 
ers. They  develop  numbness,  tingling,  and  cold  sen- 
sitivity. This  type  of  M.C.  damage  responds  neither 
to  heat  or  cold,  possibly  because  the  a-v  shunts  lose 
their  responsiveness. 

The  non-freezing  cold  injury  causes  first  general- 
I ized  vasoconstriction  which  is  then  followed  by 
venular  dilation,  local  leakage  from  the  venules, 

I stasis,  capillary  necrosis  and  obliteration.  In  the 
] meantime  the  a-v  shunts  may  undergo  fibrinoid  de- 
' generation.  It  is  a vicious  circle  which  must  be 
I broken  up  at  the  earliest  possible  moment, 
de  Takats  highly  recommends  rapid  warming 
(104°F  for  30  minutes)  and  early  sympathectomy. 

If  cold  allergy  develops  the  patient  exhibits  a 
histamine  type  of  M.C.  response,  chilblains  show 
fat  necrosis,  giant  cells  and  perivascular  inflamma- 
tion. Cold  agglutinins,  cryoglobulins  and  cryo- 
j fibrinogens  produce  cellular  aggregates  or  protein 
I precipitates  all  of  which  block  the  terminal  vascu- 
I lar  bed,  but  can  be  reversed.  Most  of  these  re- 
j sponses  to  cold  manifest  themselves  by  Raynaud’s 
phenomenon. 

Direct  heat  from  burns  produces  damage  to  all 
segments  of  the  M.C.  If  the  burns  are  of  mild  de- 
gree, dextran  40  can  reduce  hemoconcentration, 
increase  blood  volume  and  probably  increase  the 
O2  uptake  of  the  burned  tissue.  If  the  burn  is  of 
I second  degree,  rapid  revascularization  and  lack  of 
I devitalization  occurs.  If,  however,  the  burns  are  of 
\ third  degree,  then  the  entire  area  becomes  avascu- 
i lar  and  can  be  delineated  by  injection  of  sky  or 
j Evans  blue  which  will  not  stain  the  necrotic  area 
I and  thus  direct  accurate  excision, 
j Electrical  injury  results  in  massive  intravascular 
I thrombosis,  followed  by  hemorrhage  and  necrosis. 

I Eibrinolysin  may  be  liberated  as  a consequence  of 
i pain  anxiety  or  cardiac  standstill,  and  this  con- 
j tributes  an  additional  hazard  and  should  be  treated 
vigorously. 

I Aside  from  the  acute  angiopathies  there  are  the 
j chronic  ones  that  need  to  be  borne  in  mind, 
i In  hypersensitivity  angiopathies,  the  endothelium 
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of  the  microvasculature  acts  as  a shock  organ,  de- 
velops inflammatory  or  necrotizing  reactions  of 
various  intensities  to  a variety  of  allergens.  Rheu- 
matic arteritis  and  thromboangitis,  obliterates 
temporal  arteries.  Delayed  vascular  reactions  after 
scarlet  fever  or  meningococcus  belong  in  this 
group,  and  so  may  the  collagen  diseases.  Hyper- 
sensitivity reactions  in  skin  grafting  seem  similar 
to  the  cell  reactions  seen  in  Lupus  or  in  the 
hadralazine  syndrome.  Last  but  not  least  is  the 
perivasculitis  described  in  patients  with  renal 
transplants.  In  these  hypersensitivity  reactions  of 
endothelium,  immunosuppressive  drugs  such  as 
steroids  seem  to  help.  Nevertheless  too  fast  healing 
of  such  a microcirculatory  response  may  lead  to 
necrosis. 1 

In  diabetic  microangiopathy  the  small  blood 
vessels  reveal  thickened  basement  membranes 
which  later  reduplicate  and  show  breaks  in  con- 
tinuity as  demonstrated  with  electron  microscopic 
examination  of  a punch  biopsy.  The  combination 
of  major  atheromatous  arterial  disease,  microangi- 
opathy, capillary  fragility,  and  necropathy  pro- 
duces difficult  problems  in  the  management  of  dia- 
betic vascular  disease.  There  is  also  a growing 
belief  that  if  one  searches  for  them,  early  vascular 
changes  can  be  detected  in  prediabetic  individuals. 

In  hypertensive  arteriolar  disease  hypertrophy 
takes  place  in  the  muscular  wall.  A constriction  of 
the  lumen  and  an  alteration  of  the  lumen  to  wall 
ratio  takes  place  in  the  minute  vessels  regardless  of 
the  origin  of  the  hypertension.  Typical  ulcerations 
occur  in  the  lateral  and  posterior  surfaces  of  the 
lower  leg  with  a marked  subendothelial  hyaliniza- 
tion.  When  such  a lesion  is  combined  with  a 
diabetic  or  jiost-phlebitic  arteriolar  lesion,  then  its 
control  can  only  be  achieved  by  wide  excision, 
delayed  skin  graft  and  sympathectomy.  In  such 
cases  with  diffuse  microvascular  lesions,  it  takes 
but  little  trauma  to  produce  it  in  a given  area. 

In  gout  early  observers  of  an  attack  described  a 
local  disturbance  of  the  circulation  affecting  the 
venules  and  capillaries  which  preceded  the  redness 
and  swelling.  The  microvascular  disturbance  is 
found  to  be  a reaction  to  the  precipitation  of  urate 
crystals  and  occasionally  one  can  see  clefts  under 
the  intima  under  the  arteriolar  wall.  Heparin, 
de  Takats  points  out,  has  a remarkable  effect  on 
the  gouty  attack. 

During  or  after  vascular  reconstruction  and  even 
spontaneously  atheromatous  or  cholesterol  emboli 
may  break  loose.  They  may  be  asymptomatic  but 
also  may  simulate  major  arterial  accidents  pro- 
ducing hemiplegia,  or  renal  insufficiency,  mesen- 
teric arterial  occlusion  or  peripheral  arterial  em- 
bolism. Often  the  embolized  fragments  set  up  re- 
actions resembling  periarteritis  nodosa,  or  foreign 
body  giant  cells  or  even  cutaneous  nodules.  Fur- 
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thernioic  il  the  emboli  remain  unlysed  throml)i 
may  lollow. 

It  is  always  important  to  bear  in  mind  the 
dynandes  involved  in  the  transition  Irom  cell 
aggregation  to  ndcrothrondjosis  to  thrombolysis. 
Basically  all  microthrombosis  can  lead  to  anemia, 
hemolysis  and  depletion  ol  clotting  [actors.  II  one 
cncoimteis  increased  fd)rinolysis  at  the  same  time 
as  there  is  a normal  clotting  time,  then  one  shoidd 
suspect  the  existence  ot  the  defibrination  syn- 
drome.- In  this  disorder  intensive  use  of  heparin 
will  jtroduce  a spectacular  effect  on  arresting  a 
hemorrhage  which  is  in  fact  secondarily  due  to 
thrombosis. 

Even  in  the  absetice  of  disseminated  vascular 
throndtosis,  the  red  cells  may  become  altered  ami 
deformed  after  the  implantation  of  plastic  valves 
and  in  the  presence  of  widespread  microvascular 
disease.  This  is  ati  interesting  type  of  hemolytic 
anetnia  resembling  that  encountered  iti  thrombotic 
thrombocytopenic  pnrpura. 

L.H.N. 
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Transplantation  Biology: 

II.  Immunologic  Tolerance 

“ The  time  will  come  when  we  shall  beg  portions  of 
slii7i  from  a Parent  or  Friend  luho  is  willing  to  give 
of  his  abundance  for  the  relief  of  a suffering  child 
or  neighbor.”  —George  Lawson,  1870. 

\\dien  George  Lawson  wrote  these  words  little 
did  the  surgeons  of  the  last  century  appreciate  the 
formidable  nature  of  the  honiograft  problem.  Up- 
ward of  half  a century  of  research  has  taught  us 
that  homcjgraft  destruction  is  an  immunological 
phenomenoti,  the  outcome  of  a highly  specific  at- 
tack on  the  part  of  the  host  against  foreign  geneti- 
cally determined  celhdar  isoantigens  known  now 
as  transplantation  antigens. 

By  the  early  1950’s  various  means  of  jirolonging 
the  life  of  homografts  in  experimental  animals  had 
been  discovered,  including  x-irradiation  and  ad- 
mitiistration  of  steroitf  hormoties  to  the  host.  Most 
important  of  these  was  the  discovery  that  if  very 
yoimg  animals  were  inocitlated  with  suspensions  of 
living  homologous  cells,  they  may  be  rendered  com- 
pletely and  specifically  incapable  of  reacting  against 
subsequent  grabs  from  the  donor  of  the  perma- 
nently inoculated  cells  in  later  life  without  impair- 
ment of  their  well  being.  This  induced  specific 
state  of  unrespotisiveness  of  antigenic  material  is 
known  as  immunological  tolerance. 

Once  it  was  established  that  the  immunological 


problem  was  soluble  at  least  in  principle,  geneti- 
cists, immunologists,  surgeons,  biochemists  and 
others  in  ever  increasing  numbers  began  to  focus 
their  attention  upon  the  chemical  homotransplan- 
tation  of  organs.  Wdiether  one  is  concerned  with 
transplantation  of  living  tissues  for  experimental 
or  therapeutic  jjurposes,  problems  of  two  quite 
dislinct  categories  are  involved. 

I'he  first  of  these  includes  problems  concerned 
with  the  act  of  transplantation  it.self.  These  are 
.said  to  be  of  an  essentially  technological  nature.  Of 
course  there  must  be  procurement,  preparation, 
temporary  storage  and  finally  the  relocation  of  the 
graft  in  a living  organism.  It  must  be  done  in  such 
a manner  that  the  normal  healing  processes  can 
occur  in  conjunction  with  vessel  and  duct  anasto- 
moses where  neces.sary.  By  this  means  it  is  hoped  to 
procure  the  viability  and  conservation  of  normal 
structure  and  function.  Regardless  of  how  well  the 
technological  aspect  is  properly  carried  out,  the 
lymphatic  system  of  an  organ  is  not  restored  and 
the  effect  of  this  loss  of  lymphatic  drainage  upon 
continued  health  of  the  transplanted  cells  is  a big 
(juestion  mark  in  their  idtimate  viability. 

The  technical  possibility  of  replacement  by 
grafting  of  bone  marrow,  lymphoid  tissue  and 
corneas,  does  not  involve  lymphatic  deprivation. 
However,  when  it  comes  to  extensive  areas  of  skin 
some  endocrine  organs  such  as  ovaries,  parathy- 
roids may  not  suffer  too  much  from  deprivation  of 
lynq)hatic  drainage,  though  their  indefinite  via- 
bility may.  However,  kidneys,  hearts,  lungs,  liver, 
uterus,  segments  of  small  intestines,  and  entire 
limbs  certainly  must  sulfer  from  lymphatic  drain- 
age deprivation.  Nevertheless  on  the  basis  of  exten- 
sive work  on  dogs  and  other  animals,  in  most  cases 
sid)stantiated  by  trials  on  man,  the  technical  feasi- 
bility of  replacement  by  grafting  has  been  estab- 
lished. 

I'here  is  still  great  scope  for  future  investigation 
and  improvement.  For  example,  it  is  well  known 
that  a sheet  of  skin,  provided  it  is  not  too  thick, 
when  grafted  to  a clean  vascular  bed  and  held  in 
jdace  for  about  four  days,  will  become  united,  that 
is  will  “take”  and  acquire  a good  bloody  supply  of 
its  own  accord.  What  we  do  not  yet  know  for  sure  is 
whether  the  old  vessels  are  utilized  or  whether  they 
degenerate  and  are  replaced  by  ingrowth  and  de- 
velopment of  new  vascular  sprouts  from  vessels  in 
the  graft  bed.  We  also  do  not  know  what  happens 
to  the  lymphatic  channels  and  whether  they  also 
unite  with  sprouts  from  the  lymphatic  vascular 
( hannels  in  the  bed. 

Iti  surgery  on  man  skin  grafting  is  necessary  to 
make  good  a shortcoming  of  nature.  When  the  full 
thickness  of  skin  is  lost  or  destroyed,  it  is  never  re- 
generated and  so  the  best  we  can  do  is  to  produce 
a disfiguring  and  often  function  impairing  scar. 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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occasionally  aggravalecl  Ijy  keloid  formation.  How- 
ever, sonic  sjieeies  of  deer  regenerate  considerable 
areas  of  skin  each  year  throughout  life,  d'he  velvet 
that  covers  their  growing  antlers  is  skin  in  every 
sense  ol  the  word.  If  transplantation  were  to  be 
applied  to  the  study  of  skin  neogencses  in  antler 
lormatlon,  perhaps  we  may  learn  and  exploit  this 
knowledge  to  stimulate  a latent  regenerative  poten- 
tial in  htunan  skin. 

I'lie  second  category  of  problems  relating  to 
grafting  is  much  more  formidable,  ft  arises  from 
the  incompatibility  of  homografts,  that  is  those 
gralts  exchanged  between  individuals  of  the  same 
species  who  however  are  genetically  dissimilar. 
• Uter  a transient  period  of  functional  well  being 
that  rtirely  exceeds  a week  or  two  homografts  nor- 
imilly  fail.  However,  atuografts  of  the  same  tissue 
or  organ  are  successful  for  long  pericxls.  rhis  jter- 
sistent  state  of  intolerance  of  our  bodies  towards 
grafts  derived  from  someone  else  is  the  barrier  to 
successful  transpl;int;ition  in  man  and  practically 
all  other  vet  tebr;ites. 

Experimentalists  can  often  ciicumvent  the  homo- 
graft barrier  by  employing  animals  of  inbred  genet- 
ically unifortn  strains.  A similar  genetic  uniformity 
of  course  underlies  the  comjtlete  compatibility  that 
identical  twins  display  towards  each  other’s  grafts. 

There  tire  at  least  twct  instances  where  the  im- 
munological barrier  is  excepted.  One  is  the  natural 
homograft  represented  by  the  mammalian  fettis. 
/Vnother  is  the  large  |)roportion  of  corneal  homo- 
grafts  which  “take.”  I'he  reasons  why  these  are  not 
rejected  are  as  yet  not  fully  understood. 

L.H.N. 

Safety  Of  Our  Food  Supply: 
Physiologically  Significant  Food 
Contaminants:  I.  Chemicals 

Contamination  of  foods  by  pathogenic  micro- 
organisms have  forced  public  health  agencies  and 
the  food  industries  themselves  to  develop  suitable 
control  measures.  They  have  developed  heat  proc- 
essing of  catined  goods,  pasteurization  of  milk,  re- 
frigeration, meat  insjtection,  and  eaxmination  of 
food  for  filth.  However,  though  significant  progress 
has  been  made,  the  effectiveness  of  control  meas- 
ures is  far  from  complete.  Salmonellosis  has  in- 
creased greatly  and  the  organisms  have  been  de- 
tected in  a wide  assortment  of  foods  particularly 
processed  eggs,  poultry,  anti  swine. ^ 

Then  there  are  bacterial  contaminants  causing 
food  poisoning  by  elaboration  of  toxic  substances 
such  as  Clostridium  botulinum  and  toxin  produc- 
ing staphylococci.  The  clostridium  still  cairses  occa- 
sional outbreaks  among  humans  in  sjjite  of  strict 
precautions  taken  to  avoid  contamination  of  foods 


by  their  toxins.  It  is  much  more  common  among 
animals  and  causes  severe  Icrsses  annually. 

Intoxication  by  sta]ffiylococcus  enterotoxin  is 
probably  the  most  cotntnon  tyjre  of  food  jioisoning 
iti  the  United  States.  Iti  a five  year  period  1957- 
1962  reported  and  imreported  cases  have  been 
estimated  to  be  in  the  lumdreds  of  thousands.  The 
Food  Protection  Committee  of  the  National  Acad- 
emy of  Sciences  hatl  this  serious  problem  of  food 
contamination  by  bacteria  under  .serious  study. 

I'here  is  a second  tyjie  of  food  contamitiant  sig- 
nificant to  the  public  health,  the  non-nutrient 
chemical  compounds  capable  of  causing  undesira- 
ble physiologic  effects  when  ingested.  I'hese  find 
their  way  into  foods  from  several  sources  and  have 
given  rise  to  a diversity  of  jjroblcms  necessitating 
continuing  elforts  to  assure  the  safety  of  the  food 
supply.  Some  are  intentionally  added  to  foods  in 
the  (ourse  of  their  production  such  as  antioxidants, 
preservatives,  coloring  and  llavoring  agents,  or  even 
direct  additions  of  nutrients  themselves.  Other 
chemicals  knowingly  introdiued  into  foods  are  the 
residues  of  pesticides,  herbicides  used  on  plant 
crops,  or  residues  of  growth  promoters  used  in 
animals.  However,  such  additives  are  caiefully  con- 
trolled and  are  not  considered  to  offer  a serious 
hazard  to  health. 

There  is  a large  group  of  substances  which 
Wogan-  describes  which  inadvertently  becerme 
components  of  food  and  some  of  them  have  been 
found  to  jjossess  potent  physiolcjgical  effects.  They 
may  be  termed  unintentional  contaminants.  For 
examj)le,  one  is  chlorinated  napthalenes  which 
contaminate  processed  animal  feeds  by  lubricating 
oil  used  in  the  processing  machinery.  The  disease 
so  caused  was  called  bovine  hyperkeratosis  which 
produced  progressive  damage  to  liver  and  other 
organs  and  death  and  produced  enormous  los.ses  in 
animals.  Another  example  of  unintentional  man- 
made food  contamination  is  “Minamata  disease” 
among  persons  in  Japan.  Fhe  cause  was  a merctiry 
contaminated  effluent  from  a large  chemical  manu- 
factming  plant  that  emptied  into  the  bay.  The 
toxic  agent  accumulated  in  the  tissues  of  fish  and 
shellfish,  thereby  entering  the  food  supply  cjf  the 
population  and  causing  severe  brain  damage. 

I’hen  AVogan  describes  a disease  “Chicken 
Edema,”  from  a jjoison  introduced  into  foods  from 
sources  wholly  unrelated  to  the  manufacture  or 
jirocessing  of  foods  themselves  but  from  a jjroduct 
derived  iii  the  course  of  industrial  production  of 
chlorinated  compounds.  I’he  jjoison  was  in  the  fat 
component  of  animal  feed  and  affected  not  only  j 
the  chick  but  the  rat,  guinea  pig,  dog,  and  monkey,  j 
Fortunately,  because  all  fatty  acids  destined  for  j 
human  consumption  must  be  shown  to  be  free  of  j 
contamination,  many  were  protected  from  this  , 
disease. 
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Then  there  is  occasional  contamination  as  a 
result  of  traditional  or  customary  methods  of  food 
preparation.  For  example,  in  rural  areas  of  Iceland 
the  people  preserve  mutton  and  fish  by  a heavy 
smoking  process  and  store  them  for  long  periods  in 
functioning  smoke  houses.  After  such  treatment 
they  were  found  to  contain  significant  quantities  of 
3.4  benzpyrene  which  produces  malignant  tumors 
when  fed  to  rats.  In  human  populations  consuming 
substantial  quantities  over  large  periods  of  time, 
gastric  cancer  is  the  cause  of  one-third  of  all  deaths, 
d'his  is  an  unusual  examjrle  of  prolonged  intake  of 
large  quantities  of  heavily  contaminated  foods. 

The  fact  is  that  one  can  produce  polynuclear 
hydrocarbons  in  charcoal  broiling  of  steaks.  Pyroly- 
sis of  melted  fat  drippings  on  the  hot  coals  causes 
benz  (a)  pyrene  to  form— a known  carcinogen  which 
is  present  in  concentration  of  8 /xg/Kg  of  steak. 
Another  examjrle  is  represented  by  prolonged  heat- 
ing of  fats  and  oils  in  such  processes  as  deep-fat 
frying.  Weakly  toxic  substances  are  formed  which 
are  co-carcinogens  when  fed  chronically  to  rats. 

These  are  all  examples  to  illustrate  the  fact  that 
some  methods  used  traditionally  in  preservation 
and  cooking  of  foods  results  in  their  contamination 
by  biologically  active  compounds  representing  a 
further  source  of  incidental  contamination.  We 
know  almost  nothing  concerning  the  significance 
of  this  type  of  contamination  during  the  usual 
home  cooking  operations. 

L.H.N. 
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Infectious  Resistance  To  Antibiotics 

“It  appears  that  unless  drastic  measures  are  taken 
very  soon,  physicians  may  find  themselves  hack  to 
pre-antibiotic  Middle  Ages  in  the  treatment  of 
infectious  diseases.”  —Editorial,  New  England 
Journal  of  Medicine,  275:  277,  1966. 

Emergent  strains  of  antibiotic-resistant  bacteria 
are  threatening  the  dramatic  healing  power  of  anti- 
microbial agents.  Until  recently  the  principle 
mechanism  that  has  been  held  responsible  for  this 
drug  resistance  was  thought  to  be  either  spontane- 
ous mutation,  or  normally  existing  resistant  organ- 
isms which  survived  and  multijrlied  as  the  iron- 
resistant  forms  were  killed  by  the  antibiotic.  We 
thought  of  this  phenomenon  as  developing  re- 
sistance to  a particular  drug  and  believed  that  it 
was  a slow  process  at  best. 

However,  in  1959  Jajranese  workers  showed  the 
development  of  resistance  to  multiple  antibiotics  in 
many  strains  of  Shigella,  not  by  mutations  of  new 
organisms  but  by  transfer  of  such  resistance  from 


resistant  shigella  to  sensitive  strains  of  Escherichia 
coli  by  conjugation  of  the  two.  This  infectious  mul- 
tiple drug  resistance  is  a process  by  which  sets  of 
genes  determining  resistance  to  several  unrelated 
antibiotics  are  transferred  together  from  resistant 
to  sensitive  strains  by  cell  to  cell  contact. 

These  genes  called  R factor,  are  not  located  on 
the  bacterial  chromosome  but  on  extra-chromo- 
somal genetic  elements  which  replicate  autono- 
mously and  are  composed  of  DNA.  The  R factor 
contains  a region  called  resistance-transfer  factor 
(RTF)  that  determines  infectivity  and  to  which  the 
separate  drug  resistant  genes  are  attached.  The 
transfer  of  the  R factor  occurs  not  only  within  the 
species  of  enteric  bacteria  but  also  between  groups 
as  diverse  as  shigella,  salmonella,  klebsiella,  vibrio, 
pasteurella,  serratia  and  especially  Escherichia  coli 
which  can  and  does  serve  as  a reservoir  since  it 
facilitates  transfer  of  the  R factor  from  one  patho- 
gen to  another  and  from  animals  to  humans. 

In  staphylococci  also,  genes  for  resistance  to  peni- 
cillin, erythromycin,  tetracycline,  chloramphenicol 
and  kanamycin  are  carried  on  extrachromosomal 
particles  termed  plasmids^  and  are  transferred  from 
cell  to  cell  by  phages.  It  may  very  well  be  that  the 
rapitl  emergence  of  drug-resistance  among  staphylo- 
cocci is  related  to  dissemination  of  the  plastids  by 
transduction  with  the  aid  of  a phage. 

Once  the  R factor  was  discovered  in  Japan  it 
wasn’t  long  before  similar  reports  came  from  Great 
Britain  in  1962“’^  and  by  1965'^  surveys  of  their 
distribution  as  well  as  studies  of  their  fundamen- 
tal properties  were  carried  out  in  other  European 
countries  and  Israel.  In  this  country  clinical  studies 
of  the  R factor  have  just  been  reported  by  Kabins 
and  Cohen  from  the  Michael  Reese  Medical  Center 
in  Chicago.-^  They  surveyed  organisms  recovered 
from  patients  with  enterobacterial  infections  for 
transfer  of  resistance  from  organisms  with  the  R 
factor  to  non-resistant  organisms  and  found  evi- 
dence for  it  in  13  cases.  There  were  72  strains  of 
shigella  isolated  during  the  study.  Of  these  35  per 
cent  were  resistant  to  sulphadiazine,  25  per  cent  to 
streptomycin,  21  per  cent  to  tetracycline  and  1.4 
per  cent  to  chloramphenicol. 

This  contrasts  sharply  with  the  situation  pre- 
senting as  recently  as  1962  when  sulphonamide 
resistant  shigella  strains  were  not  considered  a 
major  problem  in  the  United  States.®  Kabins  and 
Cohen’s  patients  four  years  later  showed  multiple 
resistance  transferred  to  24  per  cent  of  patients.  It 
probably  won’t  be  long  before  strains  will  become 
resistant  to  chloramphenicol  and  ampicillin  which 
are  now  the  antibiotics  of  choice  in  typhoid  and 
salmonella  infections.  Anderson  and  Lewis-  have 
already  pointed  out  how  rapidly  antibiotic  re- 
sistance mediated  by  the  R factor  may  be  dis- 
seminated in  salmonella  strains. 
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w’rth  so  many  other 
thyroid  hormones 
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why  Synthroid? 

sodium  levothyroxine,  flint 


Animal  gland  products  are  still  widely  used 
today.  SYNTHROID  (sodium  levothyroxine), 
however,  offers  important  advantages  in  the 
treatment  of  thyroid  deficiency  and  related  con- 
ditions. 

CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100®7o  pure 
thyroid  hormone  ...  a drug  of  definite  and  uniform 
composition.  Each  batch  is  assayed  by  chemical  and 
physical  measurement  ...  a more  accurate  method 
than  biologic  standardization.  SYNTHROID  (so- 
dium levothyroxine)  does  not  deteriorate  in  storage 
or  in  high  humidity  conditions.  Your  patients  con- 
sistently receive  the  dosage  you  prescribe. 

it  is  competitively  priced 

Patient  costs  are  competitive  with  animal  gland 
products.  In  comparison  to  the  other  form  of  syn- 
thetic thyroid  hormone,  SYNTHROID  (sodium  levo- 
thyroxine) costs  approximately  half  as  much. 

smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there 
is  little  possibility  of  a metabolic  surge  that  can 
compromise  cardiac  function.  SYNTHROID  (so- 
dium levothyroxine),  after  absorption  and  protein 
binding,  is  released  at  a physiologic  rate.  This^  assures  a 
smooth  response  with  a higher  degree  of  safety. 

predictability 

Expect  FBI  readings  to  be  in  the  range  of  6-10  meg. 
®7o.  Count  on  these  readings  and  on  other  parameters 
to  be  predictable  in  relation  to  the  dosage  you  pre- 
scribe. Levothyroxine  has  a high  binding  capacity 
for  serum  proteins  in  contrast  to  other  thyroid  me- 
dicaments which  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 
In  patients  made  euthyroid  with  SYNTHROID  (so- 
dium levothyroxine),  it  is  therefore  not  unusual  to 
find  FBI  levels  of  8-10  meg.  ®7o. 


FLINT  LABORATORIES 

Morton  Grove,  Illinois 


unexcelled  dosage  flexibility 

Available  in  six  strengths.  Tablets  are  scored  and 
color-coded  for  dosage  convenience.  SYNTHROID 
(sodium  levothyroxine)  INJECTION  is  also  avail- 
able. 

broad  indications 

SYNTHROID  (sodium  levothyroxine)  duplicates  the 
biological  and  metabolic  activity  of  endogenous  thy- 
roxine. The  tablets  are  specific  replacement  therapy 
in  diminished  or  absent  thyroid  function  resulting 
in  hypothyroidism  ranging  from  the  subclinical  or 
borderline  type  to  the  myxedematous  type.  The 
administration  of  SYNTHROID  (sodium  levothy- 
roxine) is  therefore  indicated  in  primary,  hypopitui- 
tary,  pediatric,  and  geriatric  hypothyroidism,  and 
for  reproductive  disorders  such  as  infertility,  men- 
strual disturbances  and  habitual  abortion  associated 
with  hypothyroidism. 

Because  SYNTHROID  (sodium  levothyroxine)  is 
effective  in  the  treatment  of  hypothyroidism  of  any 
degree  of  severity,  it  is  especially  useful  in  subclini- 
cal cases  exemplified  by  symptoms  such  as  undue 
lassitude,  skin  disturbances  and  obesity,  in  the  pres- 
ence of  diagnostic  test  criteria.  In  your  judgment, 
when  a diminished  level  of  thyroid  hormone  may  be 
implicated,  the  purity,  stability,  and  predictability 
of  SYNTHROID  (sodium  levothyroxine)  are  par- 
ticularly important  to  confirm  your  diagnosis  be- 
cause they  eliminate  the  variability  in  response  due 
to  product  deficiency  often  encountered  with  desic- 
cated thyroid. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause  diarrhea 
or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss. 
Medication,  In  such  cases,  should  be  stopped  for  2-6  days,  then  resumed  at  a lower 
dose  level.  In  patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  parameters  that  are  used  to  guide  antidiabetic  therapy.  Contrain- 
dications: Thyrotoxicosis,  acute  myocardial  infarction.  Administration  and 
Dosage:  Administer  tablets  as  a single  daily  dose,  preferably  after  breakfast.  In- 
jection may  be  administered  intravenously  in  solutions  containing  100  meg.  per  ml. 
Supplied:  Tablets;  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  scored 
and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg.,  lyophilized,  in  10  ml. 
single  dose  vial,  with  5 ml.  vial  of  diluent. 

EASY  TO  FRESCRIBE-EA5Y  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 
APPROXIMATELY  EQUIVALENT  T0 1 gr.THYROID  U.S.P. 

Synthroid^ 

sodium  levothyroxine,  FLINT 
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Neomycin  and  kanamycin  are  the  antibiotics  of 
choice  in  the  treatment  of  epidemic  diarrhea  in 
infants.  However,  strains  of  esch.  coli  resistant  to 
these  agents  have  already  been  reported."^  Thus 
the  demonstration  of  transferrable  resistance  to 
these  and  other  antibiotics  in  this  group  of  organ- 
isms is  of  particidar  serious  import.  What  is  more 
alarming  is  that  the  administration  of  a single 
antibiotic  to  patients  harboring  sensitive  shigellas 
has  been  followed  in  some  cases  by  the  excretion  of 
multiple  resistant  strains  of  the  same  serotype.® 
Under  the  inlluence  of  antibiotics,  resistant  intesti- 
nal organisms  initially  present  in  small  numbers 
nudtiply  rapidly,  become  predominant  flora  and 
then  transfer  their  resistance  to  any  available 
pathogen.  As  a consequence  of  the  prevalence  of 
the  R factor,  the  effectiveness  of  antiijiotics  in  the 
treatment  of  enterobacterial  infections  may  change 
virtually  overnight. 

Both  Japanese  and  British  studies  have  corre- 
lated the  precipitous  rise  in  frequency  of  the  R 
factors  with  the  increasing  use  of  antibiotics  not 
only  in  clinical  practice  but  also  in  the  care  and 
feeding  of  livestock.  Antibiotics  are  now  incor- 
porated routinely  in  livestock  feeds,  providing  a 
constant  selection  pressure  on  R factors  that  can 
be  readily  transferred  to  man.  Constant  surveil- 
lance of  the  prevailing  antibiotic  sensitivity  pat- 
terns both  in  the  community  at  large  and  in  the 
individual  patient  during  the  course  of  treatment 
will  now  be  necessary  to  ensure  the  best  residts. 

For  the  practitioners  the  immediate  importance 
of  infectious  resistance  is  that  it  provides  a mechan- 
ism for  the  rapid  dissemination  of  inherited  multi- 
ple antibiotic  resistance  between  organisms  of  the 
same  or  dilferent  genera  thereby  posing  a serious 
threat  to  effective  treatment  of  enterobacterial 
diseases. 

We  can  hope  that  the  ingenuity  of  our  basic 
scientists  will  produce  new  antibiotics  to  act 
against  presently  resistant  organisms  so  that  physi- 
cians will  not  be  faced  with  the  dire  future  of 
“finding  themselves  back  to  the  pre-antibiotic 
Middle  Ages  in  the  treatment  of  infectious 
diseases.” 

L.H.N. 
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A Thymic  Hormone  Causing 
Lymphocyte  Proliferation: 

Thymosin 

111  recent  years  much  evidence  has  accumulated 
tliat  the  thymus  gland  plays  a central  role  in  the 
m;itur:ition,  proliferation  and  immunological  com- 
petence of  the  lymphocyte.  Of  the  techniques  em- 
ployed to  clarify  the  thymus  role,  two  major  types 
of  observations  imply  that  the  inlluence  is  in  part 
endocrine.  The  first  is  in  vivo  effects  of  thymic 
extracts  on  lymphojioiesis,  lymphocytosis  and  im- 
munological comjietence.  The  second  is  the  effect 
of  thymus  grafts  enclosed  in  cell-impermeable  Mil- 
lipore  dilfusion  chambers  in  thymectomized  ani- 
mals.^ 

Previous  attempts  to  isolate  and  purify  a “thy- 
mic hormone”  have  been  hampered  by  the  lack  of 
a satisfactory  rapid  assay  method.  The  in  vivo 
method  previously  described  by  Klein,  Goldstein 
and  'White  involves  several  inherent  difficulties. 
One  is  the  possible  antigenicity  of  the  extract 
which  contains  protein.  A second  difficulty  is  the 
limited  number  of  fractions  that  can  be  tested  in 
a given  period  of  time  and  the  testing  of  different 
fractions  would  have  to  be  done  in  different  ani- 
mals, thereby  unduly  prolonging  the  assay  of  a 
given  fraction.  Then  there  is  the  deleterious  influ- 
ence of  subclinical  infection  in  mice  which  could 
mask  the  effect  of  any  thymic  fraction. 

A new  in-vivo  method  has  now  been  described 
by  Goldstein,  Slater  and  White  which  perarits  the 
rapid  assay  of  thymic  fractions  to  as  many  as  20-30 
jrer  day.  \Vith  this  rapid  assay  method  the  prepara- 
tion and  partial  purification  of  a thymus  hormone 
which  produces  proliferation  of  lymphocytes  has 
now  been  successfully  achieved.  It  involves  adding 
the  various  thymic  fractions  to  be  assayed  directly 
to  a lymphocyte  suspension  in-vitro  and  determin- 
ing wliether  and  how  much  thymidine  is  incor- 
porated into  DNA.  If  lymphocytes  are  not  pro- 
liferating thymidine  is  not  used  up.  Only  when 
it  is  taken  up  is  it  evidence  for  DNA  replication. 

The  techniqtie  then  consists  of  adding  thy- 
midine and  other  labelled  aminoacids  that  could 
be  incorporated  into  DNA  to  a suspension  of  lym- 
phocytes mixed  with  the  thymic  fraction.  The 
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Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton 


chlorthalidone  50  mgi  feserpine  0.25  mg. 


I tab  let  daily 
brings  pressure  down 


Advantage:  Both  components  of  Regroton 
are  long-acting. 

Ave/age  dosage;  One  tablet  daily  with 
breakfast. 

Contraindications;  History  of  mental 
depression;  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warn/ng;  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  entericrcoated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  li  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro-  - 
lyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  - 
cirrhosis  or  severe  ischemic  heart  disease, 
and.  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.^Salt  restriction  is  not 
recommended^  Use  with  paution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effecfs;  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,"  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal,  stuffiness,  nightmare, 
purpura,  urticaria.  and  weakness. 
For.fglhdefaiis,  see  the  complete  prescrib- 
ing informatton,"  ^ . 

Avaiiability  Bottles  of  100  and  1000  tablets 


DNA  is  then  extracted  and  analyzed  for  the 
amount  of  label  it  has  taken  up.  The  amount  of 
extract  added  determined  the  degree  of  H’’*  thymi- 
dine incorporation.  At  high  concentrations  the 
amount  of  stimulation  of  lymphocyte  prolileration 
fell  olf.  The  scietitists  were  astute  to  realize  the  pos- 
sible presence  of  an  inhibitory  factor  in  the  higher 
concentrations. 

Pursuing  the  [)ossibility  further  they  soon  ob- 
tained additional  evidence  in  support  of  the  exist- 
ence of  an  inhibitory  as  well  as  a stimulatory  sub- 
stance in  the  thymic  extract.  By  ingenious  steps  in 
the  purification  they  found  the  extract  was  heat 
stable.  In  one  fraction  they  found  no  activity  iti 
vitro  utitil  it  was  treated  with  acetone.  However, 
it  was  active  in  vivo  and  this  suggests  that  the 
fractioti  contained  both  a stimidator  and  inhibitor, 
the  latter  being  inactivated  in  vivo.  Once  treated 
with  acetone,  the  activator  was  isolated  and  .sep- 
arated from  the  inhibitor. 

The  in-vitro  assay  method  has  allowed  an  ap- 
proximately 100  fold  purification  of  the  active 
jji'inciple  by  using  ultra-centrifugation  followed  by 
a heat  step  atid  finally  precipitation  with  cold  ace- 
tone and  gel  filtration  on  P-10  polyacrylamide. 
This  activity  seems  to  be  associated  with  a protein 
weight  of  around  4000-5000.  Its  activity  is  stable  at 
100°G  but  can  be  destroyed  by  incubation  with 
trypsin. 

Se\eral  other  workers  have  reported  various  thy- 
mic fractions  which  could  stimulated  lymphocyte 
production,  but  they  are  all  different  from  the 
present  thymic  hormone  which  is  pure  and  identi- 
fiable, which  acts  in  vitro  and  also  in  vivo. 

The  idea  that  an  inhibitor  is  akso  present  iti 
thymic  extracts  as  well  as  a stimulator  of  lympho- 
cyte production  is  consistent  with  our  knowledge 
of  the  balance  between  active  and  antagonistic 
hormones  in  the  body.  Insulin  has  its  glucagon, 
parathormone,  its  thyrocalcitonin  and  now  the 
lymphocyte  stimulating  factor,  its  inhibitor.  As  it 
stands  now  Goldstein,  Slater,  and  ^Vliite  have  pre- 
pared a jturified  cell  free  product  which  arises  iti 
the  thymus,  is  transported  via  the  blood  to  periph- 
eral lymphoid  structures  where  it  stitnulates  lym- 
phoid tissue  proliferation.  \V4iat  the  po.ssible  rela- 
tioivships  may  be  between  this  thymic  hormone  and 
previously  postulated  thymic  hormones  and  to  im- 
munological phenomena  now  awaits  clarification. 

Though  somewhat  premature  we  may  be  jiar- 
doned  if  we  turn  our  thoughts  to  the  possible  prac- 
tical outcomes  of  this  new  thymic  hormone.  There 
is  a large  body  of  evidence  that  the  thymus  has  a 
fundamental  role  in  host  immunity.  Furthermore 
lymphoid  tissue  is  concerned  with  host  immunity 
including  antibody  production.  Would  a substance 
that  stimulates  proliferation  of  lymphoid  tissue 
contribute  to  promotion  of  host  immunity.  It  prob- 


ably would  and  it  is  not  difficult  to  imagine  how 
we  could  render  many  patients  immune  to  repeated 
infections,  or  once  infected,  to  contribute  to  their 
recovery.  Gan  ive  hope  to  make  a normal  person 
supernormal  in  his  resistance  to  infection  by  such 
a substance?  Then  there  is  of  course  the  question 
whether  the  lymphocyte  stimulatitig  hormone  is 
somehow  involved  in  leukemia. 

Another  series  of  thoughts  concerns  inhibition 
of  the  hormone  by  a natural  or  synthetic  substance. 
4\"ould  we  contribute  to  suppression  of  host  im- 
tnunity  and  tints  assist  in  achieving  more  signifi- 
cant successes  than  has  been  possible  so  far  with 
itnmunosuppressive  drugs.  Doubtless  these  ques- 
tions must  be  reverberatitig  in  the  researchers’ 
minds.  Out  of  basic  science  contributions  must 
come  many  practical  applications,  many  as  yet 
undreamed  of. 

L.H.N. 

Reference 

1.  (ioldstein,  L.,  .Slater,  F.  I).,  and  'White,  A.:  Preparation 
assay  and  partial  purification  of  a thymic  lyinphocytopoietic 
factor.  (Proc.  Nat.  .\cad.  Sciences,  Sept.  1966.) 

The  Use  Of  Pronethalol  In 
Overactive  Beta-adrenergic 
Circulatory  States 

Frolich,  et  aF  have  succeeded  with  the  use  of 
propratialol  in  successfully  treating  two  patients 
sulfering  from  what  they  term  the  “hyperdynamic 
beta-adrenergic  circulatory  state.”  One  of  the 
patients  was  normotensive,  a female  aged  29,  and 
the  other  also  female,  aged  39,  was  intermittently 
and  mildly  hypertensive.  Both  manifested  palpita- 
tion, tachycardia  and  severe  anxiety  merely  on  sit- 
ting upright.  Frohlich  suspected  that  the  symptoms 
were  caused  by  exaggerated  inotropic  and  contrac- 
tile responses  of  myocardial  beta-adrenergic  recep- 
tors since  the  patients  had  no  demonstrable  heart 
disease.  Their  diagnosing  and  pin-pointing  of  the 
pathophysiology  of  the  disorder  is  a classical  ex- 
ample of  clinical  investigation  of  a high  order. 

Since  the  patients  were  asymptomatic  in  the 
siq)ine  position,  the  researchers  reproduced  all  the 
symptoms  by  administering  isojnotenerol,  a B- 
receptor  stimulator.  At  once  palpitation,  tachy- 
cardia and  anxiety  resulted.  A blockade  of  the  B 
adrenergic  receptors  by  jnonethalol  abolished  the 
symptoms  which  also  did  not  appear  if  the  supine 
patient  now  assumed  the  upright  posture.  The  con- 
clusion seemed  inescapable  that  these  patients 
suffered  from  an  overactive  beta-adrenergic  circu- 
latory state  since  it  could  be  abolished  by  B adre- 
nergic inhibition. 

The  ejuestion  of  course  immediately  arose 
whether  this  state  is  primary  or  whether  it  is 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex®  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Conlroindicalions:  Dextro-amphetamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia,-  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapulor  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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caused  by  some  more  widespread  autonomic  im- 
balaiue.  Could  it  jjerhajxs  be  due  to  an  inactive 
vagtis?  I’his  was  ruled  out  by  normal  responses  to 
;itroj)ine  and  caratid  sinus  massage.  \Vas  it  due  to 
inadeejuate  ganglionic  transmission  in  the  vagus 
system?  I'hey  ruled  this  cjut  by  eliciting  a normal 
reaction  to  trimethaphen  camphorate.  Could  it  be 
due  to  excessive  ejuantities  of  catecholamines  irom 
a pheoehromocytoma?  This  was  tided  out  by  a 
negative  ]thentolamine  test. 

Possible  mechanisms  further  afield  such  as  hyper- 
thyroidism, porphyria,  silent  mitral  stenosis,  and 
psychoneurosis  were  all  carelidly  considered  and 
not  found.  In  the  end  Frohlich  and  his  co-workers 
were  satisfied  that  these  patients  were  sulfering  from 
a syndretnte  characterized  by  over-reactive  B adre- 
nergic receptors  in  the  heart.  Now  that  inhibition 
of  these  receptors  is  pcjssible  by  pronethalol  or 
guanethicline,  the  two  patients  suffering  from  a 
functionally  crippling  cardiac  disorder  w’ere 
cpiickly  relieved  of  this  over-reactive  sympathetic 
control  of  their  hearts.  The  tachycardia,  the  dys- 
jjnoea  and  anxiety  which  was  so  prominent  when 
the  patients  assumed  an  ujnight  position  before 
the  blockade  of  the  B receptors,  no  longer  plagued 
these  patients  after  receiving  pronethalol. 

The  slowing  of  the  heart  rate  and  the  subjective 
improvement  effected  by  pronethalol  makes  us 
wonder  what  such  a therapy  would  accomplish  in 
patients  which  used  to  be  termed  neurocirculatory 
asthenia,  who  also  had  normal  hearts  but  who 
suffered  from  palpitation,  tachycardia,  giddiness, 
sweating,  dyspnoea  and  anxiety.  These  patients 
were  recognized  as  far  back  as  the  civil  war  and 
teimed  soldier’s  hearts  by  Da  Gosta.^  All  early 
workers  seemed  to  believe  that  anxiety  underlay 
the  symptoms  and  hoped  that  as  anxiety  decreased 
that  “the  symptoms  would  be  given  up.”  In  fact, 
in  the  syndrome  described  above  anxiety  is  a 
symptom,  not  a cau.se  of  the  disorder. 

Before  we  knew  about  the  beta-adrenergic  re- 
ceptors and  before  we  had  a jiharniacologic  agent 
in  pronethalol  to  antagonize  them,  the  mechanism 
cjf  origin  of  neurocirculatory  asthemia  was  of  course 
not  understood.  It  had  been  suspected  that  an  “im- 
balance” of  the  autonomic  nervous  system  was  re- 
sponsible for  the  severe  reactions  which  followed 
slight  provocations  in  a “normal”  heart.  All  work- 
ers sought  for  infection,  physical  exhaustion,  ner- 
vous prostration,  or  anxiety  for  the  cause  of  the 
symptoms  which  seemed  out  of  proportion  to  any 
recognized  organic  cause. 

Ordinarily  the  heart  rate  is  precisely  adjusted  by 
balancing  the  retarding  effects  of  vagal  discharge 
against  accelerating  effects  of  sympathetic  stimu- 
lation. This  is  a form  of  reciprocal  innervation  at 
the  effector  organ,  the  sinoatrial  node.  In  addition 
reciprocal  innervation  is  also  prominent  in  the 


central  control  over  heart  rate,  i.e.  at  the  medul- 
lary center.  Here  the  neural  connections  are  so 
organized  that  activation  of  the  motejr  neucleus  of 
the  vagus  is  associated  with  simultaneous  inhibi- 
tion of  the  medullary  acceleration  center  and  vice- 
versa. 

Evidently  Frohlich’s  patients  showed  the  balance 
thrown  to  favor  over-activity  of  the  beta-adrenergic 
control.  If  we  look  carefully  we  will  probably  find 
also  the  opjjosite  type  of  patient  in  whom  the 
autonomic  balance  might  be  in  favor  of  over-active 
vagus  control.  7'he  older  jihysicians  in  fact  recog- 
nized both  sympathotonic  and  vagotonic  types. 

We  are  still  without  knowledge  as  to  why 
patients  suffer  from  the  “hyperdynamic  beta- 
adrenergic  circulatory  state.”  But  such  patients  do 
occur  and  the  beta-adrenergic  blocking  agents  will 
now  emerge  as  a useful  tool  to  test  for  the  exist- 
ence of  this  state  as  well  as  a therapeutic  agent 
for  its  control.  These  agents  have  also  been  found 
useful  in  tachycardias  of  diverse  origin,  angina  pec- 
toris, more  recently  also  in  hypertrophic  obstruc- 
tive cardiomyopathies,^  in  which  over-activity  of 
the  beta-adrenergic  receptors  seem  to  be  a promi- 
nent feature  and  in  arrhythmias  found  in  digitalis 
intoxication.^ 

L.H.N. 
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Isuprel  In  Amniotic  Fluid  Embolism 

ft  is  important  for  the  internist  as  well  as  the 
obstetrician  to  be  familiar  with  amniotic  fluid  em- 
bolism since  the  internist  is  often  called  to  the 
delivery  room  wdien  cardiopulmonary  problems  de- 
velop. The  syndrome  deserves  wider  recognition  as 
an  emergency  which  may  suddenly  confront  the 
internist  who  is  hastily  summoned  to  the  obstetri- 
cal department  to  see  a patient  with  sudden  onset 
of  dyspnoea  or  shock.  Amniotic  fluid  embolism  is 
probably  much  more  frequent  than  the  number  of 
previously  reported  cases  would  indicate.  Cases 
jneviously  called  “obstetrical  shock”  and  pitressin 
shock  may  actually  have  been  cases  of  pulmonary 
embolism.  It  is  probably  the  most  common  cause 
of  unexplained  shock  occurring  on  the  delivery 
table. 
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■\\'hen  autopsied  cases  are  collected  and  com- 
pared the  syndrome  is  remarkably  uniform.  The 
patient  may  be  in  her  early  30’s,  a multipara  in 
whom  the  prenatal  course  has  been  uneventful. 
Labor,  howe\er,  is  often  tumultuous.  During  labor 
or  within  an  hour  of  two  following  delivery,  there 
suddenly  appears  acutely  developing  anxiety,  dys- 
pnoea and  shock  without  chest  pain,  without  a 
previous  history  of  heart  disease,  and  without  evi- 
dence of  significant  hemorrhage  to  explain  this 
state.  Diffuse  rales  and  other  evidence  of  acute  pul- 
monary edema  may  be  present.  Coma,  death  from 
anoxia  and  circulatory  collapse  may  then  occur 
within  minutes  of  the  onset  of  symptoms  or  after 
an  interval  of  several  hours.  In  short,  there  is  the 
clinical  picture  of  shock  and  dyspnoea  out  of 
proportion  to  the  degree  of  hemorrhage  in  a person 
who  had  no  heart  disease  prior  to  the  onset  of 
severe  signs  of  right  heart  failure  and  dyspnoea 
and  no  sign  of  thrombophlebitis.  It  is,  of  course,  a 
classical  picture  of  pulmonary  embolism. 

Non-fatal  cases  have  been  described  but  nearly 
all  cases  reported  have  ended  fatally  and  this  has 
permitted  the  establishment  of  the  correct  diag- 
nosis. The  case  described  by  Nichols^  did  survive 
and  recover  completely  and  serves  to  illustrate  the 
natural  history  of  amniotic  fluid  embolism  and  the 
setting  in  which  it  occurs.  The  fact  that  non-fatal 
cases  also  occur  makes  it  probable  that  the  inci- 
dence of  this  disorder  is  distinctly  higher  than 
hitherto  supposed.  Perhaps  this  may  account  for 
variability  in  the  reported  incidence  from  1 1 in 
37,000  live  births  to  1 in  400.  However,  even 
though  cardio-respiratory  deaths  are  not  uncom- 
i mon,  a cause  of  it,  amniotic  fluid  embolism,  is  not 
discussed  or  listed  in  standard  textbooks  of  medi- 
cine and  Nichols  points  out  that  one  large  text  on 
obstetrical  complications  fails  to  mention  the  sub- 
ject. 

The  exact  physiological  mechanism  of  amniotic 
fluid  embolism  is  unknown.  Normally  almost  no 
I amniotic  fluid  escapes  into  the  maternal  circula- 
! tion.  With  radio-isotope  techniques  it  has  been 
I demonstrated  that  amniotic  fluicl  and  particulate 
I matter  it  sometimes  contains  may  enter  the  uterine 
j veins  causing  pulmonary  embolism  in  the  mother 
and  maternal  deaths.  Intravenous  injection  of  un- 
filtered amniotic  fluid  has  reproduced  this  syn- 
drome in  experimental  animals,  whereas  injection 
of  filtered  amniotic  fluid  is  not  followed  by  this 
syndrome.  Clearly  a variable  amount  of  fluid  debris 
is  responsible  and  the  speed  of  death  or  recovery 
must  depend  on  the  amount  which  has  entered  the 
venous  circulation  and  obstructed  the  pulmonary 
circulation. 

At  post-mortem  meconium  and  other  amniotic 
I fluid  constituents  are  found  in  the  pulmonary  ves- 


sels of  the  mother,  epithelial  cells,  lanugo  hairs, 
mucin,  bile  and  fat  in  small  amounts.  The  findings 
of  these  constituents  in  the  small  pulmonary  ves- 
sels is  the  pathologist’s  main  diagnostic  criterion. 
What  causes  the  crisis  in  the  fetus  that  residts  in 
expulsion  into  the  amniotic  fluid  of  the  particulate 
matter  needs  to  be  discovered  and  avoided.  What 
leads  to  the  entrance  of  such  fluid  into  the  mother’s 
venous  system  also  remains  to  be  explained.  Once 
it  enters,  however,  it  obstructs  the  pulmonary  cir- 
cidation  and  also  has  the  effect  of  tissue  thrombo- 
plastin so  that  hypofibrinogenemia  with  uterine  or 
generalized  bleeding  may  develop  if  the  patient 
survives  beyond  the  first  three  hours. 

A wide  variety  of  procedures  have  been  used  in 
the  treatment  of  this  alarming  complication  such 
as  Og,  morphine,  intravenous  fluids,  cortico- 
steroids, vasopressor  agents,  digitalis,  ^^ositive  pres- 
sure breathing,  and  even  venesection,  but  none 
have  been  shown  to  be  critical  in  the  treatment  of 
amniotic  fluid  embolism.  Only  one  method  of 
treatment  proposed  so  far  has  shown  any  real  prom- 
ise although  it  has  been  ajrplied  only  in  animals, 
but  in  whom  the  results  were  strikingly  curative. 

From  the  University  of  Sidney,  Australia,  Hal- 
magyi,  et  al“  have  reported  a study  of  cardio- 
respiratory dynamics  in  a small  number  of  sheep. 
In  these  animals  the  intravenous  infusion  of  un- 
filtered human  amniotic  fluid  was  regularly  fol- 
lowed by  signs  of  pulmonary  embolism:  pulmonary 
hypertension  a severe  fall  in  lung  compliance  and 
arterial  hypoxia.  With  equal  regularity  all  these 
consequences  of  amniotic  fluid  embolism  were  pre- 
vented or,  once  started,  were  abolished  by  admin- 
istration of  isoproterenol  used  either  as  an  aerosol 
or  as  an  intravenous  infusion. 

Dr.  Halmagyi  points  out  that  isuprel  has  been 
employed  clinically  in  treating  thrombotic  pul- 
monary embolism  and  advises  that  this  drug  should 
be  used  preferably  subcutaneously  in  a dose  of  2 
mg  reserving  intravenous  administration  for  the 
extreme  case  requiring  resuscitation.  Obviously  if 
hemorrhage  from  hypofibrinogenemia  supervenes, 
then  heparin  will  also  be  required. 

Now  that  experimental  data  shows  that  amniotic 
fluid  embolism  in  experimental  animals  can  be 
consistently  prevented  or  cured,  we  have  an  espe- 
cially great  need  for  diagnosing  the  condition  in 
obstetrics  and  instituting  correct  therapy.^.^  Obvi- 
ously if  isuprel  works  in  one  type  of  pulmonary 
embolism  we  should  not  forget  its  trial  in  other 
forms  of  pulmonary  embolism  threatening  life. 

L.H.N. 
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Estrogen  And  The  Aging  Process 

All  living  organisms  begin  to  age  soon  after  con- 
ception. If  we  knew  what  factors  influence  anti 
accelerate  the  progression  of  the  aging  process  it 
shonkl  be  possible  to  counteract  at  least  some  of 
them.  We  all  believe  the  human  body  is  capable 
of  remaining  youthful  longer  than  it  usually  does. 
Apparently  women  tend  to  age  much  more  rapidly 
after  the  menopause  than  they  tlo  before.  It  is  pos- 
sible for  an  aging  woman  to  retain  her  health, 
vigor  and  enthusiasm  for  living  even  after  the 
climacteric. 

This  problem  has  long  held  the  interest  of  mem- 
bers of  the  Department  of  Obstetrics  and  Gynecol- 
ogy of  the  University  of  Chicago. ^ For  more  than 
twenty  years  they  have  been  accumidating  data 
on  the  long  term  administration  of  estrogen  to  pa- 
tients lacking  functioning  ovaries  either  as  a result 
of  menopausal  changes  or  castration.  They  have 
assembled  impressive  evidence  of  the  part  estrogen 
can  play  in  preventing  certain  manifestations  of 
the  aging  process  in  women. 

The  early  patients  in  their  study  were  women 
who  had  had  their  ovaries  removed  at  hysterec- 
tomy. A few  days  after  operation  they  were  given 
estrogen  (at  that  time  diethylstilbestrol)  to  suppress 
the  onset  of  the  climacteric.  The  menopause  did 
not  appear,  the  patients  retained  their  well-being 
and  it  was  this  observation  which  provided  the 
stimidus  for  the  investigators  and  for  the  patients 
to  continue  under  observation  with  periodic  exam- 
inations. 

To  the  group  of  castrates  receiving  replacement 
therapy,  were  added  three  additional  groups: 
women  in  the  natural  menopause  period  as  con- 
trols, castrated  women  who  received  no  hormonal 
therapy,  and  women  who  had  had  a natural  meno- 
pause and  no  hormonal  medication.  In  the  first 
years  of  their  sttuly  the  experience  paralleled  that 
of  other  investigators.  The  menopausal  syndrome 
as  well  as  the  subsequent  atrophic  changes  that 
eventually  affect  not  only  the  ovaries,  but  indeed 
the  entire  body  of  women  without  functioning 
ovaries  was  quite  resjtonsive  to  supplemental  estro- 


gens. When  continued  indefinitely  such  treatment 
abolished  the  disturbing  menopausal  symptoms 
and  prevented  or  delayed  the  development  of 
atrophic  changes  in  the  vagina,  breasts  and  skin. 

One  important  (jnestion  has  been  whether  estro- 
gen replacement  can  retard  the  development  of 
atherosclerosis  in  post-menopausal  women.  It  has 
long  been  recognized  that  after  the  menopause, 
women  rapidly  develop  arterial  changes  so  that  in 
the  fifth  to  the  seventh  decade  of  life  the  incidence 
of  atherosclerosis  begins  to  approximate  that  found 
in  men  of  similar  ages.^  '"^  It  is  this  growing  interest 
in  the  relation  between  absence  of  estrogen  and 
the  development  of  atherosclerotic  disease  which 
sparked  another  phase  in  Davis,  et  al’s  study.  They 
initiated  a program  of  intensive  examination  of 
their  patients  on  estrogen  rejdacement  therapy  at 
regular  intervals.  Included  in  the  examination 
were  determinations  of  serum  lipids,  cholesterol- 
phospholipids  and  in  recent  years  fatty  acids  and 
triglycerides. 

Like  other  investigators-  they  found  that  women 
with  functioning  ovaries  were  protected  against 
atherosclerosis  and  its  sequaelae.  What  was  es- 
pecially significant  was  that  administration  of  es- 
trogen after  the  menopause  tended  to  prolong  this 
protection  indefinitely.  A final  dimension  was 
added  to  the  study  when  they  attempted  to  deter- 
mine what  if  any  was  the  relationship  between 
estrogen  and  osteoporosis.  This  relationship  is  not 
so  well  understood  as  is  that  between  gonadal 
failure,  atrophic  changes  and  atherosclerotic  di- 
ease. 

The  rate  of  bone  formation  is  controlled  by  the 
extent  to  which  osteoblasts  are  stimulated  by 
stresses  and  strains  and  also  by  estrogens  and 
androgens.  In  the  normal  adult  skeleton  the  rate 
of  bone  formation  is  matched  by  the  rate  of  bone 
resorption.  Lutwak  and  Whedon^  have  estimated 
that  currently  at  least  four  million  persons  in  the 
United  States  have  a significant  degree  of  osteo- 
porosis and  that  four-fifths  of  these  patients  are 
post-menopausal  women. 

Post-menopausal  osteoporosis  is  a physical 
change,  an  aging  phenomenon,  not  a disease.  It  is 
the  most  common  metabolic  disorder  of  bone,  rep- 
resenting a decrease  in  total  bone  mass  with  no 
change  in  its  chemical  composition.  As  far  back  as 
1941  Albright®  suggested  that  osteoporosis  is  a con- 
dition with  too  little  bone  matrix  and  postulated 
that  it  was  brought  about  by  inadequate  concentra- 
tion of  estrogens.  Decreased  activity  of  the  aging 
female  reduces  the  stress  and  strain  stimulus  to 
bone  formation.  7'he  results  are  a disproportion 
between  the  decreased  rate  of  bone  formation  and 
the  normal  rate  of  absorption  with  gradual  de- 
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but  not 

your 
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For  your  anxious  patients  who  must 
remain  active,  ‘Stelazine’  offers  a specific, 
incisive  antianxiety  effect  that  can  calm 
excessive  anxiety  without  producing 
annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 


Before  prescribing,  the  physician  shouid  be  familiar  with  the  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The  following  is  a brief  precautionary 
Statement.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S, 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and 
liver  damage.  Precautions:  Use  with  caution  in  angina  patients  and  in  patients  with 
impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms  of  other 
disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S. 
depressants.  Prolonged  administration  of  high  doses  may  result  in  accumulative 
effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients  only 
when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  rnild 
drowsiness,  dizziness,  mild  skin  reactions,  dry  mouth,  insomnia  and  amenorrhea. 
Neuromuscular  (extrapyramidal)  reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition, 
muscular  weakness,  anorexia,  rash,  lactation,  hypotension,  and  blurred  vision  have 
been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been  extremely  rare. 
For  a comprehensive  presentation  of  ‘Stelazine’  prescribing  information  and 
effects  reported  with  phenothiazine  derivatives,  please  referto  SK&F  literature  or  PUFt. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  11  — Before  treatment—  After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT*^  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 
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measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential: 
spreading  of  infection  and  the  advisability  of  discontinuing! 
therapy  and/ or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings,; 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported) 
with  the  use  of  steroids  by  the  occlusive  technique.  When  i 
occlusive  nonpermeable  dressings  are  used,  the  physician  t 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility.  The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus, do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages;  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 
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crease  in  bone  mass.  This  reduction  of  stress  and 
strain  as  well  as  disappearance  of  estrogen  renders 
the  female  much  more  susceptible  to  development 
of  osteoporosis.  In  men  too,  decreased  physical 
activity  as  senility  approaches,  helps  to  bring  on 
osteoporosis.  However,  before  senility,  men  are 
spared  much  of  the  process  of  decreasing  bone  mass 
since  their  gonads  continue  to  produce  androgens 
for  most  of  their  lives. 

This  interpretation  of  the  pathogenesis  of  post- 
menopausal osteoporosis,  i.e.,  loss  of  estrogens  and 
reduced  physical  activity,  has  been  conhrmed  by 
Wallach  and  Hinman  who  summarized  their  25 
years  of  experience  with  242  post-menopausal 
women,  prior  to  and  following  the  administration 
of  estrogens.  They  concluded  that  the  continuing 
height  loss  of  their  patients  was  a sensitive  indica- 
tor of  the  advance  of  osteoporotic  processes  and 
that  following  the  administration  of  estrogens  to 
their  subjects  further  height  loss  ceased. 

Davis,  et  ab  have  perfected  and  applied  a new 
and  single  instrumentation  which  has  made  it  pos- 
sible to  evaluate  bone  changes  easily  and  accurate- 
ly in  serial  and  survey  studies.®  "’®  They  deter- 
mined the  degree  of  osteoporosis  by  the  transmis- 
sion of  low  energy  radiation  from  through 

in-vivo  bone  samples.  The  measure  used  was  the 
linear  absorption  coefficient  of  overall  bone  of  a 
phalanx.  Their  results  also  show  that  post-meno- 
pausal  osteoporosis  is  prevented  or  retarded  by 
estrogen  replacement  therapy  as  compared  with  a 
control  group  that  did  not  receive  estrogens.  Pa- 
tients without  hormone  supplement  showed  a 
sharp  drop  at  the  5-10  year  interval  in  mineral 
content  of  bone  with  a slower  decline  later.  The 
patients  with  additional  hormone  showed  almost 
no  decrease  in  mineral  bone  content  for  the  hrst 
5-10  years  and  only  a slow  decline  in  the  next  10-15 
years  but  never  approximating  the  non-treated 
group. 

Current  practice  in  medical  management  of  the 
menopause  to  prescribe  supplementary  estrogens 
only  for  relieving  the  symptoms  is  clearly  archaic. 
We  see  that  the  ovarian  failure  and  the  drop  in 
the  supply  of  estrogens  initiated  widespread 
atrophic  changes  which  begin  in  the  reproductive 
organs  but  do  not  stop  there  but  extend  rapidly  to 
the  body  tissues  and  bony  skeleton.  Furthermore, 
this  general  aging  is  associated  with  the  progress 
and  development  of  atherosclerotic  disease  and  its 
dire  sequelae. 

At  present  our  philosophy  is  to  relieve  the 
woman’s  symptoms  by  providing  her  with  estrogen 
to  supplement  her  failing  ovarian  supply  during 
the  establishment  of  her  climacteric.  As  we  have 
seen  above  long  term  estrogen  substitution  for  com- 


plete gonadal  failure  is  far  more  rewarding  and 
should  be  continued  indefinitely.  It  should  help 
women  to  retain  their  good  health  in  their  ad- 
vancing years.  It  should  add  quality  to  their  lives. 

L.H.N. 
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Precautions  In  The  Use  Of  Diuretic 
Agents  In  The  Treatment 
Of  Hypertension 

A very  important  recent  development  in  medical 
pharmacology  has  been  the  use  of  diuretic  agents 
in  the  treatment  of  hypertensive  disease.  These 
agents  increase  renal  excretion  of  salt  and  water. 
In  fact,  it  has  been  generally  accepted  that  reduc- 
iton  in  dietary  salt  intake  is  essential  in  anti  hyper- 
tensive therapy.  Whether  dietary  chloride  is  im- 
plicated in  the  pathogenesis  of  hypertension  is  not 
really  important  because  one  can  accomplish  hypo- 
tensive reactions  to  dietary  sodium  restriction 
alone. 

Rigid  oral  sodium  restriction  does  indeed  reduce 
blood  pressure  but  this  therapeutic  regimen  is  nn- 
acceptable  to  patients  and  as  a result  it  is  almost 
never  used  anymore  now  that  we  have  the  benzo- 
thiadiazine  diuretics. 

During  the  past  several  years  many  congeners 
have  been  devised  as  a result  of  altering  the  struc- 
ture of  chlorothiazide  so  that  we  think  of  them  as 
belonging  to  the  thiazide  diuretic  group.  They  may 
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all  be  used  iiitenhaugeably.  When  used  in  maxi- 
mum  dosage  they  have  equivalent  effects  on  both 
the  excretion  of  sodium  and  blood  pressure  reduc- 
tion and  no  single  one  of  them  is  superior  to  any 
of  the  others.  They  may  all  produce  the  potassium 
depletion  following  prolonged  administration. 
I hey  may  all  reduce  carbohydrate  tolerance,  per- 
haps by  virtue  of  lowering  serum  potassium,  and 
they  may  all  elevate  the  serum  uric  acid  and  even 
precipitate  gout. 

The  mechanism  of  action  of  the  hypotensive 
effect  of  these  drugs  is  unknown  at  the  present 
time,  ft  is  possible  that  a reduction  in  plasma 
volume  and  cardiac  output  may  be  responsible  for 
the  initially  observed  moderate  hypotensive  effect. 
However  we  know  that  the  hypotensive  effect  per- 
sists despite  re-expansion  of  the  blood  volume.  One 
idea  is  that  digital  blood  vessels  which  are  hyper- 
reactive dining  hypertension  become  less  respon- 
sive to  vasopressors  after  the  thiazides.  It  may  also 
be  that  the  decreased  responsiveness  of  the  vascu- 
lar smooth  muscle  is  caused  by  altered  sodium  ion 
gradients. 

Spironolactone  (aldactone)  inhibits  the  effects  of 
aldosterone  and  DOCA,  produces  increased  sodium 
excretion,  reduced  potassium  excretion,  and  also 
hypotension,  especially  in  patients  on  a restricted 
sodium  intake.  In  general  the  effects  of  spironolac- 
tone parallel  those  of  the  chlorothiazide  diuretics 
with  the  exception  of  the  serum  potassium  which 
does  not  tlecline  and  may  be  slightly  increased. ^ 
When  comjxired  to  the  thiazides  and  mercurial 
diuretics  the  natriuretic  effect  of  spironolactone  is 
comparatively  slight  but  the  hypotensive  action  is 
comparable  in  magnitude  with  that  of  the  thia- 
zides. 

We  thus  have  two  broad  categories  of  drugs 
which  are  efficacious  by  themselves  in  the  treatment 
of  hypertension,  the  benzothiadiazines  and  the 
spironolactones.  The  hypotensive  effectiveness  of 
the  aldosterone  antagonists  is  as  great  as  that  of 
the  thiazides,  but  are  without  the  side  effects  seen 
with  increasing  frequency  in  connection  with  pro- 
longed use  of  the  thiazides.  Since  hypertension  is 
a long  chronic  condition,  we  have  to  be  prepared 
for  treating  a patient  with  hypertension  for  many 
years. 

The  important  point  then  is  that  we  have  to  be 
prepared  to  continue  treatment  for  a decade  or 
more.  And  so  it  is  necessary  to  consider  not  only 
the  effects  of  any  hypotensive  agent  upon  the  blood 
pressure,  but  the  side  effects  upon  other  bodily 
structures  and  functions.  We  are  seeing  many  side 
effects  and  these  have  to  be  taken  into  considera- 
tion because  it  is  theoretically  possible  that  side 
effects  from  a compound  given  over  many  years 


may  themselves  have  a significant  effect  on  the 
morbidity  and  mortality. 

We  are  not  entirely  sure  that  a lower  blood  pres- 
sure is  the  direct  cause  of  a longer  life  span.  How- 
ever there  is  a lot  of  evidence  that  if  you  do  lower 
arterial  pressure  beneficial  effects  will  occur  pro- 
vided of  course  the  side  effects  do  not  counteract 
the  potential  good  effect.  We  must  always  remeni- 
ber  that  it  is  not  just  the  blood  pressure  w'e  are 
treating  but  the  total  indiviilual.  One  major  prob- 
lem in  hypertensive  disease  is  atherosclerosis  and 
coronary  artery  disease.  I’his  is  the  main  cause  of 
death  in  the  hypertensive  population.  If  there  is 
anything  in  the  treatment  of  hypertension  which 
will  tend  to  promote  arterial  degeneration  then  we 
must  re-evaluate  the  drugs  from  this  point  of  view. 

We  think  we  can  identify  factors  that  increase 
the  risk  of  coronary  artery  disease.  Diabetes  or 
hyperglycemia  increases  the  risk  of  coronary  artery 
disease.  Hyperuricemia  and  gout  are  also  significant 
risk  factors.  It  is  obvious  then  that  from  a theoreti- 
cal point  of  view  it  is  desirable  to  use  drugs  in 
treating  hypertension,  that  do  not  have  any  of 
these  side  effects. 

We  must  recognize  that  though  well  tolerated 
the  thiazides  do  have  untoward  side  effects  depend- 
ing to  some  extent  upon  the  dosage  employed  and 
the  length  of  time  they  are  being  taken.  Untoward 
effects  include  drug  rash,  dehydration,  hyponatre- 
mia, hypokalemia,  hypochloremic  alkalosis,  nitro- 
gen retention,  hyperglycemia,  hyperuricemia,  gout 
and,  in  iact,  digitalis  intoxication  promoted  by 
hypokalemia. 

Hollander^  points  out  that  hypokalemia  occurs 
in  about  one-third  of  patients  receiving  diuretic 
chugs.  It  is  usually  asymptomatic.  Nevertheless, 
every  patient  who  develops  hypokalemia  has  an 
important  delect  ol  total  body  jrotassium  usually 
about  15-20  per  cent  below  normal, ^ in  chronic 
long-term  therapy.  These  jteople  may  be  non- 
edematous,  active  up  and  about  and  eating,  but 
often  with  weakness,  vague  and  indescribable  feel- 
ings. Although  such  patients  are  usually  asympto- 
matic, not  infrequently  if  they  are  on  digitalis, 
signs  of  toxicity  gradually  develop. 

Hollander’s  view  is  that  the  diuretics  are  capable 
of  aggravating  or  precipitating  diabetes  in  patients 
with  abnormal  glucose  tolerance  tests  or  who  have 
a positive  family  history  of  diabetes.  The  results  of 
gluco.se  tolerance  tests  indicate  that  the  thiazide 
and  other  diuretics  increase  significantly  the  fast- 
ing blood  sugar  levels  of  diabetics  but  not  of  non- 
diabetics. But  they  can  cause  a significant  increase 
of  the  two-hour  blood  sugar  after  an  oral  glucose 
load  in  non-diabetic  as  well  as  diabetic  hyperten- 
sive patients.  'Fhis  may  be  due  in  part  to  hypo- 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.^  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,^  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.'^  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.^ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.®  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.'^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis."^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1 0th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.®  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.®’^® 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.^^  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.^^  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.^^  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis."^ 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas;  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”^® 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
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kalemia  which  seriously  impairs  insulin  produc- 
tion.'* Fortunately  the  hypoglycemia  affects  appear 
to  be  reversible  after  withdrawal  of  the  diuretics. 

The  incidence  of  acute  gouty  arthritis  during 
diuretic  therapy  appears  to  be  imreasing  and  is 
estimated  to  occur  in  about  10  per  cent  of  our 
patients  receiving  diuretic  therapy.  In  fact  these 
compounds  produce  a significant  elevation  of 
serum  uric  acid  in  hypertensive  patients  who  do 
not  show  manifest  gout.  However,  in  Hollander’s 
patients  onset  of  gouty  arthritis  occurred  on  an 
average  of  3.7  years  after  the  start  of  thiazide 
therapy  ranging  from  eight  months  to  seven  years. 
All  gouty  patients  responded  to  colchicine  and 
probenecid  and  the  arthritis  subsided  after  with- 
drawing the  thiazide  diuretic. 

It  is  clear  from  Avhat  has  been  said  that  the 
thiazide  diuretics  may  not  be  used  indefinitely  but 
intermittently.  What  then  can  be  used  in  the  inter- 
val periods  to  continue  hypotensive  therapy  and 
what  should  be  used  concurrently  with  them  to 
avoid  the  electrolyte  disturbances  that  occur  so 
frequently  after  their  prolonged  use.^ 

Hollander  suggests  using  spironolactone  (aldac- 
tone)  25  mg.  three  times  a day  with  the  thiazides 
and  also  when  the  thiazides  need  to  be  discon- 
tinued. When  used  with  the  thiazides  the  aldos- 
terone antagonist  counteracts  the  potassium  wast- 
ing effect  of  the  thiazides  and  also  augments  the 
hypotensive  and  diuretic  effects.  It  is  also  more 
effective  and  much  better  tolerated  than  potassium 
supplement  in  the  treatment  of  hypokalemia.  Of 
course  before  instituting  aldactone  therapy  one 
must  know  whether  the  serum  potassium  level  is 
already  too  high  as  occurs  in  some  patients  with 
late  renal  disease. 

It  would  appear  that  spironolactone  (aldactone) 
will  come  to  occupy  an  important  place  in  the 
treatment  of  hypertension,  by  itself  as  well  as  in 
conjunction  with  the  thiazides.** 

L.H.N. 
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Tests  For  Atherophilia 

Some  people  develop  myocardial  infarction  and 
others  don’t.  It  is  only  logical  to  take  those  who 
have  recovered  from  an  acute  infarct  and  try  to 
tlefine  the  special  characteristics  which  set  stich 
patients  ajtart  from  the  general  population.  Since 
there  are  hereditary,  anthropomorphic,  and  meta- 
bolic parameters  associated  wtih  the  development 
of  coronary  artery  disease  (CAD)  both  in  pros- 
pective and  retrospective  and  cross-,sectional  studies,* 
the  findings  in  the  two  types  of  studies  has  per- 
mitted the  concltision  that  the  incriminated  charac- 
teristics are  ]iresent  before  the  onset  of  overt  com- 
putations of  atherosclerosis  supervene.  Out  of  such 
thinking  has  developed  the  concepts  of  identifiable 
risk  factors  that  contribute  to  C.VI)  as  well  as  the 
additivity  of  their  influences. 

■Several  of  these  factors  appear  with  substantial 
fretpiency  and  magnitude  in  the  populations  of 
most  of  the  developed  countries  of  the  world.  One 
may  assume  that  taken  in  combination  these  factors 
can  provide  a fairly  accurate  index  for  the  indi- 
vidual of  the  risk  of  developing  CAD.  Hatch  and 
his  as,sociates-  believe  that  no  preventive  regimen 
can  be  applied  until  these  pecnliarities  of  the 
“coronary  prone’’  individual  are  known.  It  may 
of  course  be  that  even  then  preventable  measures 
might  be  impractical. 

W’hat  Hatch  and  his  associates  have  done  is  to 
compare  by  a battery  of  metabolic  tests  24  young 
men  who  stirvived  an  actue  myocardial  infarction 
with  20  age-matched  healthy  subjects— 10  business 
and  professional  meti  and  10  jjrisoners.  Analysis  of 
the  data  gave  evidence  in  varying  degrees  of  an 
al)normal  metabolic  state  manifested  principally 
by  inpaired  glucose  tolerance  and  hyperlipidemia. 
■Such  positive  findings  heavily  infiltrated  the  patient 
series,  while  they  were  sparsely  scattered  among  the 
controls.  In  the  prisoners  especially  was  there  a 
low  serum  cholesterol  and  relative  freedom  from 
C.\D.  It  is  significant  that  many  of  Hatch’s  coronary 
victims  “maintained  the  eating  habits  of  a robust 
early  manhood  after  caloric  and  nutrient  require- 
ments had  declined  sharply.” 

I'hus  overweight,  overnutrition,  and  cigarettes 
appear  once  again  to  be  the  menaces  to  the  man 
with  the  vulnerable  genetic  constitution.  Dietary 
fats  and  stigars  are  in  particular  disrepute.  The 
authors  view  is  that  atherosclerosis  and  CAD  are 
accelerated  by  a variety  of  environmental  factors 
which  exert  their  actions  at  least  in  part  upon  the 
genotype  of  the  individual  (see  figure  on  front 
cover).  Because  of  the  many  factors  which  addi- 
tively  lead  to  vascular  disease.  Hatch’s  report  says 
“a  simple  pathogenesis  for  atherosclerosis  and  myo- 
cardial infarction,  such  as  the  consumption  of  too 
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much  fat  or  cholesterol  or  sugar  — will  not  be 
found.” 

In  Hatch’s  study  over  a dozen  laboratory  deter- 
minations were  made  in  each  case.  Undoubtedly 
research  of  this  type  will  help  us  to  recognize  the 
jjattern  of  susceptibility  to  overt  ischemic  heart 
disease.  The  question  arises  how  many  metabolic 
tests  at  present  are  necessary.  When  in  the  lifetime 
of  an  individual  should  such  testing  begin.  Will 
we  ever  come  to  a specihc  test  for  atheroj^hilia 
which  Sprague^  calls  the  “Damocles  test.”  For- 
tunately no  such  test  is  presently  available  to 
separate  the  boy  baby  as  one  over  whose  head  hangs 
the  scimitar  of  CAD.  It  would  cause  too  much  un- 
happiness to  parents  and  child  alike. 

Work  such  as  Hatch’s  and  his  group  suggests  that 
it  might  just  be  possible  that  not  smoking  cigarettes 
and  keeping  one’s  weight  at  that  of  age  25  would 
prevent  much  of  the  atheromatosis  and  that  is  all 
we  need  to  be  told.  This  is  really,  however,  a 
very  old  story.  Hippocrates  thought  weight  control 
a good  idea  almost  2,000  years  ago  and  so  did  Cel- 
sus.  The  life  insurance  companies  have  known  this 
for  over  a generation.  It  has  been  shown  that  the 
almost  inevitable  fate  of  the  American  male  is  to 
gain  weight  during  middle  age.  Reversal  of  this 
pattern  would  probably  prolong  many  lives. 

What  is  further  important  is  that  individuals 
who  exhibit  many  of  the  criteria  indicative  of  in- 
creased risk  are  not  uncommon  in  our  population. 
Their  identification  as  candidates  for  CAD  disease 
early  in  life  is  now  possible  and  poses  a signihcant 
medical  and  public  health  problem. 

(See  cover  story  page  763) . 

L.H.N. 
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Nocturnal  Or  Recumbency 
Muscle  Cramps 

Quinine  Sulfate  USP,  either  alone  or  in  combina- 
tion with  aminophylline  or  other  drugs  has  been 
used  for  many  years  in  the  treatment  of  nocturnal 
or  recumbency  cramps,  though  no  controlled  trials 
supporting  the  effectiveness  of  this  therapy  have 
been  reported. 

What  happens  in  the  muscle,  the  nervous  system, 
or  the  metabolic  pathways  to  precipitate  recum- 
bency cramps  is  not  known.  Unlike  intermittent 
claudication,  which  occurs  during  exercise  in  per- 


sons with  inadecpiate  arterial  circulation,  recum- 
bency cramps  do  not  occur  during  exercise  and  are 
independent  of  arterial  circulation.  The  cramps  are 
often  precipitated  by  stretching  or  extension  of  the 
legs  and  feet,  as  during  rest  or  in  light  sleep.  Walk- 
ing or  bending  the  feet  backward  sometimes  gives 
relief.  There  is  no  evidence  supporting  the  belief 
that  the  cramps  are  caused  by  a temporary  loss  or 
depletion  of  calcium,  sodium  or  any  other  mineral 
or  nutrient. 

Oiiinine  Therapy  — In  experimental  studies, 
quinine  has  been  found  to  decrease  the  excitability 
of  the  motor  end-plate  region  of  muscle,  with  re- 
duction of  response  to  repetitive  nerve  stimulation. 
The  drug  has  also  been  found  to  act  directly  on  the 
muscle  hbers  by  increasing  the  refractory  period, 
thus  diminishing  response  to  tetanic  stimulation. 
The  trial  of  quinine  sulfate  for  night  cramps  fol- 
lowed a report  by  F.  Kennedy  and  A.  Wolf  (Arch. 
Neurol.  Psychiat.,  37:68,  1937)  that  it  was  successful 
in  relieving  muscle  spasm  in  myotonia  congenita. 

Reasoning  that  a drug  effective  against  one  type 
of  muscle  spasm  might  work  against  others,  H.  K. 
AIoss  and  L.  G.  Herrmann  gave  quinine  sulfate  to 
15  patients  with  night  cramps,  with  almost  100  per 
cent  successful  results  (JAMA,  115:  1358,  1940) . A. 
Gootnick  (Arch.  Intern.  Med.,  71:555,  1943)  re- 
ported that  in  28  of  30  patients,  including  several 
who  had  not  had  a cramp-free  night  in  months,  the 
administration  of  quinine  sulfate  in  a dose  of  3 grains, 
(200  mg)  at  bedtime  abolished  the  spasms.  This, 
too,  was  an  uncontrolled  trial,  and  the  author  noted 
that  in  several  instances,  discontinuance  of  the 
quinine  after  three  days  was  not  followed  by  re- 
appearance of  the  cramps;  some  patients  remained 
free  of  cramps  a week  or  more,  and  some  in- 
dehnitely.  A number  of  other  trials  have  been  re- 
ported since  then,  all  of  them  uncontrolled. 

Besides  quinine  sulfate,  drugs  claimed  at  one 
time  or  another  to  be  effective  against  nocturnal 
cramps  include  Aminophylline  Tablets  USP, 
calcium  salts,  and  antihistamines.  None  of  the 
claims  have  been  confirmed  by  controlled  trials, 
and  the  recent  evidence  supporting  them  is  even  less 
convincing  than  that  for  quinine.  Before  any  trial 
of  drugs  it  is  important  to  distinguish  recumbency 
cramps  from  myotonia,  the  slow  relaxation  of  myxe- 
dema, hypocalcemic  tetany  and  the  contracture  of 
phosphorylase  deficiency. 

Conclusion  — Notwithstanding  the  favorable  ex- 
perience of  many  physicians  with  quinine  sulfate, 
controlled  trials  reliably  evaluating  its  effectiveness 
in  preventing  the  occurrence  of  nocturnal  or  recum- 
bency cramps  and  establishing  optimum  dosage  are 
very  much  needed. 

Reprinted  from  The  Medical  Letter  on  Drugs  and  Thera- 
peutics, New  York,  N.Y.,  Vol.  8,  No.  20,  October  7,  1966. 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  f ive...where  one  will  do? 


In  a recent  217-patient  hospital  study/  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including;  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  tiie  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1,  McCabe,  W.  R.,  and  Jackson,  G.  G.;  New  England  J.  Med.  272:1037, 1965. 
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(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 

Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 


Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 


As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 


Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  injectable  (colis- 
timethate sodium). 


For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 


Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin®  Pediatric  for  Cral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Ctic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


DON’T 
TURN  YOUR 
BACK  ON 
OLD 


A NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin  4-4147 

Commercial  Insurance  Company 
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Hearing  Aid  Selection  And  Usage  In  Young 

Hearing-Impaired  Children 


■ In  a previous  article^  the  importance  of  early 
detection  of  hearing  loss  in  children  was  stressed. 
The  conclusion  was  drawn  that  the  earlier  the 
hearing  loss  was  detected  and  treated— both  medi- 
cally and  non-medically— the  less  would  be  the  con- 
sequent effect  upon  the  child’s  speech,  language, 
and  educational  development.  Assuming  that  the 
hearing  loss  was  detected  at  an  early  age,  we  would 
now  like  to  consider  one  vital  aspect  in  the  habili- 
tation  of  such  a child:  hearing  aid  selection  and 
usage. 

No  decision  can  be  made  regarding  use  of  a 
hearing  aid  until  the  medical  aspects  of  the  hear- 
ing loss  have  been  thoroughly  exj^lored.  Once  this 
step  has  been  taken  and  it  has  been  found  that  the 
child’s  loss  is  not  medically  reversible,  the  follow- 
ing decisions  regarding  the  use  of  a hearing  aid 
must  be  made:  (1)  Is  the  child  a hearing  aid  can- 
didate? (2)  If  he  is,  at  what  age  should  the  aid  be 
introduced?  (3)  What  type  of  hearing  aid  should 
be  used.  (4)  Which  acoustical  features  must  be 
incorporated.  (5)  Finally,  what  are  the  needs  and 
extent  of  hearing  aid  orientation  and  training  pro- 
cedures for  the  child  and  his  parents.  (Specific 
training  techniques,  such  as  auditory  training,  lip 
reading,  speech  and  language  therapy,  are  beyond 
the  scope  of  this  paper  and  will  not  be  discussed.) 

Is  The  Child  A Hearing  Aid  Candidate? 

In  deciding  on  hearing  aid  candidacy  the  prob- 
lem is  not  to  determine  whether  the  child  can  get 
along  without  a hearing  aid,  but  whether  he  can 
get  along  better  with  one.  This  is  the  focal  point 
of  the  evaluation  and  diagnostic  therapy.  The 
usual  criterion  for  hearing  aid  candidacy  has  been 
a hearing  loss  of  30  dB  or  more  in  the  better  ear. 
This  criterion,  however,  was  developed  and  used 
for  adults  before  the  advent  of  the  modern  ear- 
level  hearing  aid.  It  no  longer  holds  for  adults  and 
even  less  so  for  children.  The  criteria  for  children 
are  more  flexible  and  depend  to  a large  extent 
upon  the  probable  educational  effects  of  the  hear- 
ing loss.  For  example,  a child  whose  hearing  loss 
is  much  greater  for  the  higher  frequencies  than  for 
the  lower  ones  may  have  less  than  a 30  db  average 
loss,  but  he  will  nevertheless  usually  demonstrate 
a speech,  language,  and  educational  deficit  which 
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a hearing  aid  may  be  of  great  assistance  in  helping 
to  alleviate. 

Most  children  with  severe  or  profound  hearing 
losses  can  use  and  derive  some  benefit  from  a 
proper  hearing  aid.  It  is  perhaps  not  fully  appre- 
ciated that  very  few— less  than  10  per  cent— “deaf” 
children  have  no  residual  hearing.  While  a hearing 
aid  for  these  very  profoundly  hearing-impaired 
children  will  not  enable  them  to  understand  speech 
solely  by  the  auditory  channel,  it  can  enable  them 
to  discern  the  rhythm  of  speech,  its  phrasing, 
stress  and  intonational  patterns.  A hearing  aid  can 
provide  sufficient  sound  to  alert  the  child  to  look 
at  a speaker’s  lips  or  to  warn  him  of  impending 
danger  (i.e.  a horn  or  a siren).  Even  a small  rem- 
nant of  hearing,  when  added  to  lipreacling,  enables 
the  hearing-impaired  child  to  understand  speech 
better  than  when  he  uses  only  his  vision.  Further- 
more, a hearing  aid  can  help  these  children  moni- 
tor their  own  voice  to  a certain  extent,  and  thus 
improve  the  clarity  of  their  speech.  Given  realistic 
expectations  and  goals,  there  are  very  few  children 
with  severe  or  profound  hearing  losses  who  cannot 
derive  some  significant  benefit  from  a hearing  aid 
in  some  important  situations. 

Earliest  Age  For  Hearing  Aid  Usage 

The  age  at  which  we  recommend  a hearing  aid 
has  been  steadily  lowered  as  we  learn  more  about 
language  development  and  the  effects  of  auditory 
sensory  deprivation.  At  the  present  time,  there  ap- 
pears to  be  a general  consensus^  that  it  is  best  to 
fit  an  aid  on  a child  as  early  as  possible.  “As  early 
as  possible,”  in  our  framework,  means  as  soon  as 
we  have  a high  degree  of  assurance  that  a hearing 
loss  is  indeed  present.  It  is  not  uncommon  to  fit  a 
one-year  old  child  with  a hearing  aid;  in  some 
countries  and  in  some  clinics  in  this  country,  it  is 
fairly  common  to  fit  six  to  nine  month  old  children 
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with  healing  aids.  It  must  lie  pointeil  out  that  the 
assuraute  we  seek  regarding  the  presence  ot  a liear- 
ing  loss  is  not  synonymous  with  obtaining  an 
audiogram.  'I'he  presence  or  absence  ol  a severe 
to  protound  hearing  loss  can  usually  he  made  on 
the  basis  ol  history,  behavior,  and  reactions  to  con- 
trolled sound  stimuli,  .\ctual  audiograms,  on  the 
other  haml,  cannot  he  obtained  much  before  the 
child  is  three  years  old.  If  recommendations  regard- 
ing the  use  of  a hearing  aid  were  to  wait  upon 
the  precise  measurement  of  auditory  thresholds, 
then  several  of  the  most  important  years  in  lan- 
guage development  would  have  been  lost.  The  nor- 
mal child’s  greatest  progress  in  language  develop- 
ment occurs  between  the  ages  of  one  and  three 
years.  By  providing  the  hearing-impaired  child 
with  amplification  during  this  period,  we  take  ad- 
vantage of  the  maturational  stage  most  conducive 
to  language  development.  ,\s  a general  rule,  the 
later  the  child  is  provided  with  amplification,  the 
less  he  will  ultimately  be  able  to  use  his  residual 
hearing  for  learning  speech  ami  language.  Since 
hearing  aids  are  recommended  for  children  prior 
to  obtaining  definitive  audiometric  information, 
the  control  over  the  acoustical  features  and  the 
follow-up  procedures  discussed  below  are  particu- 
larly imjjortant  considerations. 

What  Type  Of  Aid 

I'he  type  of  aid  we  recommend  for  a child  is 
primarily  determined  by  the  type  and  degree  of 
hearing  loss  manifested  by  the  chikl.  For  those  very 
young  children  for  whom  detailetl  audiometric  in- 
formation has  not  yet  been  obtained,  the  hearing 
aid  recommended  is  one  which  has  sufficient  flexi- 
bility—in  terms  of  acoustic  characteristics— so  that 
the  proper  modifications  can  later  be  made  as  more 
information  regarding  the  child’s  loss  is  accumu- 
lated. For  these  children,  a single  body-borne  aid 
with  a split  cord  (technically,  a “Y”  cord)  and  two 
receivers,  one  for  each  ear,  is  usually  recommended. 
I'his  type  of  aid  usually  provides,  at  least  for 
children,  a more  desirable  acoustic  signal  and  per- 
mits better  control  over  the  acoustic  characteristics 
than  does  a smaller  ear-level  hearing  aid.  Also,  the 
body-borne  aid  is  usually  sturdier  than  the  ear- 
level  aid— which  must  be  considered  when  dealing 
with  children.  The  “Y”  cord  ensures  amplified 
sound  in  both  ears  until  the  time  specific  measure- 
ments and  recommendations  can  be  made,  thus 
preventing  an  erroneous  monaural  fitting. 

For  the  older  child  with  a known  bilateral  mild 
or  moderate  loss,  the  ear-level  hearing  aid  is  the 
one  of  choice  for  several  reasons.  Being  at  ear  level, 
this  type  of  aid  is  more  favorably  located  to  pick 
up  speech  than  the  body-borne  aids;  the  problem 


of  clothing  ridtbing  against  the  microphone  and 
producing  noise,  which  occurs  in  Itody-borne  aids, 
is  eliminated;  no  articles  of  clothing  cover  the 
microphone  and  thereby  reduce  the  reception  of 
higher  iretpiencies;  and,  finally,  this  type  of  aid 
can  easily  be  used  in  a binaural  fashion— which  is 
not  true  for  the  body-borne  aids.  However,  because 
of  the  generally  better  fidelity  and  flexibility  of 
body-borne  hearing  aids,  it  is  advisable  to  wait 
until  the  child  has  developed  some  basic  receptive 
language  patterns  before  recommeiuling  an  ear- 
level  hearing  aid. 

Binaural  hearing  aids  (i.e.  a separate  and  com- 
plete hearing  aid  for  each  ear)  are  of  great  value 
providing  the  child  has  a mifil-to-moderate,  fairly 
.symmetrical,  bilateral  hearing  loss.  Whth  a binaural 
fitting,  the  child  is  Itetter  able  to  locate  the  source 
of  sounds— which  has  safety  as  well  as  communica- 
tive implifications  — and  can  better  understand 
speech  in  the  presence  of  noise  than  is  possil^le 
with  a monaural  hearing  aid. 

Some  few  children  are  fitted  with  a bone-conduc- 
tion type  of  hearing  aid.  In  this  type  of  aid,  the 
amplifier  drives  a bone-conduction  oscillator  which 
is  placed  on  the  mastoid  proce.ss.  The  sound  stim- 
idi  then  by-pass  the  middle  ear  and  directly  stimu- 
late the  inner  ear.  However,  the  air-ccrnduction 
rotite  is  the  preferred  one  for  sound  tran.smission 
to  the  inner  ear,  and  only  tho.se  children  with  bi- 
lateral auditory  atresias  or  chronic  draining  ears 
are  fitted  with  Irone-conduction  hearing  aids. 

Acoustical  Features 

.\s  with  the  type  of  aid,  the  acoustical  features 
to  be  incorpcnated  depend  primarily  upon  the  type 
and  degree  of  hearing  loss  manifested  by  the  child. 
When  this  has  not  yet  been  determined  the  usual 
recommendation  is  for  a hearing  aid  that  amplifies 
a wide  range  of  frequencies,  has  little  internal  dis- 
tortion, and  permits  limiting  the  maximum  sound 
pressure  level  delivered  to  the  ear.  In  other  words, 
the  attempt  is  made  to  expose  the  child  to  the  best 
possible  acoustic  signal,  and  to  do  it  in  a manner 
which  does  not  overexpose  him  to  loud  sounds. 

I'he  hearing  aid’s  flexibility  permits  adjustments 
of  the  acoustical  features  as  more  information  re- 
garding the  child’s  loss  is  obtained. 

Most  “deaf”  children  have  some  residual  hear- 
ing, ami  most  often  this  remaining  hearing  is  con- 
centrated in  the  lower  frequencies.  Most  hearing 
aids  do  not  amplify  the.se  lower  frequencies  well, 
or  at  all.  For  these  children  to  receive  any  benefit 
from  a hearing  aid,  it  is  necessary  to  amplify  the 
fretjuencies  they  are  capable  of  hearing.  I'herefore, 
particular  attention  is  paid  to  the  lower  frequency 
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range  being  amplified  by  the  hearing  aid  when  the 
patient  is  a young  severely  hearing-impaired  child. 

The  requirements  for  the  older  child  with  a 
mild-to-moderate  hearing  loss  are  very  different. 
This  child  does  not  need  particular  emphasis  in 
the  lower  frequencies;  more  often  than  not,  the 
lower  frequency  range  of  the  hearing  aid  must  be 
moved  upward  and  the  higher  frequencies  empha- 
sized. The  frequency  range  amplified  by  the  aid 
usually  does  not  need  to  be  as  wide  as  is  desirable 
for  the  younger  child  (though,  certainly,  other 
things  being  equal,  the  wider  the  better). 

It  is  important  that  any  child  using  a hearing 
aid  does  not  need  to  turn  the  volume  control  up 
to  maximum  under  normal  use  conditions.  First,  it 
is  desirable  that  the  child  have  sufficient  reserve  so 
that  he  can  increase  the  volume  when  necessary. 
Second,  much  more  internal  distortion  (which  may 
seriously  interfere  with  speech  understanding)  oc- 
curs when  a hearing  aid  is  used  at  maximum 
volume  and  output.  In  addition,  the  maximum 
sound  pressure  level  output  should  always  be  less 
than  the  level  which  can  be  tolerated  by  the  child; 
otherwise  the  chances  of  his  successfully  adjusting 
to  the  aid  are  limited. 

Hearing  Aid  Orientation  And  Training 

In  a recent  study-  of  120  children  for  whom 
hearing  aids  were  recommended  and  obtained,  it 
was  found  that  only  20  to  30  per  cent  of  the  chil- 
dren were  obtaining  maximum  benefit  from  their 
aids.  This  was  attributed  to  the  lack  of  adequate 
hearing  aid  orientation  and  follow-up  of  the  child 
and  parents.  It  is  not  possible,  in  other  words, 
simply  to  recommend  a hearing  aid  and  trust  that 
the  problem  has  been  solved.  It  is  imperative  that 
follow-up  appointments  be  scheduled  for  all  chil- 
dren who  use  hearing  aids.  The  parent  and  child 
must  be  taught  how  to  operate  the  hearing  aid  and 
take  care  of  it;  they  must  be  made  aware  of  prob- 
I lems  in  adjusting  to  hearing  aid  amplification; 
j|  and,  finally,  their  expectations  regarding  the  bene- 
j fits  of  hearing  aid  amplification  must  be  realistic. 

I A hearing  aid  may  be  in  perfect  operating  condi- 
i tion,  but  if  the  earmold  does  not  fit  properly,  or 
I if  the  parents  do  not  know  how  or  when  to  insert 
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a battery,  then  the  hearing  aid  can  be  of  no  value 
to  the  child.  Improj^er  hearing  aid  usage,  for  any 
reason,  may  actually  be  worse  than  using  no  hear- 
ing aid  at  all.  Parents  may  attribute  lack  of  ex- 
pected progress  to  something  other  than  inade- 
quate amplification  and  they  may  discard  the  hear- 
ing aid  or  refuse  to  try  others,  thinking  they  are  of 
no  benefit  to  the  child.  The  great  possibilities  of 
early  hearing  aid  amplification  for  the  speech, 
language,  and  educational  development  of  the 
hearing-impaired  child  cannot  be  realized  unless 
strict  control  is  exercised  over  the  use  of  the  hear- 
ing aid. 

By  virtue  of  training  and  experience,  the  per- 
sonnel in  a speech  and  hearing  clinic  are  unic|uely 
competent  to  select  and  control  the  usage  of  hear- 
ing aids  for  the  young  child.  These  functions  are 
an  integral  part  of  the  speech  and  language  thera- 
py program  given  to  these  children  in  a speech  and 
hearing  clinic.  It  is  recommended  that  physicians 
refer  young  children  with  known  or  suspected  hear- 
ing losses  to  speech  and  hearing  clinics  for  consul- 
tation and/or  care.  From  both  an  educational  and 
a medical  point  of  view,  early  diagnosis  and  treat- 
ment of  the  hearing-impaired  child  increase  the 
probabilities  of  an  eventual  successful  adjustment 
to  his  handicap. 

Summary 

The  use  of  hearing  aids  by  young  hearing-im- 
paired children,  as  one  aspect  in  their  habilitation, 
has  been  considered  in  this  paper.  The  necessity 
for  early,  adecpiate,  and  siq^ervised  use  of  hearing 
aid  amplification  was  discussed.  The  cooperation 
of  all  professionals  involved  with  the  hearing- 
impaired  child  is  necessary  to  ensure  the  develop- 
ment of  the  maximum  potential  in  these  children. 
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The  Hospitalized  Child 


Harris  C.  Faigel,  M.D. 

■ A child  in  the  hospital  is  like  Linus  without  his 
blanketd  He  is  banished  Iroin  the  security  of  home, 
imprisoned  by  the  bars  of  his  high-sided  bed  and 
fed  institutional  mush.  His  parents  and  his  clothes 
are  taken  away  and  he  is  surrouiuled  by  strangers 
in  frightening  white.  He  is  hardly  ever  shown  the 
toilet  or  told  how  to  get  food  or  drink,  and  he  is 
subjected  to  such  a poking,  prodding,  and  stabbing 
that  it  is  no  surprise  that  he  may  think  he  is  being 
punished  for  being  ill. 

I'he  normal  child  goes  through  recurring  cycles 
of  dependence  and  independence  from  birth 
through  adolescence.-  Two-year-olds  are  forever 
under  mother’s  feet,  and  five-  and  eight-year-olds 
seem  to  measure  distances  by  the  length  of  their 
mothers’  apron  strings.  At  other  ages  these  same 
children  seem  perfectly  content  without  their 
mothers  for  hours  and  days  on  end. 

The  child  who  is  separated  from  his  family  dur- 
ing a normal  period  of  increased  dependence  is 
likely  to  be  upset  by  his  experience,  all  of  his  be- 
havior may  deteriorate,  and  he  may  become  self- 
centered,  demanding,  and  infantile.  It  is  often 
much  easier  to  forestall  this  kind  of  problem  than 
it  is  to  treat  it. 

Emotional  Problems  Of  Hospitalization 

Hospitali.sm  was  recognized  over  forty  years  ago 
in  an  age  of  prolonged  hospitalizations.  Children 
who  suffered  it  became  slow  and  dull,  were  neither 
spontaneous  nor  outgoing  in  their  behavior,  and 
had  learning  problems.  Modern  hospitalitis  seems 
different  because  the  hospital  stay  is  so  much 
shorter,  and  the  child  rarely  has  time  to  become 
totally  withdrawn  before  he  is  sent  home. 

Before  his  first  birthday,  a child  needs  intellec- 
tual stimulation  and  good  maternal  care  if  he  is 
to  mature  normally.  He  must  be  played  with, 
talked  to,  and  given  a chance  to  learn  social  be- 
havior. 

Between  one  and  three  a child  develops  a deep 
attachment  to  one  mother  figure.  Unexplained 
separations  from  her  tend  to  arouse  anxiety,  de- 
spondency, depression,  withdrawal,  and  regression. 

From  four  to  six  most  children  are  in  the  oedipal 
phase  of  development,  and  banishment  to  the  hos- 

From  the  Pediatric  Sendee,  Malcolm  Grow  USAF  Clinical 
Center,  USAF  Hospital  Andrews,  Andrews  Air  Force  Base, 
Washington,  D.C.,  20331. 


pital  can  take  on  the  apjiearance  of  losing  the 
oedipal  struggle,  thereby  arousing  feelings  of  un- 
worthiness. Surgery  during  these  years,  especially 
genital  surgery,  may  ap]jcar  to  the  child  to  be  an 
attempt  at  castration. 

After  six,  separation  from  home  makes  infantile 
behavior  patterns  worse  and  regression  more  severe. 
.All  children  regress  during  an  illness  to  a very 
dependent  state  because  illness  removes  the  need 
for  self-responsibility  and  returns  the  child  to  an 
infantile  relationship  with  his  caretakers.'^  'Fhe 
child  who  is  emotionally  well  found  can  bear  these 
episodes  and  can  return  to  normal  behavior  w^hen 
the  illness  is  over,  d'he  child  who  is  insecure  and 
immature  may  not.  d'his  is  especially  true  if  his 
parents  become  insecure  and  consider  him  more 
vidnerable  to  recurrences  of  the  disease  which 
precipitated  the  original  se]taration. 

.Adolescents  are  aware  of  the  general  good  health 
of  their  peers,  and  they  resent  and  deny  their  ill- 
nesses. Hospitalization  can  be  a very  trying  time 
for  them  if  they  do  not  feel  ill. 

Preparing  The  Child  For  The  Hospital 

The  child  who  knows  what  to  expect  in  the  hos- 
pital accepts  the  experience  better  than  the  one 
who  is  surprised  by  it.  Every  child  over  the  age  of 
two  can  be  told  something  and  can  be  helped  to 
traverse  the  difficulties  of  separation  with  a mini- 
mum of  trauma.  Many  children  are  given  the 
chance  to  visit  a hospital  in  a nursery  school  group 
and  become  familiar  with  the  place  before  they 
ever  have  to  spend  any  time  there. 

Often,  in  trying  to  reassure  a child,  adults  un- 
consciously stress  the  negative  aspects  of  the  situ- 
ation and  worry  the  child  unwittingly.  How  much 
nicer  it  is  for  a child  to  learn  about  the  nice  things 
that  can  happen  in  a hospital  than  to  be  told  that 
“it  won’t  hurt.”  The  anticipation  of  ice  cream  fol- 
lowing a tonsillectomy  is  much  better  for  a child 
than  fear  of  the  pain  of  the  sore  throat  which  ac- 
companies the  surgery. 

I'here  are  many  stories  which  can  be  read  to 
young  children  about  hospitalization,  and  many 


DR.  H.\RRI,S  C.  F.MGEL,  formerly  Staff  Physician  and 
Chief,  .\dolescents'  Clinic,  USAF  Flospital,  Andrews  ,\FB, 
\Va.shington,  D.  C.  Present  address,  123  York  Street,  New 
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hospitals  have  prepared  coloring  books  which  can 
be  used  to  fainilarize  the  child  with  doctors,  nurses, 
and  hospitals. 

In  The  Hospital 

Once  inside  the  doors  of  the  institution  there  are 
many  things  which  can  be  done  to  make  hospital- 
ization less  traumatic  for  the  child.  A familiar  toy 
or  blanket  from  home  can  often  take  the  edge  off 
fear,  just  as  the  presence  of  parents  can.  In  most 
hospitals  ward  rounds  are  completed  by  10:00  a.m. 
and  there  seems  little  reason,  save  administrative 
sclerosis,  for  keeping  parents  from  their  children 
once  these  chores  are  done.  Young  children  thrive 
in  groups  ana  wilt  in  solitude.  Private  rooms  only 
salve  parental  consciences;  the  real  need  for  a 
private  room  in  a children’s  ward  is  rare. 

Parents  are  as  capable  of  administering  rub- 
downs  and  medicines,  and  of  feeding  and  cleaning 
their  children  in  the  hospital  as  they  are  at  home. 
When  procedures  are  necessary,  the  presence  of  the 
parents  can  comfort  the  child  and  make  the  test 
easier  to  perform.  However,  when  a parent’s  pres- 
ence is  detrimental  to  the  child  or  himself,  a parent 
rarely  refuses  to  leave  for  the  benefit  of  the  child. 

Naps  go  on  in  the  hospital  as  they  do  at  home. 
Ojren  visiting  hours  until  bedtime  do  not  crowd 
a ward  with  families  because  most  parents  have 
other  duties  as  well. 

In  hospitals  where  pastel  uniforms  for  the  staff 
have  been  used,  jrhysicians  have  discovered  that 
their  young  patients  adjust  to  the  hospital  routine 
more  quickly  and  suffer  fewer  after  effects  than 
when  the  staff  wears  white. ^ Traditional  whites 
just  are  not  necessary,  and  pleasant  colors  are 
much  more  comforting  to  young  children  who  have 
suddenly  been  thrust  into  a hospital  bed. 

Living-in  is  a great  help  to  the  child  between 
one  and  five.  During  these  years  of  great  depend- 
ency upon  and  attachment  to  mother,  a mother’s 
presence  in  the  hospital  may  completely  dispel  all 
of  the  child’s  anxieties. 

Children  confined  to  a bed  usually  use  it  as  a 
trampoline  and  “bedrest”  for  a four  year  old  may 
entail  more  physical  activity  than  a quiet  afternoon 
doing  puzzles  or  finger-paintings  in  a playroom. 
Children  love  wheelchairs  and  wheeled  carts  and 
being  able  to  sit  in  the  hallway  and  see  what  is  go- 
ing on  around  them.  They  thrive  on  communal 
dining,  and  they  eat  better  when  they  sit  at  the 
same  table  and  watch  other  children  eat. 

When  a child  is  ill,  he  limits  his  own  activity. 
As  he  recovers  he  should  be  allowed  as  much  ac- 
tivity as  possible  with  very  few  exceptions. 

Whenever  possible,  tests  and  procedures  should 
be  grouped  together.  There  is  no  reason  why  a 


child  who  has  had  a hemogram  on  Monday,  a 
blood  glucose  on  Tuesday,  and  serum  electrolyte 
determinations  on  Wednesday  could  not  have  them 
drawn  simultaneously  with  forethought.  And  how 
much  easier  for  the  child! 

The  Playroom 

It  is  almost  negligence  not  to  have  a playroom 
in  a well-organized  children’s  ward  nowadays. 
However,  too  often  this  is  simply  an  area  set  aside 
for  ambidatory  patients  to  be  away  from  their  beds 
and  cubicles.  It  is  supervised,  if  at  all,  by  nurses 
and  aides  whose  minds  are  concerned  with  other 
duties. 

The  ideal  hospital  playroom  serves  three  func- 
tions. It  offers  the  child  occupational  play  therapy 
to  help  minimize  hospitalitis.  It  offers  the  dis- 
turbed child  a highly  structured  environment  in 
which  his  relationships  with  his  parents,  his  peers, 
and  adults  can  be  studied.  And  in  a psychiatric 
center,  it  offers  the  disturbed  an  adjunct  to  psycho- 
therapy. 

The  well-ordered  playroom  is  staffed  with  people 
who  are  trained  in  elementary  education  and  in 
psychology.  Their  background  in  education  helps 
them  choose  the  right  play  for  each  child,  and  their 
knowledge  of  psychology  is  a valuable  source  of 
information  in  judging  the  relationships  between 
a child  and  his  family.  Nurses  are  not  necessary 
since  any  child  who  needs  medication  can  have  it 
brought  to  him  or  he  can  be  returned  to  his  ward 
for  it. 

The  play-therapist  should  attend  the  same  chil- 
dren each  day  so  that  she  can  function  as  a mother- 
substitute  throughout  the  hospitalization.  It  is 
foolish  to  send  a child  to  a playroom  and  have  him 
see  his  newly  acquired  “mother”  stolen  by  a rival. 
The  family  principle  of  a group  of  children  under 
the  care  of  one  person,  no  matter  whether  she  is  a 
teacher,  a nurse,  a volunteer,  or  a play-lady  is  the 
most  important  factor  in  structuring  the  environ- 
ment of  the  playroom  for  the  benefit  of  the  child. 

Surgery 

Most  of  a child’s  fears  of  surgery  are  not  caused 
by  thoughts  of  anesthesia  before  or  pain  after  tbe 
procedure.  Parents  of  children  who  are  about  to 
undergo  surgery  are  apprehensive  and  they  betray 
their  anxieties  to  their  children  who  in  turn  be- 
come upset,  not  by  the  prospect  of  surgery,  but  by 
their  parents. 

The  use  of  nitrous  oxide  for  induction  and 
halothane  for  anesthesia,  combined  with  appropri- 
ate premedication  can  make  surgery  almost  pleas- 
ant. Space-helmets  and  rubber  toys  rigged  with 
anesthesia  tubes  for  inductions  make  the  introduc- 
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tion  to  the  operating  room  with  its  bright  lights, 
strange  instruments  and  masked  strangers  more 
benign. 

Children  are  remarkably  tolerant  of  pain  post- 
operative!)', and  they  require  very  little  analgesia. 
It  is  almost  as  if  they  were  not  expecting  pain  and 
therefore  do  not  experience  it. 

The  Physician  And  The  Child 

“Little  pitchers  have  big  ears,”  and  even  larger 
imaginations.  Children  should  be  told  the  truth 
simply  and  straight-forwardly  because  they  have  an 
inborn  radar  which  tells  them  when  adults  are 
lying.  Half-heard  and  half-understood  mutterings 
of  hurried  physicians  or  nurses  on  ward  rounds  can 
precipitate  a severe  reaction  to  hospitalization. 

If  there  is  something  to  be  said  which  the  child 
should  not  hear,  the  discussion  should  be  held  well 
out  of  earshot.  The  doorway  of  the  room  is  not  far 
enough  away  for  the  acute  hearing  of  the  young 
child. 

Aftercare 

The  physician  must  remember  that  the  child 
who  has  been  hosj^italized  recently  may  go  through 
a period  of  acute  dependency  once  he  is  home.  He 
will  be  forever  under  foot,  always  turning  up  to  be 
certain  that  he  has  not  been  abandoned  and  that 
his  mother  is  still  there.  The  physician  .shoidd 
warn  the  parents  of  the  possibility  of  this  happen- 
ing when  the  child  is  sent  home,  and  he  should 
ask  the  parents  about  it  again  at  the  followup  visit. 
Many  parents  will  not  volunteer  the  information 
that  their  child  has  suddenly  become  very  infan- 
tile, and  they  will  be  unable  to  help  the  child  get 
over  it  without  the  help  of  their  physician. 


The  child  shoidd  be  encouraged  to  talk  about 
his  hospital  stay.  Reminiscing  will  help  stress  the 
positive  aspects  of  hospitalization— the  child  re- 
covered and  went  home— and  will  help  the  child 
verbalize  his  anxieties  and  get  over  them  more 
quickly. 

The  physician  must  make  it  clear  to  the  parents 
when  the  child  is  fully  recovered.  He  should  point 
out  that  the  emotional  problems  are  the  result  of 
the  separation  from  home  and  not  an  after-effect 
of  the  illness.  He  must  help  them  understand  the 
child’s  problem  and  show  them  how  to  give  the 
child  attention  and  affection  wisely.  He  must  also 
help  them  understand  when  recovery  is  complete 
so  that  they  will  not  consider  the  child  permanent- 
ly damaged  by  his  affair  with  the  hospital,  or  by 
his  illness.  Given  all  of  these,  the  child  will  recover 
completely  from  his  hospitalization  as  well  as  from 
his  illness. 

Summary 

.\  child’s  stay  in  a hospital  can  be  as  damaging 
to  his  emotional  development  as  dry  air  to  a fish’s 
gills.  With  forethought,  most  of  the  problems  can 
be  prevented  or  reduced  in  severity.  Given  aware- 
ness and  understanding  by  the  physician  and  the 
parents,  the  difficulties  that  do  arise  can  be  man- 
aged successfully. 
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There  is  a matter  of  policy  and  procedure  in  our  profession  which  will 
have  to  be  decided.  In  my  view,  we  encourage  good  men  inept  at  original 
research  to  sacrifice  their  time  and  energy  upon  it  when  they  should  be  per- 
fecting themselves  as  bedside  physicians.— .S'/r  John  Parkinson 
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Chronic  Suppurative  Arthritis  And  Osteomyelitis  With 

Unusual  Late  Sequelae  Case  Report 

Murray  A.  Rosenberg,  M.D.,  and  Isaac  Horowitz,  M.D. 


■ X-ray  changes  consecjuent  to  long  standing 
chronic  osteomyelitis  with  spread  of  infection  to 
adjacent  articulations  and  resultant  joint  changes 
has  been  previously  described  in  the  literatured  - 
Butlei'i  reported  a 24  per  cent  incidence  of  sup- 
purative arthritis  complicating  acute  osteomyelitis. 
Capener'^  discussed  the  method  of  dissemination 
from  foci  of  infection  to  adjacent  joints  in  relation- 
ship to  the  vascular  supply. 

The  following  case  is  presented  to  demonstrate 
far  advanced  bone  and  joint  changes  that  may 
result  from  chronic  suppurative  bone  disease. 

Case  Report 

C.R.K.,  a 70  year  old  white  male,  sustained  a battle  wound 
of  his  left  foot  during  World  War  I.  Painful  swelling  de- 
veloped which  was  thought  to  be  due  to  "rheumatism,”  and 
he  was  treated  for  several  years  accordingly.  In  1924,  an 
x-ray  examination  of  the  foot  reported  a metallic  foreign 
body  on  the  plantar  surface  adjacent  to  the  articulation  of 
the  os  calcis  and  cuboid  bones.  The  foreign  body  was 
removed  surgically;  however,  the  swelling  and  pain  persisted, 
and  in  clue  course  multiple  draining  skin  sinuses  developed 
over  foot  and  lower  leg.  In  1935  repeat  x-ray  examination  re- 
ported showing  bony  fusion  of  the  tarsal  joints  with  periosteal 
reaction  of  adjacent  bones  of  the  foot  and  ankle.  Episodic 
drainage  continued,  and  in  1955  the  patient  was  admitted 
to  West  Haven  Veterans’  Hospital. 

The  physical  examination  at  that  time  revealed  the  left 
foot  to  be  rigid  in  neutral  position  at  90  degrees  dorsi-flexion 
with  absent  ankle  and  snb-talar  motion.  Restricted  move- 
ment was  present  at  the  first  and  second  metatarsal  phalan- 
geal articulations.  The  lower  leg  was  noted  to  be  considerably 
edematous  and  scarred  and  the  skin  over  the  area  of  the 
foot  was  excoriated,  indurated,  and  discolored  and  there  was 
multiple  draining  sinuses  present.  The  girth  at  the  ankle 
joint  was  at  least  twice  that  of  the  opposite  limb. 

Laboratory  Data 

Laboratory  data  included  Negative  serologic  test 
for  syphilis  on  two  determinations.  The  Erythrocyte 
Sedimentation  Rate  was  28  mm.  jrer  hour.  Blood 
counts  and  urinalyses  were  normal.  Cultures  of  the 
draining  sinuses  revealed  Staphyloccus  aureus  sen- 
sitive to  Chloromycetin,  penicillin  and  erythro- 
mycin. 

* Veterans’  Administration  Medical  Clinic,  Bridgeport,  Con- 
necticut. 


Repeat  chest  x-ray  examination  revealed  general- 
ized pulmonary  emphysema,  but  no  evidence  of 
active  pulmonary  disease. 

The  patient  was  treated  with  the  appropriate 
antibiotics  and  bedrest.  Drainage  subsequently  sub- 
sided and  has  been  absent  for  the  past  three  years. 

Roentgenologic  Findings 

The  hlms  of  the  left  foot  and  ankle  (figs.  1-4) 
demonstrate  complete  bony  ankylosis  of  most  of  the 
articulations  of  the  foot  and  ankle.  Normal  bone 
architecture  aud  anatomic  landmarks  are  lost.  The 
interphalangeal  articulations  of  the  great  toe  and 


Figure  I 
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Figure  II 


the  distal  interphalangeal  articulations  of  the  re- 
maining' toes  appear  to  be  spared.  Bridging  and  ex- 
tensive jieriosteal  thickening  is  present.  On  the 
lateral  film  of  the  foot,  note  that  coarsened 
trabeculae  have  developed,  crossing  previous  joint 
spaces.  T hese  appear  to  have  been  laid  down  ac- 
cording to  the  maximum  weight  bearing  lines  of 
stress.  T he  new  Ijone  development  behaves  as  if  the 
tibia,  ankle  and  foot  were  a single  bone. 

Discussion 

T he  x-ray  appearance  of  chronic  osteomyelitis 
and  pyogenic  arthritis  are  quite  typical  and  usually 
offer  no  challenge.  However,  on  occasion,  other  en- 
tities may  cause  difficulty  in  establishing  a diagnosis. 


1.  FUNGUS  INFECTIONS 

A.  Mycetoma  Pedis  (Madura  foot)  is  an  endemic 
lesion  seen  in  tropical  and  subtropical  areas.'*  T he 
bone  changes  are  marked  and  include  extensive 
lamellar  periosteal  new  bone  formation  with  per- 
j)endicidar  spicules  radiating  from  the  cortex.  T he 
spongious  portion  of  the  bone  shows  increased 


Figure  III 
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sclerosis  and  loss  of  normal  trabecular  pattern.  The 
changes  may  be  so  severe  in  structure,  particularly 
in  the  bones  of  the  foot,  that  it  is  impossible  to 
identify  the  original  bone  landmarks.®  ® The  skin 
sinuses  are  filled  with  necrotic  tissue  and  exudates 
containing  yellow,  red  or  black  fungus  granules. 

B.  Other  fungus  infections  including  Crypto- 
coccosis may  show  x-ray  changes  similar  to  pyogenic 
arthritis.  However,  with  Cryjrtococcosis  the  osseous 
lesions  (bone  destruction)  are  usually  limited  in 
extent  and  periosteal  reaction  is  not  marked."  Gram 
stain  and  cidtures  are  usually  sufficient  to  differen- 
tiate the  causative  agent  from  coccal  organisms. 

II.  Osteoarticular  tuberculosis  and  tuberculous 
osteomyelitis  are  usually  manifest  by  destructive 
bone  disease  with  little  or  absent  sclerosis  or  new 
bone  formation.  Joint  narrowing  is  a late  mani- 
festation. 

III.  Syphilitic  osteomyelitis  may  result  in  exten- 
sive periosteal  reaction  with  sclerosis  and  deposition 
of  new  bone.  However,  fusion  and  ankylosis  is  un- 
common. 

IV.  In  younger  patients,  Ewing’s  sarcoma  and 
osteoblastic  osteogenic  sarcoma  may  present  a 
similar  x-ray  appearance.  However,  joint  involve- 
ment is  uncommon  and  ankylosis  is  not  seen  with 
malignancy  of  bone. 


Conclusions 

An  unusually  severe  case  of  ankylosis  of  the  foot 
and  ankle  following  chronic  suppurative  osteo- 
myelitis and  arthritis  of  at  least  thirty  years  dura- 
tion is  presented. 

In  addition  to  extensive  periosteal  new  bone  for- 
mation, coarsened  trabeculae  were  laid  down  cor- 
responding to  maximum  lines  of  stress  and  unre- 
lated to  previous  anatomic  landmarks. 
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Physician-Patient  Rapport 

When  you  start  to  talk  to  a patient  you  should  realize  that  your  attitude 
toward  him  and  your  reaction  to  his  complaints  will  create  more  of  an  im- 
pression than  your  technical  skill  or  medical  knowledge.  The  ability  to  be 
interested,  unhurried,  careful,  tactful  and  considerate,  rather  than  amused, 
supercilious,  distracted,  bored  or  inconsiderate  of  his  sensibilities  might  well  be 
called  the  essence  of  the  art  of  medicine.— H.  U.  Hopkins,  M.D.,  Ed.,  Leopold’s 
Principles  and  Methods  of  Physical  Diagnosis.  Third  Edition.  1965,  p.  2. 
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Diagnostic  Problems  Of  Regional  Enteritis 

William  A.  Hoffman,  M.D.,  and  Murray  A.  Rosenberg,  M.D. 


Introduction 

■ Most  jnilients  with  regional  enteritis  present 
with  al)doininal  pain,  lever,  diarrhea,  and  weight 
loss.  On  occasion,  we  are  laceil  with  an  imusnal 
clinictil  picture  or  with  non-specific  x-ray  findings 
or  both.  In  some  instances,  we  must  resort  to  surgery 
to  confirm  the  diagnosis. 

d'hose  patients  that  vary  from  the  typical  course 
of  this  illness  present  with  the  following  problems. 

I.  Atypical  clinical  findings. 

.\)  I he  gastro-iniestinal  hemorrhage. 

I))  d'he  findings  resembling  ulcerative  colitis. 

C)  The  acute  abdomen. 

II.  Atypical  x-ray  findings. 

III.  Atypical  clinical  and  x-ray  findings. 

I.  A)  Gastro-Intestinal  Hemorrhage 

Gastro-intestinal  bleediiip  is  not  considered  a 

O 

cardinal  sign  of  regional  enteritis.  Van  Patter  in 
reviewing  600  cases  of  regional  enteritis  described 
an  incidence  ol  gastro-intestinal  bleeding  ol  16 
per  cent;  10  per  cent  ol  these  patients  had  some 
streaks  ol  red  blood  in  their  stools;  2.5  per  cent  of 
these  ptitients  passed  profuse  red  blood  in  their 
stools;  and  .5.5  jier  cent  of  these  patients  had  tarry 
stools.’^ 

Daffner  and  Brown  noted  gastro-intestinal  bleed- 
ing in  ,S4  of  100  patients,  but  only  four  of  their 
patients  had  frank  melena  and  one  patient  had  a 
duodenal  ulcer. ^ Van  Patter  commented  that  4 per 
cent  of  his  cases  had  an  associated  duodenal  ulcer, 
a jiercentage  no  higher  than  that  found  in  the 
general  population. 

I he  following  cases  illustrate  the  jiroblem  of 
melena  in  the  patient  with  ileitis.  In  Case  No.  1 the 
patient  had  a peptic  ulcer  history  and  the  melena 
had  been  atti  ifiuted  to  this  cause.  Although  a naso- 
gastric tube  Avas  not  used  in  attempting  to  localize 
the  bleeding  source,  we  feel  that  with  the  demon- 
stration on  x-ray  of  duodenal  nicer,  this  was  the 
most  likely  cause  of  the  bleeding. 

Patient  No.  2,  in  contrast,  had  ileitis  wilh  no 
other  demonstrable  source  of  gastro-intestinal 
pathology.  At  the  time  of  her  acute  bleeding  ejtisode, 
no  evidence  of  iipjier  gastro-intestional  bleeding 
was  noted.  This  case  demonstrates  melena  due 
probably  to  regional  enteritis.^- ^ 

Case  1-W.L.,  No.  4264-61 

A 27  year  old  wliitc  nianied  male  was  admitted  to  the 
liospital  in  May,  1961,  because  of  weakness,  pallor,  and  a 
hematocrit  of  21  per  cent.  He  had  an  episode  of  melena  four 


hours  ])iior  to  admission,  unaccompanied  by  abdominal 
pain,  nausea,  or  vomiting.  In  1951  the  patient  was  told 
tliat  he  liad  “ulcerative  colitis.”  In  I960  he  was  hospitali/ed 
following  three  days  of  melena  and  weakness.  The  hematocrit 
was  17  per  cent.  Barium  enema  was  normal  and  the  upper 
gastro-intestinal  series  demonstrated  a duodenal  ulcer  which 
was  confirmed  on  repeat  studies  one  year  later.  Small  bowel 
lilms  revealed  diseased  loojrs  of  ileum.  The  pathological 
findings  were  confirmed  at  surgery,  at  which  time  a duodenal 
ulcer  was  palpated. 

Case  2-S.Z.,  No.  2914-61 

The  patient  was  a 44  year  old  married  white  female, 
with  a 17  year  history  of  recurrent  abdominal  pain,  cramps, 
diarrhea,  and  weight  loss.  Regional  enteritis  was  diagnosed 
many  yeais  before  based  on  x-rays  of  the  small  bowel.  She 
was  admitted  in  1961  with  a one  day  history  of  tarry  stools. 
There  was  no  hematemesis.  The  patient  had  been  taking 
propantheline  bromide  on  occasion  but  no  other  medication. 
I'here  were  no  pc]jtic  ulcer  symptoms.  On  admission,  the 
patient  had  a pulse  of  104  and  a blood  pressure  of  130/80. 
riie  general  examination  was  unremarkable  except  for  pallor 
and  hyperactive  bowel  sounds.  The  hematocrit  was  23  per 
cent.  Xa,so  gastric  intubation  jjroduced  no  et  idetice  of  blood 
in  the  stomach.  A small  bowel  series  shortly  after  admission 
reveak'd  changes  of  regional  enteritis.  (Fig.  1)  . There  was 
no  evidence  of  ulceration  of  the  stomach  or  duodenum.  The 
findings  by  x-ray  are  very  typical  of  the  noti-stenotic  phase 
of  ileitis. 

I.  B)  Mimicking  Ulcerative  Colitis 

niore  difficitlt  proltlem  rests  in  distinguishing 
granuloinaloits  colitis  fioin  ulcerative  colitis.  Recent 
Avork  has  stressed  the  distinctive  features  of  these 
illnesses;  initch  of  this  Avork  however  is  retro- 
spective. 4 he  signioidoscopic  changes  in  regional 
enteritis  are  Avell  recognized.-  '-'  In  Case  No.  3,  the 
rectal  biojrsy  was  non-specific. 

Lockhart-Munnnery  reported  25  cases  of  granulo- 
niatous  colitis  and  noted  localization  to  the  rectum 
in  six."  Rectal  invohentent  may  be  seen  Avith  or 
Avithout  small  bowel  disease.  4’ypical  granuloma- 
tous colitis  (regional  enteritis  of  the  large  bowel) 
Avith  rectal  involvement  may  reveal  small  or  large 
ulcerations  Avith  intervening  normal  mucosa.  In 
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Figure  I 

Small  bowel  series.  Note  the  marked  “cobble  stone"  appear- 
ance of  the  ilenm  just  distal  to  a short  segment  of  narrowed 
bowel.  The  longitudinal  streaks  of  barium  and  the  "cobble 
stone”  appearance  indicate  that  ulcerations  have  occurred 
leaving  intervening  islands  of  inflammatory  mucosal  thicken- 
ing. 

ulcerative  colitis,  the  entire  mucosa  is  friable,  con- 
gested, and  granular;  biopsy  in  well  defined  cases 
shows  crypt  abscesses. 

Carnes  and  Steelier  point  out  that  the  majority  of 
rectal  biopsies  in  cases  of  enteritis  do  not  show 
tyjiical  “tuberculoid”  reaction. ^ In  the  individual 
patient  with  an  ulcerated  and  bleeding  rectal 
mucosa  and  a nonspecific  biopsy,  the  diagnosis  of 
regional  enteritis  or  granulomatous  colitis  becomes 
difficult  to  establish.  The  subsequent  clinical  course 
and  x-ray  changes  of  the  small  bowel  or  right  colon 
establish  the  diagnosis  of  granulomatous  disease. 

In  a patient  with  x-ray  evidence  of  regional 
enteritis  the  association  of  large  bowel  pathology 
indicates  a similar  process  in  the  colon.  Patient 
; No.  3 was  thought  to  have  ulcerative  colitis  and  it 
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is  now  evident  that  he  has  regional  enteritis. 
Ulcerative  colitis  and  regional  enteritis  may  coexist 
in  the  individual  patient.  In  such  a case  the  rectal 
biopsy  would  have  to  demonstrate  the  characteristic 
pathologic  changes  of  ulcerative  colitis,  i.e.,  cryjjt 
abscesses.®' 

Case  3-T.K.,  No.  6195-62 

A 26  year  old  white  male  was  first  admitted  to  the  hospital 
ill  March  1960  following  burning  pain  in  the  anus  and  rectal 
bleeding.  He  complained  of  frequent  stools  and  weight  loss 
for  approximately  five  months.  Physical  examination  revealed 
an  anal  ulcer.  Sigmoidoscopy  to  24  cm.  was  normal.  The 
patient  had  a hemorrhoidectomy  and  e.xcision  of  a fissure-in- 
ano.  In  October  1960  he  was  hospitalized  in  another  institu- 
tion where  a diagnosis  of  ulcerative  colitis  was  made.  He  was 
admitted  to  our  hospital  in  January  1961  with  rectal  bleeding 
and  bloody  diarrhea.  Physical  examination  was  normal. 
Sigmoidoscopy  revealed  spasm  and  a friable  rectal  mucosa. 
The  barium  enema  was  negative.  A hematocrit  was  43  per 
cent.  He  was  readmitted  in  November  1961  with  a similar 
history  of  rectal  bleeding  and  was  treated  with  adrenal 
cortical  steroids.  Sigmoidoscopy  again  revealed  spasm  and  a 
friable  mucosa.  A rectal  biopsy  showed  chronic  inflammatory 
changes  without  evidence  of  crypt  abscesses.  In  1962  he  was 
again  admitted  because  of  diarrhea,  rectal  bleeding  and  con- 
tinued weight  loss  in  spite  of  steroid  therapy.  Sigmoidoscopy 
and  rectal  biopsy  showed  similar  findings  to  those  seen  on 


Figure  II 

Barium  enema.  Note  the  rigid  ileo-cecal  valve  and  nar- 
rowed terminal  ileum  as  it  enters  the  valve.  Note  also  the 
normal  mucosal  pattern  of  the  large  bowel  distal  to  the 
cecum.  (Upper  arrow:  Distended  duodenal  loop)  . Involve- 
ment of  the  duodenum  is  not  infrequently  seen.^^ 


803 


the  previous  admission.  His  hematociit  was  -12  per  cent.  X-ray 
studies  showed  changes  in  the  terminal  ileum  and  duodenal 
loop  consistent  with  enteritis.  His  dosage  of  steroids  was  in- 
creased aird  at  the  present  time  he  is  asymptomatic.  (l  ig.  2)  . 

I.  C)  Acute  Abdomen 

The  following  cases  illustrate  that  regional 
enteritis  may  present  as  a surgical  abdomen.  Case 
No.  4 was  thought  to  have  an  acute  appendicitis. 
Case  No.  5 was  diagnosed  as  a small  bowel  obstruc- 
tion. The  diagnosis  of  regional  enteritis  in  a ]jaticnt 
who  presents  a clinical  picture  of  acute  appendicitis 
is  usually  made  at  surgery.  Abdominal  pain  is  seen 
in  approximately  80  per  cent  of  the  patients  with 
enteritis.  Since  the  ileum  is  the  most  frequent  loca- 
tion of  the  disease,  altdominal  pain  referred  to  the 
umbilicus  or  localized  to  the  right  lower  quadrant 
is  not  unusual.  In  a large  series  of  patients  with 
ileitis  about  25  per  cent  of  the  patients  had  a his- 
tory of  appendectomy.  In  the  individual  patient, 
coincidental  appendicitis  may  occur  although  the 
combination  is  rare.  At  the  Mayo  Clinic  30  per  cent 
of  their  000  cases  had  operations  performed  because 
of  suspected  acute  appendicitis. 

Severe  narrowing  of  the  bowel  lumen  from  acute 
inflammation,  or  more  likely  fibrosis,  may  lead  to  a 
clinical  picture  of  intestinal  obstruction.  In  our 
experience,  complete  mechanical  small  bowel  ob- 
struction complicating  ileitis  has  been  rare.  We 
have  recently  seen  an  acute  obstruction  occurring 
one  day  after  the  sudden  cessation  of  prednisone. 

Case  4-L.K.,  No.  764-63 

A 36  year  old  white  female  was  admitted  with  a history 
of  severe  right  lower  quadrant  pain  of  several  hours  duration. 
■She  hati  anorexia  and  vomiting  for  three  days  prior  to 
admission.  Her  general  health  had  been  good.  I'hvsical 
examination  revealed  right  lower  (juadrant  tenderness  and 
associated  guarding.  Pelvic  examination  revealed  exquisite 
tenderness  in  the  right  adnexa.  \ white  blood  count  was 
12, -too.  \ urinaly,sis  was  negative.  Her  temperature  was  1()()°F. 

laporotomy  was  done  with  a pre-operative  diagnosis  of 
acute  appendicitis.  At  surgery  the  entire  distal  ileum  appeared 
boggy  and  nodular.  The  gross  diiucal  impression  was  regional 
enteritis.  Histological  sections  indicated  involvement  of 
the  appendix.  Bowel  resection  was  not  done  but  the  appendix 
was  removed.  A .small  bowel  series  six  months  later  con- 
firmed the  diagnosis  of  regional  enteritis.  To  date  the  ]ratient 
has  been  asymptomatic  and  has  not  required  medication. 

Case  5-C.D.,  No.  5885-60 

A 44  year  old  white  male  was  admitted  in  .August  1960 
with  a six  month  history  of  abdominal  pain.  He  had  had  an 
appendectomy  in  1945.  Prior  to  admission  the  patient  exper- 
ienced pain  in  the  epigastrium  which  was  not  related  to 
food,  antacids,  or  bowel  movements.  There  was  no  history 
of  bleeding  or  diarrhea.  He  appeared  chronicallv  ill  and 
abdominal  examination  revealed  a tender  ma.ss  in  tbe  right 
lower  ciuadrant.  Stools  for  occult  bl(K)d  were  negative.  ,<\  white- 
blood  count  was  10,800.  Cllinical  and  roentgenographic  find- 


FlGURf.  Ill 

Small  bowel  series.  The  bowel  loops  are  markedly  dilated 
with  an  area  of  abrupt  uarrowiug  seen  in  the  terminal  ileum, 
rite  smooth  edges  of  the  dilated  Ixnvel  indicate  a probable 
benign  constriction. 

ings  .suggested  mechanical  .small  bowel  obstruction.  (Fig.  3). 

laporotomy  was  done  and  a very  thickened  distal  ileum 
with  a markedly  narrowed  lumen  was  found.  There  were  two 
skip  areas  in  the  proximal  ileum.  .\n  ileotrausverse  colostomy 
was  pcrfortt'.ed.  Pathological  examination  revealed  regional 
ileitis. 

II.  Atypical  X-ray  Findings 

A.  NON-SPECIFIC  SMALL  BOWEL  PATTERN  CHANGES 

X-ray  changes  in  tlie  nialabsorpiive  syndrome  are 
non  specific.  74ie  mesenteric  form  of  lynqjhosar- 
coma  may  manifest  with  generalized  mucosal  edema. 
.Segmentation,  fragmentation  and  dilatation  of 
bowel  loops  may  be  seen  in  varying  degrees  in  non- 
tropical  Sprue,  jjancreatic  insufficiency  and  ^\4^ip- 
ple’s  Disease.^-  The  non-stenotic  phtise  of  regional 
enteritis  may  show  coarsened  folds  and  altered 

Ijowel  motility. 

Case  No.  (i  illustrates  the  difficulty  in  diagnosis 
because  of  these  non-specific  x-ray  finding.  'I'he 
jratient  had  typical  leatures  of  enteritis,  i.e.,  diar- 
rhea, colic,  weight  loss  and  fever.  Laboratory  evi- 
dence stqjported  the  diagnosis  of  a malabsorptive 
syndrome.  4'he  small  bowel  biopsy  was  normal, 
eliminating  sprue,  Whipple’s  Disease  and  other 
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diffuse,  but  non-specific  changes.  Surgery  in  such 
cases  establishes  a definite  diagnosis  and  offers  a 
clinical  remission  by  removal  of  the  diseased  small 
bowel.  Because  of  the  high  rate  of  recurrence  after 
resection,  surgery  usually  should  be  reserved  for  the 
complications  of  enteritis. 

Case  6-A.Z.,  No.  6825-62 

A 55  year  old  married  white  female  presented  with  a 
weight  loss  of  30  lbs.  She  was  in  good  health  until  one  year 
prior  to  admission.  Three  weeks  prior  to  admission  she  de- 
veloped watery  diarrhea,  abdominal  cramps,  and  fever.  She 
was  anorexic,  complained  of  “gas,”  and  experienced  several 
episodes  of  vomiting.  Her  blood  pressure  was  100/70,  pulse 
120.  The  patient  appeared  thin,  chronically  ill,  and  older 
than  her  chronological  age.  Her  tongue  was  red  and  beefy 
with  atrophic  edges.  The  abdomen  was  soft  and  without 
palpable  masses.  There  was  generalized  tenderness  and  bowel 
sounds  were  active.  Laboratory  studies  suggested  a problem 
with  intestinal  absorption.  A hematocrit  was  35  per  cent  a 
serum  carotene  level  was  40  micrograms  per  cent.  A small 
bowel  biopsy  revealed  mucosal  edema,  a non-specific  finding. 
X-rays  revealed  generalized  changes  consistent  with  the  diag- 
nosis of  malabsorptive  syndrome.  The  patient  suffered  recur- 
rent bouts  of  fever  and  diarrhea.  Steroid  therapy  was  initiated 
and  she  was  discharged.  Because  of  persistent  symptoms,  she 
was  admitted  to  Yale-New  Haven  Hospital  two  months  later 
where  changes  of  regional  enteritis  were  found  at  surgical 
exploration.  An  ileo  transverse  colostomy  with  resection  of 
terminal  and  ascending  colon  was  performed.  Postoperatively 
the  patient  has  done  well  and  is  now  asymptomatic  and 
gaining  weight  without  medication.  She  is  receiving  parenteral 
Vitamin  monthly. 

II.  B)  Changes  Of  The  Cecum  Resembling 
Malignancy 

It  is  well  recognized  that  cancer  of  the  cecum 
may  be  demonstrated  by  barium  enema  x-rays 
merely  by  contraction  and  irritability  of  the  caput 
cecum  without  discernible  tumor;  in  addition,  in- 
flammatory processes  adjacent  to  the  cecum,  par- 
ticularly on  the  medial  aspect,  may  cause  sufficient 
changes  to  mimic  an  intra-luminal  tumor  of  the 
bowel.®’’'' 

In  patients  No.  7 and  8 the  x-ray  studies  were  con- 
sistent with  primary  disease  of  the  cecum.  In  Case 
No.  7 an  intra-luminal  polypoid  filling  defect  was 
noted  and  carcinoma  considered.  At  surgery  the 
changes  were  found  to  be  caused  by  the  inflamma- 
tory mass  of  ileum  intussuscepting  into  the  cecum. 
In  Case  No.  8 the  caput  cecum  was  markedly  con- 
tracted and  foreshortened  and  an  infiltrating  car- 
cinoma had  to  be  excluded. 

In  these  patients  a thorough  small  bowel  series 
would  have  revealed  the  presence  of  ileitis  as  the 
cause  of  cecal  changes. 

Case  7-G.D.,  No.  2456-61 

A 52  year  old  married  white  male  was  admitted  with  a 
six  months  history  of  crampy  right  lower  quadrant  pain  asso- 

VOLUME  30,  No.  11 


Figure  IV 


Barium  enema  examination  and  pressure  spot  film  of  the 
cecum  show  an  intussuscepting  intra  luminal  mass  appearing 
radiographically  as  a polypoid  neoplasm. 

dated  with  diarrhea  and  weight  loss.  Physical  examination 
revealed  tenderness  in  the  right  lower  quadrant  where  an 
orange  size  mass  was  palpated.  Barium  enema  demonstrated 
a filling  tlefect  of  the  cecum.  (Fig.  4)  . 

At  surgery  a right  hemicolectomy  was  performed.  The 
terminal  ileum  was  adherent  to  the  cecum  by  an  indurated 
mass.  This  was  felt  grossly  to  represent  terminal  ileitis 
and  was  confirmed  by  pathological  examination.  In  addition, 
an  intramural  abscess  of  the  cecum  and  a fistula  existed 
between  the  ileum  and  caput  cecum. 

Case  8-M.M.,  No.  7692-62 

The  patient  was  a 67  year  old  white  female  admitted  in 
1962  with  a six  months  history  of  episodic  vomiting,  tliarrhea, 
and  right  sided  abdominal  pain  lasting  up  to  one  week. 
She  had  three  to  four  bowel  movements  a day  associated 
with  rectal  bleeding.  An  appendectomy  had  been  performed 
in  1944  and  the  patient  remembered  having  a prolonged 
drainage  from  the  wound.  She  also  had  episodic  diarrhea 
following  this  operation.  Physical  examination  was  unre- 
markable. The  hematocrit  was  41  per  cent.  X-ray  studies 
could  not  exclude  carcinoma  of  the  cecum  possibly  in- 
volving the  ileo-cecal  valve.  At  laparotomy  extensive  adhesions 
about  the  distal  ten  feet  of  small  bowel  were  encountered. 
There  was  considerable  thickening  and  induration  and  sensa- 
tion of  a mass  behind  the  cecum.  A small  bowel  resection  and 
ileo-transverse  colostomy  was  performed.  Pathological  exami- 
nation revealed  regional  ileitis  with  ulceration  and  sinus 
tract  formation  and  involvement  of  the  adjacent  lymph  nodes. 
The  patient  was  readmitted  to  the  hospital  in  December  1963 
with  an  acute  myocardial  infarction.  At  that  time  there  was 
no  further  evidence  of  gastro-intestinal  difficulties. 
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Small  hovvd  series  shows  exlieme  dilation  of  the  proximal 
small  howel  with  intervening  areas  of  stenosis  and  marked 
mntosal  edema. 

III.  Atypical  Clinical  And  X-ray  Findings 

Case  No.  9 illustrates  the  problem  ol  a patient 
with  kiiowii  ileitis  who  is  |)ioven  to  hav'e  an  tin- 
related  abdominal  disease.  This  patient  hatl  had 
severtil  small  bowel  resections  and  short  eircititing 
procedures  lor  enteritis  in  the  past.  At  first  it  was 
jnestnned  that  her  abdominal  mass  rejnesented 
chronitally  inllamed  bowel  loops  jnobably  compli- 
cated by  abscess  loiination.  At  sitrgery  the  finding 
ol  an  ovttrian  ttnnor  was  lorttiitotts. 

Case  9-E.G.,  No.  6179-63 

.'\  3!)  year  old  unmarried  white  female  was  admitted  in 
[uly  l!K)2  because  of  nausea,  vomiting,  abdominal  pain  anti 
diarrhea  of  several  months  duration.  In  1911  the  patient 
had  an  ileo-trausver.se  colostomy  for  regional  enteritis. 
.She  remained  in  good  health  until  1956  at  which  time  she 
again  experienced  diarihea  and  weight  loss.  A small  bowel 
resection  was  performed  for  intestinal  obstruction.  One  year 
later  an  abdominal  sinus  tract  developed  which  was  treated 
by  incision  and  drainage.  Site  did  w'ell  until  1962.  Her  ab- 
dominal linclings  w'ere  unremarkable  excejn  for  multiple 
abdoirdnal  scars.  Sigmoidescopy  was  normal.  Pelvic  examina- 
tion revealed  a very  large,  firm  mass.  The  patient  was 
started  on  steroids  with  some  symjjtomatic  improvement. 
She  was  later  adnntted  to  another  hospital  where  a large 


cystadenoma  of  the  left  ovary  was  removed.  She  has  been 
asymjnomatic  since  ibis  time.  (l  ig.  5)  . 

Summary 

1.  Selected  cases  of  regional  enteritis  are  jjre- 
sented  to  illitstrate  the  difficitlty  in  arriving  at  a 
correct  diagnosis  Itecaitse  of  confusing  and  compli- 
cating clinical  or  x-ray  jtatterns,  or  both. 

2.  In  jjatients  with  gastrointestinal  hemorrhage 
or  tlujse  presenting  with  acute  abdomen,  the  jjos- 
sibility  of  regional  enteritis  should  always  be  con- 
sidered. 

3.  Patients  with  itlcerative  coliti.s,  particularly  in 
cases  where  rectal  biopsy  and  x-ray  findings  are  not 
typical,  should  be  cemsidered  as  having  po.ssible 
regional  enteritis  and/or  granulomatous  colitis. 

4.  Cecal  involvement  in  regional  enteritis  can 
often  simulate  an  infiltrating  or  polypoid  neoplasm. 

W'e  would  like  to  thank  l)rs.  H.  M.  .Spiro  (New 
Haven)  , M.  Elkin  (lironx,  N.V.)  and  R.  R.  Goldin 
(Bronx,  N.V.)  for  their  critical  review  and  sug- 
gestions. 
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SCHOOL  HEALTH 
NEWSLETTER 


No.  1 November  1966 

This  is  the  first  of  a series  of  three  newsletters  on  school  health  subjects  which  has  been  authorized  by 
the  Council  for  publication  in  the  Journal.  Reprints  of  each  issue  xuill  be  made  available  to  the  State 
Commissioners  of  Health  and  Education  for  distribution  to  personnel  within  their  respective  De- 
partments. 

This  page  is  directed  at  all  Connecticut  physicians  since  all  ot  you,  like  it  or  not,  have  a stake  in 
education  for  health.  If  you  don’t  believe  it,  read  on  and  think. 

This  newsletter  is  for  you.  It  will  note,  highlight,  and  review  events,  experiences,  and  publications  per- 
tinent to  the  health  of  school  children. 

Physicians  do  not  realize  that  modern  school  health  programs  are  far  more  than  mere  inspection  of 
partly  clothed  bodies.  A good  school  health  program  must  include  (1)  proper  public  health  and  sani- 
tation in  the  school  plant;  (2)  health  education;  (3)  the  screening  for  physical  defects;  (4)  proper 
physical  education;  (5)  provision  for  a healthy  emotional  atmosphere;  and  (6)  programs  adapted  for 
the  handica|oped  child. 

Basic  Facts 

In  169  towns  in  Connecticut  there  are  881  public  elementary  schools  and  230  secondary  schools  with 
a total  enrollment  of  574,798  pupils.  These  are  your  present  and  future  patients. 

There  are  274  physicians  officially  designated  as  school  medical  advisors  serving  over  500,000  pupils. 
Many  more  of  us  participate  indirectly  through  performing  school  health  examinations  and  by  advising 
parents  and  school  personnel. 

Food  For  Thought 

1.  Venereal  disease 

The  State  Department  of  Health  statistics  indicate  a startling  increase  in  the  incidence  of  gonorrhea 
in  Connecticut  teenagers.  In  1964,  it  reported  284  new  cases.  The  1965  report  revealed  402  new  cases. 
In  1965,  there  were  16  cases  of  primary  and  secondary  syjjhilis  in  the  15-19  year  age  group. 

2.  Growth 

54  per  cent  of  mature  height  is  obtained  by  3 years  of  age;  another  32  per  cent  is  added  by  12 
years  of  age. 

3.  Development 

50  per  cent  of  the  growth  in  the  ability  to  learn  (intelligence)  is  made  by  4 years  of  age  and  80  per 
cent  is  accomplished  by  8 years  of  age.'^ 

4.  Family  Living 

Nationally  in  1964  there  were  268,000  American  infants  born  out  of  wedlock  representing  a rise 
of  24  per  cent  since  1960.  In  Connecticut,  in  1965,  teenage  mothers  accounted  for  roughly  one-third 
(1002)  of  the  State’s  total  illegitimate  live  births. 
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Research 


1.  Disease  and  Defects 

III  a comjjosile  adolescent  pojiulatioii  relerrcd  to  III  Clinics  in  Calilornia  the  lollovving  diagnoses 
were  made  in  the  percentage  noted:** 


1.  Obesity 

2.  Acne 

3.  Allergy 

4.  Seizures 

5.  Orthopedic  Problems 
(3.  Infectious  Disease 


74  per  cent 
()3  per  cent 
42  per  cent 
31  per  cent 
31  per  cent 
26  per  cent 


7.  Menstrual  Disorders 

8.  Mental  Retardation 

9.  Growth  and  Metabolic- 
Disorders 

10.  Normal  Adolescent 


21  per  cent 
21  per  cent 

21  per  cent 
16  per  cent 


Twenty  dillerent  organic  diseases  accounted  for  60-75  per  cent  of  the  above  list. 
Emotional  disorders  were  noted  in  25-40  per  cent  of  the  iKitients  in  various  clinics. 


2.  Follow  up  of  Clinical  Problems' 

In  a study  of  health  delects  relerred  by  schools  in  New  Haven,  IcjIIow  up  by  parents  was  related  to 
family  characteristics.  Family  understanding  of  the  seriousness  of  a referred  health  problem  leads  to 
action  in  lolhnv  u|).  The  acute  problems  are  looked  ujjon  as  being  of  more  consecjuence  than  chronic 
problems.  Social,  cultural  or  economical  variations  in  families  apparently  had  little  effect  on  action 
taken. 

Factors  that  appeared  to  be  ])ositively  related  to  effective  follow  up  were:  length  of  residetice  in 
town;  literacy  of  parents;  and  the  ownership  of  health  insurance. 
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II  yoti’ve  read  this  material,  thotight  about  it  and  like  it  or  feel  critical,  let  us  know. 

.Advisory  Committee  on  School  Health 
Connecticut  State  Medical  Society 
Joseph  J.  Bellizzi  M.D.,  Chairman 


Prepared  for  publicalion  by  the  CSMS  Advisory  Committee  on  School  Health. 
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THE  PRESIDENT’S  PAGE 


The  A.M.A.  Takes  Constructive  Action 

In  recent  years,  the  press  and  other  communication  media  have  created  the  im- 
pression in  the  minds  o£  the  people  that  organized  medicine  is  chietly  interested 
in  hnancial  matters.  The  fact  that  the  A.M.A.  has  more  than  100  working  Com- 
mittees and  a vast  number  of  Councils  dealing  with  diverse  aspects  of  medical 
affairs  goes  virtually  unrecognized.  Recent  activities  of  the  Association  in  the 
interest  of  the  welfare  of  the  pnblic  have  dealt  with  the  major  problems  of 
Medical  Quackery  on  the  one  hand  and  Medical  Education  on  the  other. 

Early  in  October,  the  Third  National  Congress  on  Medical  Quackery  was  held 
in  Chicago.  Quackery,  defined  in  a broad  sense,  refers  to  false  pretensions  of 
medicines,  mechanical  devices,  or  possession  of  skills  to  cure  disease.  Since  the 
medical  profession  hnds  these  practices  intolerable,  this  sidrject  provided  a broad 
base  for  discussion  and  action.  It  also  provided  a forum  for  a review  of  many 
aspects  of  cnrrent  drug  surveillance.  Charlatanism  is  a relative  cpiality  varying 
in  degree,  dependent  on  the  level  of  knowletlge  at  a given  time  and  individual 
conscience.  The  use  of  “water  from  the  depths  of  the  sea  containing  sodium 
chloride’’  as  a cure-all  perhaps  had  more  scientihc  justification  during  the  early 
era  of  identihcation  of  the  chemical  elements  than  the  use  of  uranium  pads  hav- 
ing as  much  radioactivity  as  the  dials  of  a wrist-watch  has  for  the  “cure  of  arthri- 
tis’’ today.  Combined  with  clever  slogans  and  deceptive  names  subtly  extolling 
special  virtues  for  such  products  without  reference  to  any  bona  hde  ingredients, 
the  suggestible  public  is  induced  to  spend  billions  of  dollars.  It  is  not  only  the 
cost  of  these  items  purchased  on  the  basis  of  false  faith  which  is  of  concern.  1 he 
waste  of  money  is  incomparable  with  the  loss  of  health  and  indirect  ill-ettects 
which  may  occur  from  delay  in  seeking  authentic  and  elfective  methods  of  treat- 
ment. Harm,  and  even  irreversible  damage,  to  health  may  result  from  methods 
employed  by  quacks.  Industries  concerned  with  the  production  and  distribution 
of  drugs  and  other  accoutrements  for  the  practice  of  medicine,  medical  research- 
ers, representatives  of  the  A.M.A.  and  the  government  are  actively  engaged  in 
applying  methods  to  ensure  reliability  of  products  and  safety  for  their  use  by 
the  public. 

At  the  request  of  the  A.M.A.,  a Citizens  Commission  on  Graduate  Medical 
Education  was  formed.  Recently,  the  Committee  has  reported  on  its  deliberations 
concerning;  (1)  present  standards  of  education,  (2)  needs  for  the  foreseeable 
future,  and  (3)  mechanisms  by  which  medical  educational  responsibilities  may  be 
met.  Embodied  in  their  specihc  recommendations,  methods  are  proposed  which 
take  cognizance  of  today’s  complex  requirements  of  a profession  in  which  a 
continuing  infusion  of  knowledge  makes  continual  change  imperative.  Much 
time  and  effort  has  been  exerted  in  the  endeavor  to  find  ways  which  will  ensure 
high  quality  medical  care. 

These  important  activities  on  the  part  of  organized  medicine,  and  many  others 
which  are  frequently  overlooked,  are  commendable  and  obviously  in  the  interest 
of  the  public. 

Orvan  W.  Hess^  M.D. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug— INDOCIN®  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow’s  therapy 

Division  of  Merck  & Co.,  INC.,  West  Point,  Pa.  | 
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INDOCm* 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SCOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


Available  in  TOO  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  eveiy  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


I THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermoiility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
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160  St.  Ronan  Street,  New  Haven,  Conn.  Josephine  P.  Lindquist 

Telephone  865  0587  Assistant  to  General  Manager 


CALL 

SEMI-ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1966  Semi-Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Connecticut  Light 
& Power  Building,  Berlin  Turnpike,  Berlin,  commencing  at  2:00  o'clock  in  the  afternoon  of  Thurs- 
day, December  8. 

Orvan  W.  Hess,  President 

Kenneth  F.  Brandon,  Speaker  of  the  House 

Waldo  E.  Martin,  Secretary 


INTRODUCTION  OF  RESOLUTIONS 

y\rticle  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  Provides  that: 

All  resolutions  to  be  considered  as  regular  business  at  any  regular  meeting  of  the  House  of  Delegates  must  be  in  the 
hands  of  the  Speaker  not  later  than  seventy-two  hours  before  the  opening  of  that  meeting.  All  resolutions  and  recommen- 
dations published  in  the  official  agenda  distributed  to  the  members  of  the  House  prior  to  the  meeting  at  which  action 
is  to  be  taken  shall  be  considered  as  regular  business.  Resolutions  presented  later  than  seventy-tiuo  hours  before  the  open- 
ing of  a meeting  will  be  referred  for  consideration  as  regular  business  by  the  House  only  when  they  are  presented  by 
the  Council  or  accepted  for  consideration  by  majority  vote  of  the  delegates  present.  Any  resolution  which  does  not 
qualify  in  accordance  with  the  aforesaid  provisions  for  consideration  as  regular  business  may  be  accepted  for  action  by 
a majority  vote  of  the  delegates  present  and,  if  so  accepted,  shall  he  referred  at  once  by  the  Speaker  to  a reference  com- 
mittee. Any  such  reference  committee  shall  consider  resolutions  referred  to  it  and  shall  report,  luith  recommendations  to 
the  House  before  adjournment  of  the  meeting. 

PROPOSED  AMENDMENTS  TO  THE  BYLAWS 


The  following  proposed  amendments  to  the 
gates  on  April  26,  1966  and  were  tabled  for 
meeting  of  the  House  of  Delegates. 

In  accordance  with  the  Bylaws,  these  amend 
"on  one  or  more  occasions  prior  to  the  next 
shall  be  taken  off  the  table  and  acted  upon  by 

INTRODUCED  BY  THE  COUNCIL: 

I.  To  delete  or  change  the  name  of  certain  com- 
mittees, and  make  editorial  corrections. 

(a)  To  delete  the  “Conference  Committee  for  the 
Improvement  of  Care  of  the  Patient.” 

Article  X— Committees  of  the  (Council. 

Section  3.  Representati\ es  and  Advisors. 

.\mend  Paragraph  1.  Outline  to  delete  “Confer- 
ence Committee  . . . Patient’’.  Amend  Paragraph  9. 
Conference  Committee  . . . Patient  to  delete  the  en- 
tire paragraph,  and  renumber  Paragraphs  10-16  to 
become  Paragrtiphs  9-15. 

(b)  To  change  the  name  of  the  Advisory  Com- 
mittee on  Medicare  Plan,  etc.  to  avoid  confusion 
with  P.L.  89-97  (Medicare  for  the  Aged). 

.\i  tide  X— Committees  of  the  Council. 

Section  3.  Representatives  and  Advisors. 


Bylaws  were  presented  to  the  House  of  Dele- 
consideration  and  action  at  the  next  regular 

ments  will  be  published  in  Connecticut  Medicine, 
meeting  ...  at  which  meeting  the  amendments 
the  House  of  Delegates." 

.Amend  Paragraph  1.  Outline  to  list  this  commit- 
tee as:  “Advisory  Committee  to  the  Office  of  De- 
pendents Afedical  Care  and  Federal  Employees 
Health  Benefits  Program”. 

.Amend  Paragraph  3 to  read:  “.Advisory  Com- 
mittee to  the  Office  of  Dependents  Medical  Care 
and  Federal  Employees  Health  Benefits  Program”, 
and  make  editorial  changes  in  the  first  paragraph 
of  the  descriptive  text  as  follows: 

“T  he  Council  shall  elect  aimually  an  .Advisory 
Committee  to  the  Office  of  Dependents  Medical  Care 
and  the  Federal  Employees  Health  Benefits  Progiam 
and  apjtoint  the  (Tiairman  thereof.”  (T  he  balance 
of  the  text  remains  the  same)  . 

(c)  To  include  other  medical  schools  within  Con- 
necticut in  the  “Committee  on  Cooperation  with 
the  Yale  School  of  Medicine”  and  to  stimulate 
initiath’e  in  the  Committee. 
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Article  XI— Divisional  Boards  and  Committees. 

Section  3.  Divisional  Standing  Committees. 

Amend  second  listed  committee  name  in  (A) 
Education  and  Hospitals  Division  to  read:  “Com- 
mittee on  Cooperation  with  the  Medical  Schools  of 
Connecticut”. 

Section  5.  Duties  of  Standing  Committees. 

Amend  Paragraph  2 to  read:  “Committee  on 
Cooperation  with  the  Medical  Schools  of  Connecti- 
cut”, and  make  editorial  changes  in  the  text  to  con- 
form with  the  change  in  name  and  broadening  of 
the  scope  of  the  Committee  as  follows: 

“The  Council  annually  shall  nominate  to  the 
House  of  Delegates  a Committee  on  Cooperation 
with  the  Medical  Schools  of  Connecticut  to  consist 
of  not  less  than  three  nor  more  than  seven  members 
and  shall  nominate  the  chairman  thereof.  The 
function  of  the  committee  shall  be  to  study  the  edu- 
cational programs  of  the  medical  schools,  to  provide 
information  for  members  of  the  Society  and  for 
the  faculties  and  governing  bodies  of  the  medical 
schools  on  matters  related  to  this  subject  and,  as 
occasion  arises,  to  enlist  the  support  of  members  of 
the  Society  in  assisting  the  medical  schools  in  its 
educational  programs.  The  Committee  should  take 
initiative  in  develojring  such  activities,  as  well  as 
coojrerating  with  the  medical  schools  when  re- 
quested.” 

(d)  To  recognize  the  seharation  of  the  Sections 
on  Ophthalmology  and  Otorhinolaryngology. 

Article  XI— Divisional  Boards  and  Committees. 

Section  5.  Divisional  Standing  Committees. 

Amend  Paragraph  20.  Committee  on  Eye  Care 
by  deleting  the  words  (starting  at  the  end  of  line 
six)  “Ear,  Nose  and  Throat”. 

(e)  To  completely  delete  reference  to  a “Liaison 
Committee  with  CMS,  Inc.” 

Article  XI— Divisional  Boards  and  Committees. 

Section  5.  Divisional  Standing  Committees. 

\mend  Paragraph  13.  Committee  on  Third  Party 
Payments  by  deleting  the  words  (starting  in  line 
thirteen)  “those  of  the  Liaison  Committee  with 
CMS  or”. 

(f)  To  change  the  name  of  the  “Committee  on 
Emergency  Medical  Care”,  and  list  same. 

Article  X— Committees  of  the  Council 

Section  3.  Representatives  and  Advisors. 

This  Committee  was  reactivated  in  1961,  but  has 
not  been  listed  in  the  Bylaws.  Further,  the  Council 
has  already  approved  a change  in  name  to:  “Com- 
mittee on  Disaster  Medical  Care”.  It  would  seem 
logical  to  place  this  Committee  under  Section  3 of 
Article  X (Council  “Representatives  and  Ad- 
visors”), designate  it  as  “advisory,”  and  describe  its 
composition  and  functions,  as  follow's: 


Amend  Paragraph  1.  Outline  by  adding:  “Ad- 
visory Committee  on  Disaster  Medical  Care” 

Amend  Section  3.  Representatives  and  Advisors 
by  adding  a new  Paragraph  17,  to  read: 

“Par.  17.  Advisory  Committee  on  Disaster  Medi- 
cal Care.  The  Council  shall  annually  elect  an  Ad- 
visory Committee  on  Disaster  Medical  Care,  to 
consist  of  not  less  than  six  members,  and  appoint 
the  chairman  thereof.  The  purposes  of  this  commit- 
tee shall  be  to  study  and  keep  informed  on  matters 
pertaining  to  the  planning  of  programs  designed 
to  provide  continuing  medical  care  to  the  people  of 
Connecticut  under  disaster  conditions:  to  cooperate 
with  other  agencies  in  the  State  engaged  in  similar 
activities:  and  to  report  and  make  recommendations 
to  the  Council  concerning  these  matters.” 

II.  To  change  the  composition  of  certain  commit- 
tees. 

(a)  To  enlarge  the  “Committee  on  Mental 
Health”  and  define  the  composition. 

The  Chairman  of  this  Committee  recommends 
that  it  be  enlarged  to  ten  meml:)ers  (from  present 
eight) , and  that  a majority  (but  not  more  than 
six)  of  members  be  psychiatrists.  For  convenience, 
it  would  appear  desirable  to  increase  the  present 
term  of  office  from  four  years  to  five  years. 

Article  XI— Divisional  Boards  and  Committees 

Section  3.  Divisional  Standing  Committees 

Amend  Paragraph  25.  Committee  on  Mejital 
Health  to  read  as  follows: 

“Par.  25.  Committee  on  Mental  Health.  The 
Council  shall  annually  nominate  to  the  House  of 
Delegates  ttvo  members  to  serve  on  a Committee  on 
Mental  Health  and  shall  nominate  the  chairman 
thereof.  The  Committee  shall  consist  of  not  more 
than  ten  members  of  whom  a majority,  but  not 
more  than  six,  shall  be  psychiatrists,  each  of  whom 
shall  serve  for  five  years.  Such  nominations  shall  be 
made  in  such  manner  that  the  terms  of  two  mem- 
bers shall  expire  annually.”**  (The  balance  of  the 
text  of  Par.  25  remains  unchanged)  . 

(b)  To  increase  the  mejnbership  of  the  “Commit- 
tee on  Program  of  the  Scientific  Assembly” 

The  Chairman  of  the  Committee  for  1966  re- 
commends that  its  membership  he  increased  to  five 
members  (from  the  present  three),  and  that  con- 
sideration be  given  to  having  a proper  “mix”  of 
the  various  types  of  medical  practice.  Although 
the  chairman  suggests  that,  “an  internist,  a sur- 
geon, a general  practitioner,  a pediatrician  and  an 
obstetrician-gynecologist”  be  included,  it  luoitld  Jiot 

**  (At  the  Jiext  Annual  Meeting  of  the  House  of  Dele- 
gates following  the  adoption  of  this  amendment,  it  will  be 
necessary  to  extend  the  four-year  terms  of  the  then  eight 
incumbent  members  by  one  year,  and  to  nominate  two  new 
members  for  the  new  term  of  five  years.  Thereafter,  the 
amendment  luould  be  followed  as  written). 
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appear  icise  to  spell  this  out  in  the  Bylaws  and 
thereby  exclude  other  categories  of  practitioners 
from  sertnng  on  the  Committee. 

Article  XI— Divisional  Boards  and  Cioinmittces 

Section  5.  Duties  of  Standing  Cionnnittces 

Amend  Paragraph  7.  Committee  on  Program  of 
the  Scientific  Assembly  to  read  as  follows: 

“Par.  7.  Committee  on  Program  of  the  Scientific 
Assembly.  The  Council  shall  annually  nominate  to 
the  House  of  Delegates  one  member  of  a Committee 
on  Program  of  the  Scientific  Assembly  for  a term 
of  five  years.  The  Committee  shall  consist  of  hve 
members,  of  whom  not  more  than  one  member  shall 
represent  a single  tyjie  of  medical  practice,  each  to 
serve  for  a term  of  five  years.  Phe  chairman  of  the 
Committee  shall  be  the  member  whose  term  w’ill 
expire  at  the  end  of  his  fifth  year  in  office.”**  (the 
balance  of  the  jiresent  text  of  Par.  7 remains  un- 
changed) . 

(c)  To  limit  the  membership  of  the  “Committee 
on  Rural  Health”. 

The  incumbent  chairman  of  this  Committee  feels 
it  is  “too  large  to  meet  effectively  and  for  the  work 
to  be  done.”  The  present  Bylaios  specify  “not  less 
than  five  members”  and  the  1965-66  Committee  had 
twelve  members. 

Article  XI— Divisional  Boards  and  Committees. 

■Sectioti  5.  Duties  of  Standing  Committees 

I'he  text  of  Paragraph  29.  Committee  on  Rural 
Health  to  be  amended  to  read  (in  lines  3-4)  : “not 
more  than  8 members  and  shall  nominate  the  chair- 
man thereof.” 


III.  To  define  the  eligibility  requirements  for 
mejnbership  in  a Section  of  the  Society’s  Scientific 
.-issembly  and  to  establish  uniformity  in  this  regard 
among  the  Sections. 

On  several  occasions,  the  point  has  come  up  that 
in  the  proposed  bylaws  of  groups  of  CSMS  members 
requesting  authorization  to  form  a Section  of  the 
Scientific  Assembly,  and  also  in  the  bylaxos  of  several 
existing  Sections,  provision  is  made  to  limit  mem- 
bership, all  or  in  part,  to  CSMS  xnembers  who  also 
have  other  specific  qualifications;  i.e.,  certification 
by  a specialty  board,  active  membership  in  another 
medical  organization,  etc. 

**  (.41  the  next  .Annual  Meeting  of  the  House  of  Dele- 
gates folloxuing  the  adoption  of  this  amendment,  two  mem- 
bers of  the  then  incumbent,  three-member  committee  will 
have  one  and  two  years  xemaining  to  serve,  respectively,  the 
member  having  one  year  to  go  becoming  chairman.  For 
this  reason,  and  at  that  Annual  Meeting  only,  it  xvill  be  neces- 
sary to  nominate  one  new  member  for  a three  year  term;  one 
new  member  for  a four  year  term;  and  one  new  member  for 
a five  year  term.  Thereafter,  only  one  new  member  xvould  be 
nominated  annually  in  accordance  with  the  amendment  as 
written). 


.Vrticle  VIII— Scientific  .\ssembly 

Section  2.  Meetings 

.Amend  Paragraph  2.  Sections  by  deleting  entire 
present  jraragraph  and  substituting  therefor  the 
following; 

Par.  2.  Sections 

(.A)  Purposes:  To  conduct  the  work  of  the  Scien- 
tific .Assembly  and  for  related  purposes,  the  for- 
mation of  .Sections  of  the  .Society  may  be  authorized 
by  the  House  of  Delegates. 

(B)  Authorization : .Sections  of  the  Scientific  As- 
sembly may  be  created  or  discontinued  by  the  House 
of  Delegates  in  accordance  with  .Article  V,  Section 
1.  of  these  Bylaws.  .Any  group  of  physician  members 
of  the  Society  having  a common  interest  in  a 
recognized  branch  of  medicine  may,  through  appli- 
cation filed  with  the  Council,  petition  the  House 
of  Delegates  for  authorization  to  form  a .Section  in 
that  recognized  branch  of  medicine. 

(C)  Petition:  .A  petition  to  the  House  of  Dele- 
gates for  authorization  to  form  a Section  shall  be 
submitted  first  to  the  Council.  It  shall  be  in  writing 
and  include  a roster  of  interested  members,  officers 
pro  tern,  atid  a set  of  bylaws  which  contain  the  pur- 
poses of  the  Section  and  the  provisions  for  granting 
membership,  assessment  of  dues  and  the  election  of 
officers.  Such  petition  shall  be  examined  by  the 
Council  and,  if  found  to  be  in  order,  shall  be  trans- 
mitted to  the  next  regular  meeting  of  the  House 
of  Delegates  with  recommendation. 

(D)  Membership:  It  is  the  intention  of  the 
House  of  Delegates  that  the  sole  qualifications  for 
physician  membership  in  a Section  of  the  Scientific 
Assembly  .shall  be  (1)  .Active  or  Life  Membership 
in  good  standing  in  the  Society,  and  (2)  a bona 
fide,  demonstrable  interest  in  the  work  of  the  Sec- 
tion; and  that  there  shall  not  be  other  contingent 
qualifications  for  such  membership.  Questions  con- 
cerning these  qualifications  shall  be  resolved  by  the 
Council. 

(E)  Officers:  Each  Section  shall  have,  as  officers, 
a chairman  and  a secretary  and  such  other  officers 
as  the  members  of  the  .Section  may  deem  advisable, 
each  to  be  elected  by  the  voting  members  of  the 
Section  during  the  annual  meeting  of  the  Scientific 
.Assembly  and  to  serve  for  one  year.  The  rights  to 
vote  and  hold  office  in  a Section  shall  be  limited 
to  physician  members  of  the  .Society  who  are  in 
good  standing. 

(E)  Meetings:  Each  Section  shall  hold  a meeting 
during  the  course  of  the  annual  meeting  of  the 
Scientific  .Assembly  and  at  such  other  times  as  the 
members  or  officers  may  deem  advisable.  The  officers 
of  each  Section  shall  arrange  the  programs  for  the 
annual  meeting  during  the  Scientific  Assembly  in 
accordance  with  rules  established  by  the  Council 
and  the  House  of  Delegates. 
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SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 
Wednesday,  October  12,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Hess,  Gardner,  W.  Martin, 
Brandon,  M.  Caplan,  Polivy,  Rogol,  Grendon, 
Egan,  Abbot,  Spitz,  Hastings,  Shepard,  Ayres, 
Nolan,  Ciccarelli,  Cramer,  Fabro,  Grant,  Petrie, 
Pelz,  Wilson  and  Roch.  Also  present:  Mrs.  Lind- 
quist, Mr.  Villano,  Mr.  Chilcoat  (AMA)  and  Dr. 
Richards.  Absent  were:  Drs.  Bradley,  H.  Caplan, 
Weise,  Sr.,  Goldberg  and  Palomba. 

II.  Routine  Business 

Approval  Of  Minutes 

As  printed  and  distributed,  it  was  VOTED  to 
approve  the  minutes  of  the  meeting  of  August  24, 
1966. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Norman  J.  Barker,  R.F.D.  Canton  Center,  Col- 
linsville (HCMA) 

George  C.  Finley,  50  Farmington  Avenue,  Hart- 
ford (HCMA) 

Appointment— Representative  To  Regional 
Medical  Program 

It  was  VOTED  to  appoint  William  R.  Richards, 
New  Haven,  as  a representative  of  the  Society  on 
a conference  subcommittee  of  state  health  organ- 
izations which  will  assist  the  Advisory  Board  to 
the  Regional  Medical  Program  being  planned  for 
Connecticut  under  the  auspices  of  the  Yale  Univer- 
sity and  UConn  Medical  Schools,  as  provided  for 
under  P.L.  89-239— Heart  Disease,  Cancer,  Stroke, 
i and  Related  Diseases  (DeBakey  legislation). 

. Appointments  To  C5M5  Committee  On  Public  Health 

I On  recommendation  of  the  PH  Committee,  it 
jwas  VOTED  to  appoint  two  members  of  the  So- 
jciety  to  membership  on  the  Committee  for  the  bal- 
|ance  of  the  1966-67  term,  as  follows:  Spencer  F. 
(Brown,  Darien;  Howard  W.  Smith,  New  Haven. 
(Dr.  Brown  is  currently  serving  as  chairman  of  the 
I PH  Committee’s  Technical  Medical  Advisory  Com- 
jmittee  on  Crippled  Children,  and  Dr.  Smith  as 
j chairman  of  the  similar  Advisory  Committee  on 
'Hearing  and  Speech. 

] Resignation— Editorial  Committee 

It  was  VOTED  to  accept,  with  regret,  the  resig- 
nation of  Hugh  F.  Lena,  New  London,  as  a mem- 
jber  of  the  Editorial  Committee  of  the  Journal.  Un- 
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less  nominations  for  replacement  of  Dr.  Lena  are 
received  subsequently,  the  vacancy  created  by  his 
resignation  will  be  hlled  by  the  Nominating  Com- 
mittee for  1967-68. 

Date  Of  Next  Meeting 

The  next  meeting  of  the  Council  will  be  held 
on  Thursday,  November  17,  1966. 

III.  Old,  New  And  Special  Business 

Report— Delegates  To  The  Council  Of  New  England 
State  Medical  Societies 

It  was  VOTED  to  accept  as  information,  with 
thanks,  the  report  hied  by  Oliver  L.  Stringheld, 
Stamford,  chairman  of  the  CSMS  Delegation  to  the 
CNESMS,  on  the  proceedings  of  the  semi-annual 
meeting  of  the  CNESMS,  Portsmouth,  N.  H.,  May 
21,  1966.  In  connection  with  Dr.  Stringheld’s  re- 
port, it  was  VOTED  to  ask  the  CSMS  Committee 
on  Medical  Economics  and  Insurance  to  review  the 
CNESMS’  Investment  and  Annuity  plans  for  physi- 
cians in  the  six  New  England  States,  and  to  report 
to  the  Council  the  Committee’s  valuation  of  same. 

Report— Representative  To  AMA  Conference 
On  Infant  Mortality 

It  was  VOTED  to  accept  as  information,  with 
commendation,  the  report  hied  by  Samuel  D. 
Rowley,  Hartford,  on  his  attendance  at  this  Con- 
ference, San  Francisco,  August  12-13,  1966.  Dr. 
Rowley  is  chairman  of  the  CSMS  Committee  on 
Perinatal  Morbidity  and  Mortality,  and  repre- 
sented the  Society  at  the  Conference.  Copies  of  the 
report  have  been  distributed  to  the  CSMS  Com- 
mittees on  Perinatal  Morbidity  and  Mortality,  Ma- 
ternal Morbidity  and  Mortality,  and  Public  Health. 

Report — Representative  To  AMA  Conference 
On  Rehabilitation 

It  was  VOTED  to  accept  as  information,  and 
with  commendation,  a report  hied  by  Alexander  }. 
Tutles,  Hartford,  on  the  proceedings  of  this  Con- 
ference, Chicago,  September  8-9,  1966.  Dr.  Tutles 
attended  the  Conference  as  a representative  of  the 
Society.  Copies  of  his  report  have  been  distributed 
to  the  CSMS  Committees  on  Rehabilitation,  Aging, 
and  Public  Health. 

Report— Representative  To  AMA  Regional  Conference 
On  Disaster  Medical  Care 

It  was  VOTED  to  accept  as  information,  and 
with  commendation,  a report  hied  by  John  Shouki- 
mas,  Hartford,  on  the  proceedings  of  this  Confer- 
ence, which  he  attended  as  a representative  of  the 
Society.  Copies  of  the  report  will  be  distributed 
to  members  of  the  CSMS  Committee  on  Disaster 
Medical  Care,  of  which  Dr.  Shoukimas  is  chair- 
man. 
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Report— Committee  On  Medicare-Medicaid  Experience 

It  was  VO  TED  to  accept  as  inlormation  copies 
of  the  minutes  of  a meeting  of  tliis  Committee, 
held  on  Septemlter  29,  19()(5.  Matters  concerning 
experience  with  Part  B of  Medicare  (from  the 
j)hysician’s  standpoint),  progress  made  toward  dis- 
cussing various  aspects  of  Title  XIX  (Medicaid) 
with  the  Welfare  Department,  and  other  miscel- 
laneous items  relating  thereto,  were  reported  on. 

Pursuant  to  receiving  this  information.  Dr.  S.  J. 
Martin  presented  an  informal  report  on  discus- 
sions held  on  October  10  between  CSMS  and  Con- 
necticut General  liaison  re[)resentatives.  It  appears 
that  the  over-all  experience  with  Medicare  B is 
heartening  to  the  carrier,  although  several  rather 
sticky  problems  remain  to  be  worked  out.  It  was 
V'Ol'ED  to  accept  this  report  as  information,  with 
the  expectation  that  the  minutes  of  the  liaison 
meeting,  when  finalized,  will  be  distributed  to  all 
members  of  the  Council.  It  was  further  VOTED 
to  direct  the  staff  to  prepare  and  publish  an  issue 
of  Connecticut  M.D.,  which  will  bring  this  Medi- 
care-Medicaid experience  to  the  attention  of  the 
membership. 

Report— Committee  On  Preliminary  Study  Of 
Censorship  Questions 

Continued  from  the  meeting  of  August  24,  addi- 
tional sections  of  the  Committee’s  report  on  the 
establishment  of  a “Judicial  Committee”  were  ap- 
proved. The  staff  was  reejuested  to  prepare  a draft 
of  a suitable  amendment  to  the  bylaws  which  would 
incorporate  the  provisions  approved  thus  far  by 
the  Council.  By  general  agreement.  Section  “D”  of 
the  rejKirt,  dealing  with  the  mechanism  for  apjieal 
from  disciplinary  decisions  of  the  component 
county  medical  associations,  will  be  taken  up  at 
the  next  meeting.  ’The  Council  took  cognizance  of 
the  amount  of  time  and  work  tvliich  had  gone  into 
the  preparation  of  this  lengthy  report,  and  it  was 
VOTED  to  commend  Dr.  Fabro  and  his  Commit- 
tee for  their  efforts. 

Reports  Of  The  President-Elect 

E.  I'remain  Bradley,  president-elect,  filed  infm- 
mational  reports  with  the  Council  on  meetings 
he  had  attended  in  recent  months.  The  reports 
and  the  actions  taken  thereon  follow: 

(a)  AMA  Public  Relations  Institute:  Dr.  Bradley 
reported  that  he  had  attended  portions  of  the  pro- 
gram of  the  PR  Institute,  Chicago,  August  24-26, 
and  expected  that  Mr.  Villano  (who  also  attended) 
would  inform  the  Council  about  the  highlights 
thereof.  Acting  on  his  recommendation  that  the 
Society  study  the  merits  of  a direct-billing  (indi- 
vidual responsibility)  program  set  up  by  the  Loinsi- 


ana  State  Medical  Society,  the  Council  VOTED  to 
refer  this  matter  to  the  CSMS  Committee  on  Third 
Party  Payments  for  study  and  report.  Pursuant  to 
this  action,  it  was  VOTED  to  also  refer  to  the 
Third  Party  Payments  Committee,  for  study  and 
report,  a suggestion  of  the  General  Manager  that 
the  Society  might  undertake  the  production  and 
distribution  of  a standard  “disclaimer,”  which,  in 
cases  where  assignment  of  benefits  was  taken,  coidd 
be  attached  to  the  claim  form  and  state  categorical- 
ly that  the  acceptance  of  assignment  is  not  acknowl- 
edgement that  the  payment  made  is  in  any  way 
related  to  the  j)hysician’s  tisual  (customary)  fee. 

(b)  Special  Meeting  of  the  Council  of  Xew  Png- 
land  Slate  Medical  Societies:  Having  attended  this 
meeting,  Boston,  September  10,  Dr.  Bradley  re- 
ported that  the  president  of  the  CNESMS  was 
anxious  to  find  ways  “to  make  the  New  England 
Council  more  elfective,”  feeling  that  “it  must  grow 
in  order  to  be  strong.”  The  meeting  also  concluded 
that  “there  should  be  more  cooperation  and  com- 
munication between  the  six  state  medical  societies 
abcjut  (joint)  activities,  particularly  before  chatiges 
were  made  in  existing  programs  or  new  ))rograms 
undertaken.”  It  was  VOTED  to  receive  this  report 
as  information. 

Pursuant  to  this  report,  the  Council  received  and 
considered  a resolution  adopted  by  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society, 
which,  jiointing  out  that  all  of  the  component  state 
societies  have  either  journals  or  newsletters,  ex- 
pressed objection  to  a non-society-sponsored  publi- 
cation (Massachusetts  Physician)  being  designated 
as  the  official  publication  of  the  CNESMS,  as  pro- 
posed by  its  Board  of  Trustees  on  September  11. 
.Although  no  official  notice  has  been  received  by 
the  Society  of  this  proposal  of  the  New  England 
Council’s  Board,  it  was  V'OTED  to  inform  the 
three  CSMS  Delegates  to  the  CNESMS  that  the 
CSMS  Council  does  not  approve  of  any  single  pub- 
lication being  designated  as  that  of  the  CNESMS, 
and  strongly  urges  that  existing  publications  of  the 
six  state  societies  be  used  to  disseminate  informa- 
tion about  activities  and  programs  of  the  New 
England  Council. 

Report— Committee  On  Third  Party  Payments 

Eiling  a report  on  a resolution  (House  of  Dele- 
gates, December  5,  1965)  referred  to  it  by  the  Coun- 
cil for  study,  the  Committee  recommended  the 
adoption  of  a substitute  resolution  for  the  one  sub- 
mitted in  1965  by  the  New  Haven  County  Medical 
Association.  I4ie  NHCMA  version  called  for  the 
Council  to  take  steps  to  attain  “the  institution  of 
payment  for  heretofore  unpaid  services  of  physi- 
cians (furnished)  to  local  and  state  in-hospital  and 


816 


Connecticut  Medicine,  November,  1966 


out-patient  welfare  recipients”;  to  seek  “provisions 
for  fee-for-service  attendance  at  privately  operated 
clinics  and  other  medical  care  facilities”;  and  to 
report  to  the  House  of  Delegates  the  Council’s  “ac- 
complishments” in  these  matters; 

It  was  VOTED  to  adopt  the  substitute  resolu- 
tion (with  minor  amendments)  recommended  by 
the  Committee,  and,  together  with  other  informa- 
tion relative  to  the  subject,  transmit  to  the  next 
meeting  of  the  House  of  Delegates  a comprehen- 
sive report  on  the  Council’s  “accomplishments”  in 
the  directions  called  for  by  the  original  NHCMA 
resolution.  The  substitute  resolution  reads  as  fol- 
lows: 

“Whereas:  In  the  past,  physicians  have  provided 
their  own  organized  system  of  private  charity  to 
indigent  patients;  and 

Whereas:  Governmental  and  other  agencies  have 
assumed  this  prerogative;  therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society  adoj^t,  as  official 
policy,  the  opinion  that  the  payment  of  usual  fees 
should  be  exiaected  by  physicians  in  private  prac- 
tice in  return  for  their  professional  services,  where- 
ever  and  whenever  rendered  to  any  and  all 
patients.” 

Resolution— Litchfield  County  Medical  Association 

It  was  VOTED  to  approve,  and  to  recommend 
its  adoption  by  the  House  of  Delegates,  a resolu- 
tion submitted  by  the  Litchheld  County  Medical 
Association  which  reads  as  follows: 

“Be  It  Resolved:  That  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society  express 
the  opinion  that,  in  the  best  interests  of  the  Con- 
necticut public  and  the  Connecticut  medical  pro- 
fession, the  Medical  School  of  the  University  of 
Connecticut  should  be  oriented  toward  the  educa- 
tion of  family  doctors,  in  order  to  help  remedy  the 
shortage  of  such  doctors  in  the  State;  and  be  it 
further 

Resolved:  That  a copy  of  this  resolution  be  sent 
to  the  Governor  of  Connecticut,  the  Dean  of  the 
University  of  Connecticut  Medical  School  and  the 
Chairman  of  its  Board  of  Trustees.” 

Communication  Re  Health  Education  Of  Teenagers 

Through  communication  with  President  Hess, 
Morris  A.  Wessel,  New  Haven,  informed  the  Coun- 
cil of  his  hopes  that  the  Society  and  its  component 
county  associations  might  play  an  effective  role  in 
the  areas  of  meaningful  health  education  and 
medical  counsel  for  teenagers,  particularly  with  re- 
spect to  the  biological  facts  of  human  reproduc- 
tion, venereal  disease,  and  “unplanned  parent- 
hood” facing  unwed  boys  and  girls.  Expressing 


thanks  to  Dr.  Wessel  for  bringing  this  matter  to 
the  attention  of  the  Council,  it  was  VOTED  to  re- 
quest Dr.  Hess  to  bring  Dr.  Wessel’s  views,  and 
offer  of  assistance,  to  the  attention  of  the  Commit- 
tee on  Public  Health,  and  to  recpiest  that  Commit- 
tee to  prepare  and  submit  to  the  Council  a report 
and  recommendations  concerning  the  possible  im- 
plementation of  Dr.  Wessel’s  ideas  by  the  Society 
and  its  component  associations. 

Request — Connecticut  Commission  On  Services 
For  Elderly  Persons 

Brought  to  the  Council’s  attention  by  the  State 
Commissioner  of  Health  was  a request  of  the  Con- 
necticut Commission  on  Services  for  Elderly  Per- 
sons that  the  Society  prepare  and  submit  to  the 
Commission  a listing  of  all  physicians  in  the  State 
who  are  “competent  in  the  held  of  geriatrics,”  such 
list  to  be  made  available  to  persons  age  65  and  over 
who  request  it  from  the  Commission.  Voicing  the 
opinion  that,  at  present,  geriatrics  is  not  a recog- 
nized “specialty”  in  medical  practice  (like  pedi- 
atrics, surgery,  etc.),  and  that  there  are  few  if  any 
disease  conditions  which  are  limited  to  the  elderly, 
it  was  VOTED  to  refer  the  Commission’s  request 
to  the  Committee  on  Aging  for  study  and  report  to 
the  Council. 

Report— Committee  On  Postgraduate  Education 

Having  received  a report  from  the  Committee 
on  Postgraduate  Education  concerning  experience 
with  the  annual  Clinical  Congress  (including  the 
one  held  in  September,  1966),  it  was  VOTED  to 
accept  the  report  of  the  Committee  and  to  approve 
its  recommendations  as  follows: 

(a)  That  no  Clinical  Congress  be  planned  for  or 
conducted  in  1967. 

(b)  That  the  Committee  continue  to  evaluate 
other  approaches  to  postgraduate  education  in 
Connecticut  which  might  be  implemented  as  func- 
tions of  the  Society. 

Request — Committee  On  Aging 

Having  previously  approved  the  Committee- 
formulated  “guiding  principles”  on  utilization  re- 
view committees  for  extended-care  facilities,  and 
for  the  participation  of  physicians  in  same,  and 
having  authorized  the  Committee  to  assist  indi- 
vidual facilities  or  groups  of  facilities  in  any  area 
to  obtain  physicians  to  serve  on  such  utilization 
review  committees,  the  Council  VOTED  to  urge 
the  component  medical  associations  and  city  medi- 
cal societies  to  cooperate  with  the  Committee  on 
Aging  to  obtain  interested  and  qualihed  local 
physicians  for  this  purpose.  It  is  understood  that 
the  medical  associations  and  societies  would  only 
be  asked  to  cooperate  when  the  Committee  on 
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Aging  lias  received  an  appeal  for  assistance  in  ob- 
taining a URC  from  one  or  more  facilities  operat- 
ing in  their  respective  areas.  I'lie  recpiest  of  the 
Committee  was  accompanied  (as  information)  hy  a 
document  titled:  “Suggested  Gtiide  for  Organiza- 
tion and  Comjjosition  of  Community-Based  Util- 
ization Review  Committees.”  This  document  out- 
lines the  modus  operandi  for  such  URC’s,  the 
terms  of  participation  for  physicians,  etc.,  and  has 
been  approved  tri-laterally  hy  the  Commissioner 
of  Health,  the  Connecticut  Association  of  Ex- 
tended Care  Facilities  and  the  Committee  on 
Aging. 

Semi-Annual  Meeting — CS/tlS  House  Of  Delegates 

It  was  VOTED  to  accept,  with  thanks,  the  in- 
vitation extended  hy  the  Council  members  from 
the  Hartford  County  Medical  Association  to  have 
HCM.A  host  the  semi-annual  meeting  of  the  House 
of  Delegates  in  the  Hartford  area  during  the  first 
week  or  ten  days  of  December.  If  possible,  the  place 
is  to  be  the  Hartford  Hilton  Hotel,  and  the  date, 
either  the  6th,  7th  or  8th  of  December. 

i\.B.‘  The  furcgoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  October 
J2,  1966.  Detailed  minutes  of  the  meeting 
are  on  file  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 

NEW  MEMBERS 

Harifori)  County 

Temby  R.  ,\igall,  Glastonbury 
Stanton  H.  .•Vvitaliile,  Glastonbury 
F.liot  B.  Barron,  New  Britain 
Edwin  E.  Bowe,  Hartford 
Robert  R.  Bower,  Hartford 
Donald  F.  Bradley,  Jr.,  Hartford 
C.barles  .\.  Bncknain,  Hartford 
John  'F.  l)e  Maio,  Hartford 
Robert  J.  Dobrow,  Hartford 
Ridren  Fialkoff,  ^^anchester 
S.  Martin  Harwin,  New  Britain 
.Mkis  loannides,  Hartford 
l.ewis  P.  James,  Jr.,  Hartford 
I beodore  H.  Johnson,  New  Britain 
Stanley  J.  Keating,  Jr.,  Hartford 
.\lan  U.  Klatsky,  Hartford 
David  R.  Nfoloney,  Hartford 
Christopher  F.  O'Connor,  (ilastonbnry 
John  F.  Raycroft,  Hartford 
Mervin  Rosenberg,  Hartford 
James  E.  C.  Walker,  Hartford 
H.  Kirk  \Vatson,  Ffartford 
Fhomas  J.  Zactheo,  New  Britain 

Fairfield  County 

Stuart  H.  Bender,  ^Vestport 
-Allen  C.  Chamberlin,  Stamford 


Thomas  D.  Cocco,  Bridgeport 
Judith  S.  Cohen,  Stamford 
I luda  E T.  Fabrizio,  Norwalk 
David  N.  Franklin,  A\'ilton 
Jerome  J.  Klein,  Norwalk 
Samir  E.  Marrash,  Bridgeport 
Bernard  J.  Meehan,  Newtown 
Fhomas  J.  O'Neil,  Redding 
-Arthur  H.  Ro.senberg,  Greenwich 
Paul  L.  Schulman,  Norwalk 
John  -A.  Semmelmeyer,  III,  Westport 
Tennis  van  der  Veen,  Norwalk 
Fhomas  J.  Walsh,  Stamford 
Oliver  S.  AVinter,  Norwalk 


1967  MEETINGS 

January  17-19  — New  England  Postgraduate 
Assembly  will  be  held  at  the  Statler  Hilton 
Hotel,  Boston,  Massachusetts.  Advance  Pro- 
gram will  be  sent  in  early  December. 

April  12-13  — Seminar  on  Hospital  Infections 
in  Connecticut  to  be  sponsored  jointly  by  the 
Connecticut  State  Medical  Society,  Connecti- 
cut Hospital  Association,  Yale  University 
School  of  Medicine,  the  Connecticut  State  De- 
partment of  Health  and  the  Communicable 
Disease  Center  of  the  Public  Health  Service. 

April  25-27—  175th  Annual  Meeting  of  the 
Connecticut  State  Medical  Society  to  be  held 
at  the  Hartford-Hilton  Hotel,  Hartford,  Con- 
necticut. 


^PHYSICIANS'  PLACEMENT  SERVICE 
CONNECTICUT  STATE  MEDICAL  SOCIETY 

Are  you  looking  for  on  opportunity  to  practice  in  Connecticut? 
Do  you  need  an  associate  or  partner?  Are  there  towns  in  your 
area  in  need  of  additional  physicians?  If  your  answer  is  YES  to 
any  of  the  above  questions,  contact: 

*Physicians^  Placement  Service 
Connecticut  State  Medical  Society 
160  St.  Ronan  Street 
New  Haven,  Connecticut  06511 

* No  fee  for  this  service. 
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special  Article 


History  Of  Section  On  Anesthesiology  Of  The 

Connecticut  State  Medical  Society 


1897  Asylum  Avenue 

West  Hartford,  Conn. 

February  17,  1966 

Dr.  Stevens  J.  Martin,  Chairman 
Dept,  of  Anesthesiology 
St.  Francis  Hospital 
114  Woodland  Street 
Hartford,  Connecticut 

Dear  Steve: 

You,  as  Chairman  of  the  Committee  on  History 
in  the  State  Medical  Society’s  Section  on  Anesthesia 
asked  me  to  dig  up  from  memory  or  from  records 
available  to  me  the  circumstances  that  contributed 
to  the  establishment  of  a Section  on  Anesthesia.  It 
is  for  purpose  of  fulfilling  my  responsibility  to  you 
that  I write  this  letter. 

In  the  early  autumn  of  1936,  it  was  noted  that  the 
Connecticut  State  Medical  Society  lacked  a Section 
on  Anesthesiology  or  any  affiliated  club  or  organ- 
I ization  to  correspond  to  the  Horace  Wells  Club 
that  the  dentists  of  Connecticut  had  founded  in 
1894  to  honor  the  memory  of  the  discoverer, 
demonstrator  and  proclaimer  of  the  anesthetic 
properties  of  nitrous  oxide.  It  seemed  appropriate, 
although  too  long  delayed,  that  a parallel  organ- 
ization within  the  ranks  of  organized  medicine 
might  well  be  established  to  foster  progress  in 
anesthesiology  in  the  State  in  which  Horace  Wells 
was  practicing  dentistry  at  the  time  of  his  discov- 
ery of  the  anesthetic  properties  of  nitrous  oxide, 
i The  circumstances  of  that  “giant  step  forward” 
have  been  told  and  retold  many  times.  I will  not 
recount  the  events  that  made  Horace  Wells  an 
unforgettable  figure  in  the  discovery  of  anesthesia, 
the  modality  that  with  antisepsis  and  later  asepsis 
made  the  development  of  modern  surgery  possible. 

It  is  noteworthy  that  in  1936  we  were  nationally 
in  the  process  of  recovery  from  the  Great  Depres- 
sion of  1929  to  1932.  Medicine  was  feeling  the  urge 
; to  once  again  progress  in  terms  of  organization, 
I education  and  research  leading  to,  for  example,  the 
I stirrings  toward  formation  of  the  American  Board 


Ralph  M.  Tovell,  M.D. 

of  Surgery  with  Anesthesiology  given  temporarily 
a place  with  it  as  the  American  Board  of  Anesthesi- 
ology both  stemming  from  the  Section  on  Surgery, 
General  and  Abdominal,  of  the  American  Medical 
Association.  Later  the  American  Board  of  Anes- 
thesiology was  to  have  independent  status  with  a 
Section  on  Anesthesia  separate  from  the  Section  on 
Surgery  within  the  A.M.A.’s  organization.  To  get 
back  to  my  theme,  the  Connecticut  State  Medical 
Society  fostered  the  establishment  of  a new  medical 
journal  to  be  known  as  The  Journal  of  the  Con- 
necticut State  Medical  Society.  The  first  issue  was 
pulilished  in  August,  1936,  under  the  able  editor- 
ship of  Stanley  B.  Weld,  M.D.,  of  Hartford. 

Progress  had  been  made  in  another  direction, 
namely  the  opening  of  a central  office  of  the  Con- 
necticut State  Medical  Society  at  258  Church 
Street,  New  Haven,  with  Creighton  Barker,  M.D., 
as  Administrative  Secretary;  Charles  W.  Comfort, 
M.D.,  as  Legislative  Secretary;  Stanley  B.  Weld, 
AI.D.,  Secretary  on  Scientific  Work.  Jas.  R.  Miller, 
M.D.,  a prominent  obstetrician  and  gynecologist  of 
Hartford  was  Treasurer  of  the  Society  and  H. 
Cildersleeve  Jarvis,  M.D.  of  Hartford  was  the 
Councillor  from  Hartford  County.  The  President 
of  the  Society  in  that  year,  1936-1937,  was  Daniel 
C.  Patterson,  M.D.,  of  Bridgeport  and  the  Vice 
Presidents  of  the  Society  were  Thatcher  W.  Wor- 
then,  M.D.  of  Hartford  and  Hugh  B.  Campbell, 
M.D.,  of  Norwich.  These  men  and  others  were  all 
known  to  me  to  be  interested  in  progress  and  im- 
provement in  anesthesia  and  they  were  in  favor  of 
fostering  a Section  on  Anesthesia  in  the  State  So- 
ciety. When  the  project  was  brought  to  the  atten- 
tion of  Dr.  C.  Barker,  the  Administrative  Secretary, 
I was  advised  to  call  a meeting  of  those  primarily 
interested  in  formation  of  such  a Section  to  obtain 
a vote  of  a majority  of  those  present  requesting 
that  the  matter  be  brought  before  the  Council  of 
the  Society. 


DR.  RALPH  M.  TOVELL,  Director,  Dept,  of  Anesth., 
Hartford  Hospital,  Hartford,  Conn.— 1936  to  1963,  retired. 
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A meeting  for  that  purpose  was  convened  on 
Afarch  23,  1937  in  the  ]»o;ird  Room  at  Hartford 
Hospital  and  on  March  24th  a letter  was  written 
to  Dr.  Baiker  recpiesting  formal  recognition  for  a 
section  on  Anesthesia  in  the  Connecticut  State 
Medical  Society  to  which  Dr.  Barker  replied  on 
March  30,  1937  that  the  Connecticut  State  Afedical 
Society  has  formally  recognized  the  organization  of 
a Section  of  Anesthetists  in  the  State  Society. 

I'hus,  final  approval  of  our  objective  was 
achieved. 

Some  of  a yotmger  generation  may  ask  how 
achievement  of  this  goal  was  accomplished  ajjpar- 
etitly  so  easily  and  so  cpiickly  when  physicians 
limiting  their  practice  to  atiesthesia  in  the  State 
could  be  counted  on  the  fingers  of  one  hand  and 
certainly  the  primarily  interested  group  did  not 
tunnber  more  than  ten.  Prior  to  formal  approval 
being  granted,  elforls  were  made  to  bring  the  em- 
bryonic specialty  to  the  attention  of  the  medical 
profession  at  large  and  to  the  attention  of  indi- 
viduals in  key  positions  in  the  State  Society  specifi- 
cally. Aside  from  names  already  mentioned,  many 
others  had  been  contacted.  Among  those  in  Hart- 
ford I could  mention  such  stalwarts  as  VVhilter  R. 
Steiner,  E.  R.  Lampson,  A.  Al.  Rowley,  ]ohn  C. 
Rowley,  Robert  L.  Rowley,  Arthur  B.  Landry, 
Benedict  B.  Landry,  Clinton  1).  Denting,  AVhn. 
Dwyer,  tioward  W.  Brayton,  Richard  C.  Buckley, 
Cihas.  C7  Burlingame,  Orin  R.  Witter,  Edward  J. 
Whaleti,  John  A.  VV^entworth,  Claude  C.  Kelly, 
Christojther  }.  AfcCormack,  John  B.  AIcCook,  and 
many  other  ecjually  prominent  physicians  and  stir- 
geons  from  New  Haven,  Bridgeport,  Greenwich 
and  other  towns  scattered  throughotit  the  State. 

In  adtlition,  the  iunuial  meeting  of  the  Connecti- 
cut State  Afedical  Society,  held  at  the  ffotel  Strat- 
field,  Bridgeport,  Cionnecticut,  Afay  1 9th  and  20th, 
1937,  featured  on  its  program  and  immediately  fol- 
lowing the  Presidential  Address  by  Daniel  C.  Pat- 
terson a paper  entitled  “Idle  Recent  Revolution 
in  Anesthesia”  ( J.C.S.AI.S.;  1,  509,  1937)  by 
Harold  R.  Griffith,  Cdiief  Anesthetist,  Homeopathic 
Hospital,  Afontreal,  with  .Anthony  ].  Afendillo  of 
New  Haven  and  Jas.  R.  Aliller  of  Hartford  as  dis- 
cussants. At  4 P.AI.  that  same  afternoon  (Ihitrs. 
Alay  20th  1937)  a Section  meeting  with  Leonard 
E.  Del  \/ecchio.  Chairman,  presiding.  Lite  pro- 
gram included  three  papers  listed  as  follows: 
( J.C.S.AI.S.:  1,  283,  1937)  . 

1.  Preliminary  Report  on  the  Reorganization  of 
the  Section  on  Anesthesia,  Hartford  ffospital, 
by  Ralph  AI.  d'ovell.  Anesthetist,  Hartford 
Hospital  (j.Ci.S.AI.S.:  1,  371,  1937) 


2.  (diemical  Alediation  of  Nerve  Stimuli,  Louis 
Goodman,  AI.D.,  Dept,  of  Pharmacology,  i 
Vale  Ibiiversitv,  Ref:  J.C.S.AI.S.:  1,  173,  1937.  i 

. i 

3.  Analysis  ol  Pen-dural  Anesthesia  as  Em- 
ployed at  Grace  Hospital,  Brian  C.  Sword, 
Anesthetist,  Grace  Hospital,  New  Haven. 
(J.C.S.AI.S.:  If,  539,  1938) 

Another  speaker  on  the  general  program  was  an  I 
old  friend  of  mine  namely  Porter  P.  Vinson,  with  ! 
whom  I hatl  been  associated  at  the  Alayo  Clinic. 
He  was  listed  for  the  Alay  19th,  general  session  as 
follows: 

d he  Diagnosis  and  Ereatment  of  Primary  Ma- 
lignant Disease  of  the  Tracheobronchial  Tree, 
Porter  P.  A^itison,  Professor  of  Bronchoscopy, 
Afedical  College  of  Virginia,  Richmond,  Virginia 
with  Norm.  E.  Verdi  of  New  Haven  and  Jas.  J. 
Hennessy,  Hartford  as  discussants.  J.C.S.AI.S.:  1, 
351,  1937. 

As  an  aside  it  is  interesting  that  an  article  first 
appearing  in  the  J.A.AI..A.  Oct.  17,  1936  was  re- 
jniblished  in  Alay  1937  of  the  Journal  of  the  Con-  ■ 
nectient  State  Afedical  Society,  jiage  292.  It  was 
entitled  “Early  Arising  From  Bed  After  Operation” 
Paschoud  of  Lausanne  and  Elorchen  of  Frankfort 
were  mentioned  for  early  work  with  regard  to  the 
method  that  came  to  be  known  by  the  now  familiar 
term  “early  ambulation.” 

On  page  9 of  an  inserted  (after  page  350)  supple- 
ment in  Vol.  I of  the  J.C.S.AI.S.  among  the  Section 
Officers  for  1937-1938,  officers  of  the  Section  on 
anesthesia  were  listed  as  follows: 

(diairman,  Leonard  F.  DelVecchio,  763  Noble 
Avenue,  Bridgeport; 

Secretary,  Ralph  Af.  Tovell,  Hartford  Hospital, 
Hartford. 

(Apparently,  Dr.  B.  Sword  decided  for  personal 
reasons  that  he  could  not  serve  as  Chairman.)  ■ 

The  Clinical  Congress  was  held  September  21  to  > 
23,  1937  in  New  Haven,  Connecticut.  I'he  program 
(J.C.S.AI.S.:  I,  441,  1937)  lists  Dr.  Ralph  AI.  Tovell  1 
as  ]jarticipating  in  a Symposium  on  Caesarean  i 
Section.  I he  Section  Aleeting  on  Anesthesia  was  > 
conducted  as  a Joint  Aleeting  with  the  American  i 
Society  of  Anesthetists  with  Dr.  L.  F.  DelVecchio  ' 
acting  as  Cihairman.  The  meeting  was  held  in  the 
Auditorium  of  the  Sterling  Hall  of  Aledicine  at  i 
8:15  P.AI.  I’he  program  was  as  follows:  (J.C.S.AI.S.: 

I,  443,  1937) 

Dr.  Henry  S.  Ruth,  Philadelphia 
Problems  in  Resuscitation. 

Dr.  Louis  Goodman,  A4de  University 

The  Chemical  Alediation  of  Nerve  Stimuli. 

(J.C.S.AI.S.:  I,  473,  1937).  j 
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Dr.  Paul  M.  Wood,  New  York  City 

Modern  Anesthesia  in  Upper  Abdominal  Sur- 
ery. 

Dr.  Meyer  Saklad,  Providence,  R.  I. 

A Method  for  the  Collection  and  Analysis  of 
Anesthetic  and  Surgical  Statistics.  Published 
J.C.S.M.S.:  II,  119,  1938. 

The  fact  that  the  meeting  was  listed  as  a com- 
bined one  with  the  American  Society  of  Anesthe- 
tists deserves  some  explanation.  In  view  of  the  fact 
there  were  so  few  practicing  anesthetists  in  the 
State  of  Connecticut,  it  was  necessary  to  keep  or- 
ganization as  simple  as  possible.  A Chairman  and 
Secretary  were  named  for  each  year  and  each  served 
two  organizations,  the  Section  on  Anesthesia,  Con- 
necticut State  Medical  Society,  and  the  Component 
State  Society  of  the  American  Society  of  Anesthesi- 
ologists, Inc.  The  Section  meeting  held  in  New 
Haven  in  connection  with  the  Clinical  Congress 
received  the  support  of  the  American  Society  in 
that  one  of  its  regular  meetings  instead  of  being 
held  in  New  York  City  was  held  in  New  Haven. 
The  expenses  entailed  were  in  great  part  paid  by 
the  parent  Society  and  for  that  we  were  grateful. 
Speakers  came  from  as  far  away  as  Philadelphia 
and  Providence  and  some  of  those  attending  came 
from  equally  as  far  away.  The  support  of  our 
efforts  to  demonstrate  the  popularity  of  our  meet- 
ings was  very  gratifying.  We  were  given  support 
from  an  unexpected  source.  An  address  was  de- 
livered at  Trinity  College,  Hartford,  December 
11th,  1937  on  the  occasion  of  the  dedication  of  a 
pew  end  in  honor  of  Horace  Wells  by  the  Horace 
Wells  Club  of  Connecticut.  The  speaker  was  Wal- 
ter R.  Steiner  of  Hartford,  Connecticut.  His  topic 
was  “Horace  Wells  and  His  Discovery  of  Anesthe- 
sia.” His  paper  was  published  in  the  Journal  of 
Connecticut  State  Medical  Society,  II,  525,  (Nov.) 
1938.  An  autographed  photo  of  Horace  Wells  ap- 
pears in  the  same  issue,  II,  524  (Nov.)  1938. 

The  first  meeting  for  which  preparations  were 
made  after  final  approval  had  been  granted  May 
19,  1937  was  the  Annual  Meeting  of  the  Connecti- 
cut State  Medical  Society  held  at  Hotel  Griswold, 
Groton,  Connecticut  and  again  the  Section  Meet- 
ing was  a combined  one  with  the  American  Society 
of  Anesthetists.  The  program  was  announced  for 
4:00  P.M.,  2 June  1938,  as  follows:  (J.C.S.M.S.:  II, 
211,  1938) 

1.  An  Unfavorable  Reaction  Followina:  the  Ad- 

O 

ministration  of  Avertin.  Case  Report.  George 
A.  Wulp,  Hartford. 

2.  Discussion  of  Atelectasis.  Case  Report.  Harold 
F.  Bishop,  Hartford.  J.C.S.M.S.  II,  534  (Nov.) 
1938. 


3.  Physiology  of  Respiration.  Howard  W.  Hag- 
gard, New  Haven. 

This  was  followed  by  a dinner  meeting  at  6:30 
P.M.  at  which  B.  B.  Raginsky,  M.D.,  Montreal, 
P.Q.  was  the  guest  speaker.  The  title  of  his  paper 
was:  “Hypnotism  and  its  Relation  to  Anesthesia, 
with  Demonstration.”  The  meeting  was  attended 
by  approximately  45  for  dinner  and  another  15  or 
more  arrived  for  the  speech  and  demonstration. 
Audience  participation  was  a feature  of  the  pro- 
ceeding and  proved  to  be  popular  and  of  keen  in- 
terest to  all  attending.  J.C.S.M.S.  II,  527,  1938. 

At  the  time  of  the  Clinical  Congress  held  Sep- 
tember 20,  1938,  R.  Chas.  Adams,  M.D.  of  Roches- 
ter, Minnesota  presented  a paper  entitled  “Meth- 
ods of  Anesthesia  for  Operations  of  the  Head  and 
Neck.”  The  paper  was  published  in  the  Journal 
of  the  Connecticut  State  Medical  Society,  (II,  544, 
Nov.,  1938). 

Thus,  anesthesiology  was  launched  in  Connecti- 
cut as  a specialty  exciting  a growing  interest,  but 
without  beneht  of  a constitution,  except  for  accep- 
tance of  the  Constitution  of  the  American  Society 
of  Anesthesiologists,  Inc.,  and  Connecticut  State 
Aledical  Society.  There  were  too  few  of  us  to  war- 
rant more  than  a Chairman  and  Secretary.  They 
doubled  in  brass  for  our  dual  allegiance  to  Con- 
necticut State  Medical  Society  and  the  American 
Society  of  Anesthesiologists,  Inc. 

Concurrently,  there  were  stirrings  of  interest  and 
activity  in  other  directions.  A Founder’s  Group  of 
The  American  Board  of  Anesthesiology;  a subsidi- 
ary of  the  American  Board  of  Surgery  was  being 
considered  and  the  format  of  written  and  oral 
examinations  was  under  study  and  about  to  be  put 
to  the  trial.  Rumblings  of  the  need  for  a new  Jour- 
nal of  Anesthesiology  could  be  heard  and  plans 
were  being  made  to  provide  one.  Residencies  in 
Anesthesiology  were  being  started  and  curricula  to 
parallel  the  examinations  being  fostered  by  the 
American  Board  of  Anesthesiology  were  being  de- 
veloped. The  hrst  resident  at  Hartford  Hospital 
began  training  in  January  1937.  By  July  1964,  over 
200  candidates  had  been  trained  or  were  in  the 
process  of  being  trained  and  over  100  of  these  had 
been  certified  by  the  American  Board  of  Anesthesi- 
ology. In  1938  rumblings  of  conflict  in  Europe 
were  being  heard  and  the  hostilities  of  W.W.  II 
began  in  September  1939.  We  were  woefidly  pre- 
pared for  the  cataclysm  that  was  about  to  descend 
upon  us.  We  were  short  of  trained  personnel, 
standardized  items  of  equipment  and  military 
tables  of  organization  and  equipment  were  either 
obsolete  or  non-existent.  The  efforts  of  many  of 
us  were  steered  in  new  directions  toward  standard- 
ization of  equipment,  preparation  of  manuals  and 
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the  launching  ol  a Journal  of  Anesthesiology  in 
spite  of  the  fact  only  16  per  cent  of  the  member- 
ship of  the  A.S.A.  voted  for  it.  I'hose  responsible 
for  launching  the  Journal  were  not  deterred  by  the 
vote.  It  had  been  planned  and  decided  to  go 
ahead  with  the  project  in  spite  of  the  vote.  The 
only  question  was  whether  or  not  we  formed  a 
private  corporation  to  do  the  pultlishing  job.  Cer- 
taiidy,  the  membership  of  the  Society  had  repudi- 
ated the  idea  of  assuming  responsibility  for  the 
featherlc.ss  fledging.  Decision  was  reached  to  keep 
ownership  and  sponsorship  within  the  American 
Society  of  Anesthesiologists,  Inc.  The  membership 
of  the  Society  may  look  with  pride  at  the  present 


format  of  “Anesthesiology,”  its  circulation  of  sev- 
eral thousand  copies  each  issue  and  the  profits 
therefrom.  It  is  true  that  the  many  owe  a depth 
of  gratitutle  to  a few  for  disregarding  the  opinion 
poll  and  for  keeping  the  ownership  of  the  Journal 
within  the  Society. 

The  United  States  became  involved  in  World 
War  II  at  Pearl  Harbor  on  December  7,  1941  and 
for  most  of  us,  life  after  that  was  never  quite  the 
same. 

Yours  sincerely, 

Rai.ph 

(Ralph  M.  Tovell,  M.D.) 


Regional  Conference  On  Education  Of  Maladjusted  Children 

Public  .school  programs  for  “socially  and  emotionally  maladjusted  children” 
will  be  the  topic  of  three  Regional  Conferences  sponsored  by  the  Connecticut 
.Vssociation  for  Mental  Health,  the  Parent-Teacher  Association  of  Connecticut, 
and  the  Connecticut  State  Department  of  Education.  'Elie  Conferences  will  deal 
with  the  provisions  and  interpretations  of  Public  Act  20()  of  the  1965  General 
.Assemldy.  d'his  Act  rccjuires  all  local  and  regional  Boards  of  Education  to 
“provide  special  clas,se.s,  instruction  or  services”  for  socially  and  emotionally 
maladjusted  children  starting  September  1,  1967. 

I'he  Conferences  will  be  held  from  3:45  through  8:30  P.M.  on  Decemljer  (ith 
at  the  Montville  High  School  in  Montville,  on  December  7th  at  the  Central  High 
School  in  Bridgeport,  and  on  December  8th  at  the  Penny  High  School  in  East 
Hartford.  Dr.  Thomas  Mahan,  Jr.  will  serve  as  moderator  of  the  cotderences. 

Reservations  for  the  conferences  shoidd  be  made  through  the  Connecticut 
Association  for  Mental  Health,  1303  Chapel  Street,  New  Haven,  telephone, 
787-4228.  A charge  of  .'>2.75  will  be  made  for  dinner. 
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“‘Tranquilizer’  is  not  a good  word”’ 


''“T”HIS  classification  is  psychologi- 
I cally  too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."^ 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary^  a tranquilizer 
is  “an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference"*  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 

'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.® 

Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.* 

A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.* 

The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.'  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  flu phenazine."* 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.'  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Confraindicafions:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.' 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 


SEDATIVE  ANGOLYTIC  STANDARD 

iMPtrv  ■ iRinrv  r\AOc  nr 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

..  100 

15 

25  mgs. 

Triflupromazine 

100 

15  , 

0 25  mgs. 

Thioridazine 

90 

' 17 

25  mgs. 

Perphenazine 

•15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazihe 

3.5 

100 

2.5  mgs. 

‘adapted  from  Sainz^ 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information,  see  package  insert 
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775:577,  1959,  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N.J.,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Squibb 


1 'The  Priceless  Ingredient'  of  every  product 
[iy  is  the  honor  and  integrity  of  its  maker. 


Letters  To  The  Editor 


To  The  Editor: 

Do  you  believe  that  at  this  time  vectoreardiogiaphy  has 
any  advantages  over  tonveiitioiial  electrocardiography  in 
clinical  practice?  Thank  you. 

Yours  truly, 

S.  Rose,  M.D., 

Director,  Heart  Station 
The  Stamford  Hospital 

Stamford,  C;onnecticut 


Dear  Dr.  Rose: 

Some  years  ago  we  asked  ourselves  the  following  question. 
Is  the  heart  really  a dipole  so  that  it  can  he  treated  mathe- 
matically as  Augustus  Waller  suggested  in  1888  and  Eintho- 
ven  attempted  hy  his  mathematical  derivation? 

We  did  this  hy  establishing  the  field  function  on  the  sur- 
face of  the  body.*  We  found  several  unexpected  things.  First 
throughout  most  every  instant  of  the  ()RS  complex  in  the 
normal  man  there  was  a maximum  positive  and  a maximum 
negative  region,  hitt  in  many  abnormal  patients  and  in  some 
instants  of  the  normal  there  was  more  than  one  negative 
and  one  positive  pole,  often  two  separate  positive  poles  or 
two  negative  poles  or  both.  Ehis  was  unsettling  as  far  as 
the  dipole  concept  was  concerned  because  there  was  no 
single  electrical  axis. 

Further  unsettling  to  the  vector  concept  was  first  that  the 
equipotential  lines  in  the  negative  and  positive  distrihnion 
were  not  symmetrical  hut  very  distorted,  making  the  dipole 
concept  untenable. 

.\nother  unsettling  finding  was  that  when  we  drew  a line 
joining  the  maximum  negative  to  the  maximum  positive 
pole  as  if  this  repre.sented  the  vector,  it  was  far  away  from 
the  axis  calculated  hy  the  Einthoven  equation. 

Needless  to  say  this  meant  to  us  that  a vector  did  not 
exist  and  that  if  one  tried  to  make  one  it  did  not  correspond 
to  the  ideal  one  as  envisioned  hy  \Valler  and  Einthoven. 
This  brings  me  to  vectorcardiography.  If  the  heart  is  too 
complex  to  have  one  vector  what  should  we  think  of  the 
vettorcardiogram  as  giving  us  cither  theoretical  or  practical 
information. 

The  vectorcardiogram  is  a curve  resulting  from  the  elec- 
tromechanical union  of  two  leads.  The  vectorcardiographers 
have  for  a long  time  not  settled  on  the  ideal  two  leads.  This 
meant  that  the  records  they  were  getting  did  not  correspond 
with  pathology  and  that  what  they  had  was  a graph  which 
needed  to  be  elucidated  by  clinical  pathological  correlations 
and  experimental  methods  much  as  our  knowledge  of  the 
electrocardiogram  evolved.  Thus  far  the  vectorcardiogiam 
has  uncovered  almost  no  new  information  which  is  not 
recognizable  to  the  expert  electrocardiographer. 

There  is  no  reason  why  the  instrument  should  not  be  an 
experimental  tool  to  determine  what  the  vectorcardiogram 
looks  like  in  various  types  of  cardiac  pathology  produced  hy 
nature  and  also  hy  experiment.  But  in  clinical  practice  it 
has  not  found  any  serious  uses  up  to  now. 

Our  knowledge  of  the  electrocardiogram  has  developed 


after  going  through  empirical  and  experimental  study  w'hich 
the  vectorcardiogram  has  yet  to  do  and  it  is  reliable  as  a 
measure  of  what  is  going  on  at  the  cellular  level  and  also 
for  localizing  injury  involving  epicardial  and  outer  myo- 
cardial layers. 

Eo  be  sure  there  are  silent  areas  in  the  myocardium  and 
subendocardial  layers.  But  knowledge  of  these  silent  areas 
will  he  expected  to  he  as  blank  in  the  vectorcardiogram  as 
they  are  in  the  electrocardiogram.  'Ehe  reason  for  this  is 
[rrohahly  that  there  is  much  cancellation  of  potentials  in  the 
heart  as  one  would  expect  in  such  a complicated  organ  with 
libers  running  in  many  directions. 

.Sincerely, 

Louis  H.  Nahum,  M.D. 

New  Haven,  Connecticut 

* Nahum,  L.  H.  Electrical  correlates  of  the  cardiac  cycle. 
Fulton's  physiology.  ^Vm.  B.  Saunders  195.5.  Chap.  33,  633- 
682. 


Letters  to  the  Editor  are  welcome  and  will  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  with  other  material  which  is  submitted  for  publication, 
all  letters  will  be  subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Editor,  Connecticut  Medicine, 
160  St.  Ronan  Street,  New  Haven,  Connecticut,  06511. 


Advertisements  Worth  Reading 

It  is  virtually  impossible  to  keep  up  with  reports 
oil  all  the  new  drugs  and  other  technical  as  well  as 
non-technical  products  available  to  the  physician. 
Xo  doctor  has  the  time  to  expose  hinrself  to  all  the 
available  journals  that  contain  this  information. 
Idle  type  of  advertisement  that  appears  in  Con- 
necticut Medicine  heljis  to  keep  our  readers  abreast 
of  the  new  products. 

Many  of  us  have  become  irritated  by  the  banal 
material  we  see  on  television  such  as  the  anvil  in 
the  headache  or  the  mechanical  stomach  with  the 
faucet  drijiping  acid.  Perhaps  this  has  resulted  in  a 
very  generalized  antagonism  against  any  and  all 
kinds  of  advertising.  This  is  unfortunate.  The  type 
of  advertising  found  in  this  journal  we  believe  to 
be  worthwhile  or  it  would  not  be  accepted. 

The  revenue  that  comes  from  our  advertisers  is 
not  only  appreciated  but  also  makes  possible  the 
publication  of  Connecticit  Medicine  at  a reason- 
able cost  to  each  member  of  the  Connecticut  State 
Medical  Society.  Put  of  very  great  importance 
and  value  is  the  basic  iiilormation  that  can  be 
found  in  the  pages  they  provide. 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis/ 
and  Peripheral  Vascular  Disorders* 


'"Nocturnal  cramps  occurring  in  the  calf  muscles 
and  small  muscles  of  the  feet  have  been  encoun- 
tered in  a significant  number  of  diabetic  patients."' 


. . nocturnal  cramps  may  be  the  presenting  symp- 
toms of  patients  v/ith  arteriosclerosis  obliterans,  deep 
thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now. ..specific  therapy  for  night  leg  cramps 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.*  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


mLKE 


QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur- 
bance. Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  In- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med..  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  ai.:  Med.  Times, 
87:818,  1959. 

Division  of  Richardson-Merrell  Inc.Mt.  Vernon,  New  York  l055Jj 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

[s  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
(veil  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
»f  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
41er tonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tXhe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage-  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


THE  WM.  S.  MERRELL  COMPANY 

lV[0]?iroll  ) Division  of  Richardson-Merrell  Inc. 

/ Cincinnati,  Ohio  45215 


WOMAN’S  AUXILIARY 


President-Elect 

Mrs.  Anthony  Cipriano,  Hamden 

First  Vice-President 
Mrs.  Henry  .Sherwood,  Middletown 

Second  Vice-President 
Mrs.  Edward  P.  Allen,  Orange 


President 

Mrs.  John  1).  O'Connell,  West  Hartford 


Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbull 

Corresponding  Secretary 
Mrs.  Irving  H.  Krall,  West  Hartford 

T reasurer 

Mrs.  Forest  D.  Gibson,  Farmington 


I'he  23rd  Conference  of  ihe  VV^oman’s  Auxiliary 
to  the  American  Medical  Association  for  State 
Presidents,  Presidents-elect,  National  Officers  and 
Chairmen,  was  held  October  2-4  in  Chicago  at  the 
Drake  Hotel.  Attending  from  Connecticut  were 
Mrs.  [ohn  I).  O'Connell,  President;  Mrs.  Anthony 
Cipriano,  President-elect;  and  Mrs.  Norman  Gard- 
ner, a director  of  the  National  Board  of  the 
Woman's  Auxiliary. 

The  Eastern  Regional  Whirkshop  of  the  Woman’s 
Auxiliary  to  the  A.M.A.  was  held  October  10-11  in 
New  York  City.  The  State  President  and  President- 
elect attended  these  meetings  with  the  following 
Chairmen;  Mrs.  Norman  Barker,  A.M.A.-E.R.F.; 
Mrs.  Dewey  Ratz,  Community  Service  and  School 
Health;  Mrs.  William  R.  Richards,  Legislation; 
Mrs.  David  Waskowitz,  Health  Careers. 

Their  reports  will  be  in  the  next  issue  of  the 
(.hinrterly  and  will  be  of  much  help  and  interest 
to  members  in  every  county  of  the  State.  There  is 
much  that  YOLI  as  a doctor’s  wife  can  do  through 
your  County  and  State  Auxiliary.  Join  if  you  have 
not,  you  are  the  AUXILIARY,  without  you  it  can- 
not exist  and  all  the  conferences  in  the  world  will 
not  help  if  there  is  no  one  to  carry  out  the  aims 
of  the  Auxiliary  and  A.M.A.  Once  you  have  joined, 
choose  the  project  you  are  most  interested  in  and 
work  at  it.  I'he  National  Board  is  now  offering  us 
“Package  Programs’’  which  are  to  helf)  you  present 
programs  pertaining  to  health  problems  in  your 
community.  They  contain  lists  of  films,  pamphlets, 
and  even  a speech  written  by  an  authorized  physi- 
cian. Some  of  the  sid)jects  covered  are  “Venereal 
Disease  in  Teen-Agers,’’  “Immunization,”  and 
“Youth  Health  and  Fitness.” 

THIS  IS  OUR  STORY  . . . 

When  Organized— Mivy  26,  1922,  in  St.  Louis, 
Missouri,  by  Mrs.  Samuel  Clark  Red  and  Dr.  Ed- 
ward Carey  of  Texas.  Twenty-four  women  from 


nine  states  attended  the  organization  meeting. 
State  auxiliaries  already  organized  at  that  time— 
Texas,  Oklahoma,  South  Dakota,  Maine,  Minne- 
sota and  Montana. 

Why  Orgrt/ttzcd— According  to  its  bylaws  the  ob- 
jects of  the  auxiliary  are:  1)  to  assist  the  American 
Medical  Association  in  its  program  for  the  ad- 
vancement of  medicine  and  public  health;  2)  to 
coordinate  and  advise  concerning  the  activities  of 
constituent  au.xiliaries,  and  3)  to  cultivate  friendly 
relations  and  promote  mutual  understanding 
among  physicians’  families. 

Legislative  Zlody— House  of  Delegates  made  up 
of  national  officers  and  chairmen,  state  presidents 
and  state  delegates  on  the  basis  of  number  of  mem- 
bers. 

Board  of  Directors  — Elected  and  appointed 
officers  carry  out  auxiliary  policy  determined  at 
annual  sessions  of  the  House  of  Delegates. 

National  Committees  — Pvognnn  extension  and 
special  committees  include  Health  Careers,  Rural 
Health,  Mental  Health,  Safety-Disaster  Prepared- 
ness, Legislation,  Community  Service,  International 
Health  Activities,  Homemaker  Service,  Meals-on- 
Wheels,  Volunteer  Friendly  Visitor  Training  and 
American  Medical  Association  Education  and  Re- 
search Foundation.  Chairmen  make  suggestions  on 
priority  projects  to  state  chairmen  who  in  turn 
pass  them  on  to  county  chairmen. 

Publications— Official  magazine,  MB's  Wife,  is 
issued  bimonthly.  Annual  Minutes  and  Reports, 
annual  Directory  of  officers  and  chairmen  and  the 
Direct  Line,  a newsletter  for  county  and  state 
auxiliary  leaders,  also  are  published. 

Medical  Advisors  — All  projects  and  programs 
must  be  approved  by  county  medical  society  ad- 
visors. National  and  state  advisors  suggest  em- 
phases. 
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Auxiliary  Representatives  serve  as  members  or 
participate  in  activities  of  such  bodies  as: 

President’s  Committee  on  Employment  of  the 
Handicajiped 

Division  of  Health  Mobilization,  U.  S.  Depart- 
ment of  HEW 

Home  Health  Agency  Advisory  Committee  to 
the  Social  Security  Administration 

\Vomen’s  Activities  Conference  of  the  National 
Safety  Council 

National  Citizens  Committee  for  Educational 
Television 

Committee  on  Careers,  National  League  for 
Nursing 

National  Health  Council 

Advisory  Committee  for  Health  Careers,  Na- 
tional Health  Council. 

National  Council  for  Homemaker  Services 

National  Voluntary  Health  Agencies 

State  and  County  Welfare  Boards 

State  Governors’  Commissions  and  Committees. 


Special  Notice 


tH£  YALE  MEDICAL  SOCIETY 

will  present  a lecture  on 

CYTOCHYLEMIC  ASPECTS  OF  ELECTRON  MICROSCOPY 

try  Dr.  Russell  J.  Barrrnett 
Professor  of  Anatomy 

Tuesday,  November  20,  T966 

at  5:00  P.M. 

Mary  S.  Harkness  Auditorium 
333  Cedar  Street,  New  Haven 
This  lecture  is  open  to  all  who  may  be  interested. 

A TEACHING  PROGRAM  IN  ADMINISTRATIVE  PSYCHIATRY 

The  Department  of  Epidemiology  and  Public  Health  at 
the  Vale  University  School  of  Medicine  has  been  awarded  a 
three-year  grant  of  $74,805  by  the  Maurice  Falk  Medical 
Fund.  The  program  proposes  to  train  psychiatrists  in  ad- 
ministrative and  management  skills  so  that  they  will  be 
able  to  supply  the  leadership  required  by  the  burgeoning 
of  programs  throtighout  the  country  in  comprehensive  com 
munity  mental  health  services.  The  program  will  draw  on 
the  facilities  and  resources  not  only  of  the  Department  of 
Epidemiology  and  Ptiblic  Health  but  also  of  the  Connecticut 
Mental  Health  Center,  the  State  Department  of  Mental 
Health,  and  related  University  departments. 

The  grant  will  make  possible  a program  director  for 
planning  and  development  of  the  syllabus  of  teaching  and 
training.  Inquiries  should  be  directed  to:  Jules  V.  Coleman, 
M.D.,  Mental  Health  Section,  Department  of  Epidemiology 
and  Public  Health,  Yale  University  School  of  Medicine,  60 
College  Street,  New  Haven,  Conn.  06510. 


PLACEMENT  OPPORTUNITIES 

G.P.  to  specialize  in  psychiatry.  Psychiatric  resi- 
dencies available  in  community-oriented  mental 
hospital.  Associated  with  Yale  Depts.  of  Psychiatry 
and  Neurology.  Opportunities  for  training  in  fields 
of  special  interest,  arrangements  can  be  made  to 
be  accepted  for  degrees  in  community  health  and 
hospital  administration  at  Yale.  Psychoanalytic 
training  available  at  Western  New  England  Psycho- 
analytic Institute.  Salary  $12,000  yearly  under 
NIMH  grant,  excellent  fringe  benehts.  All  par- 
ticulars and  references  included  in  hrst  letter.  Con- 
tact Connecticut  Valley  Hospital,  Box  351,  Middle- 
town,  Conn.  06458.  An  equal  opportunity  em- 
ployer. 

CLINICAL  PHARMACOLOGIST  - Physician 
who  wants  to  combine  medical  knowledge,  scien- 
tihc  inquisitiveness  and  administrative  skills.  High- 
ly desirable  are  previous  experience  in  pharma- 
ceutical industry,  background  of  private  practice 
and  some  type  of  specialized  medical  training,  al- 
though a strength  in  one  area  may  outweight  a 
lack  in  others.  As  a member  of  Research  Div.,  he 
will  be  active  in  planning  new  medicinal  research 
programs.  Between  10  per  cent  and  20  per  cent  of 
the  time,  the  physician  will  be  on  scientific  held 
trips  or  attending  various  professional  meetings, 
but  will  rarely  be  gone  for  more  than  three  con- 
secutive days.  Members  of  Clinical  Pharmacology 
Dept,  are  encouraged  to  publish  scientihc  papers 
based  on  their  own  studies.  Contact:  D.  V.  Vines, 
Personnel  Mgr.,  Chas.  Phzer  & Co.,  Groton,  Conn. 
06430. 

INTERNIST  - The  Chapel  Medical  Group  is 
looking  for  an  internist.  This  is  a three-man  group 
and  they  have  a regularly  visiting  specialist  con- 
sultant staff  with  modern  clinic  facilities,  with 
scheduled  training  and  vacation  periods.  The  start- 
ing salary  is  $15,000-$18,000,  with  a partnership  in 
one  year.  Please  submit  qualihcations  to  Chapel 
Vledical  Group,  1308  Chapel  Street,  New  Haven, 
Conn.  06511. 

PLACEMENT  WANTED 

INTERNIST— 29  years  of  age,  married.  Board 
eligible.  Would  like  to  practice  in  either  a solo  or 
partnership  situation  within  easy  traveling  distance 
of  New  York. 

PEDIATRICIAN  — 37  year  old  Board  eligible 
pediatrician  with  background  in  general  pediatrics 
and  pediatric  oncology  desires  to  associate  with 
other  pediatricians  in  New  Haven  area.  Military 
obligations  completed,  applied  for  Connecticut 
license. 
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In  Mcmoriam 


Boguniecki,  Stanley  J.  — Meriden,  Harvard 
Medical  School,  1910.  Dr.  Bogiiniecki  had  been  a 
general  physician  and  surgeon  in  Meriden  lor  over 
20  years.  Dining  World  \Var  II,  he  entered  the 
U.  S.  Navy  and  served  in  the  South  Pacific  Theater 
of  Operations  with  a Marine  Landing  Base  Squad- 
ron. He  was  discharged  in  1945  with  the  rank  of 
full  commander.  He  was  a member  of  the  H.  S. 
Naval  Reserve.  He  was  a member  of  the  surgical 
staff  of  the  Meriden  Hospital  since  1946.  Dr. 
Boguniecki  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  American  Medical 
Association,  the  Connecticut  State  Medical  Society, 
the  New  Haven  County  Medical  Association,  and 
the  Meriden  Medical  Society.  He  was  a member  of 
the  board  of  directors  of  the  YMCA  and  the  Visit- 
ing Nurse  Association  in  Meriden.  Dr.  Boguniecki 
died  September  12,  at  the  age  of  52. 

Carrozzella,  John  C.— Whillingford,  Long  Island 
Medical  School,  1928.  Dr.  Carrozzella  had  practiced 
medicine  in  Wallingford  for  37  years.  He  was  a 
memiter  of  the  students  army  training  corps  in 
W orld  4\^ar  I.  Dr.  Ciarrozzella  was  a Connecticut 
State  Police  surgeon,  a member  of  the  staff  of  St. 
Raphael’s  Hospital,  New  Haven,  and  the  Veterans 
Memorial  Hospital  in  Meriden.  He  was  a former 
member  of  the  Wallingford  Board  of  Educatioti. 
He  held  memberships  in  the  Americati  Academy  of 
General  Practice,  the  American  College  of  Aller- 
gists, the  American  Medical  Association,  the  Coti- 
necticut  State  Medical  Society,  the  New  Haven 
County  and  City  Medical  Associatiotis,  the  Meri- 
den Medical  Society,  and  many  civic  orgatiiztitions. 
Dr.  Carrozzella  died  August  I f,  at  the  age  of  66. 

Magyar,  Steven  P.  — Hamden,  LaVal  Medical 
College,  fluebec,  Catiada,  1943.  Dr.  Magyar  had 
practiced  medicine  in  New  Haveti  since  1948  and 
was  a lecturer  in  anatomy  at  the  Yale  School  of 
Medicine  for  the  past  four  years.  Duritig  World 
War  II,  Dr.  Magyar  was  with  the  U.  S.  Public 
Health  Service  at  the  Marine  Hospital  on  Staten 
Island  as  assistant  chief  of  sitrgery.  He  was  a mem- 
ber of  the  New  York  Academy  of  Arts  and  Sciences, 
the  American  Medictil  Associatioti,  the  Cotmecticut 
State  Medical  Society,  the  New  Haven  County 
Medical  A.s,sociation,  and  the  New  Haven  City 
Medical  Association.  Dr.  Magyar  died  August  23, 
at  the  age  of  49. 


Chernaik,  Samuel  — New  Britain,  Jefferson 
Medical  College,  1916.  Dr.  Chernaik  was  a promi- 
nent general  practitioner  in  New  Britain  for  over 
30  years.  He  was  attending  physician  at  New 
Britain  General  Hospital  and  New  Britain  Memo- 
rial Hospital.  He  was  a member  of  the  New  Britain 
Medical  Association,  the  Hartford  County  Medical 
Association,  the  Connecticut  State  Medical  Society, 
the  American  Medical  Association,  and  the  Ameri- 
can College  of  Physicians.  Dr.  Cihernaik  died  Sep- 
tember 27,  at  the  agt  of  72. 

Moyle,  Henry  B.— Clanton,  University  of  Toron- 
to Medical  School,  1910.  Dr.  Moyle  had  served  as 
director  of  the  Hartley-Salmon  Clinic  in  Hartford 
for  25  years.  During  World  War  I,  Hi'-  Moyle 
served  as  a captain  in  the  Royal  Army  Medical 
Corps.  He  was  a consulting  psychiatrist  for  the 
Newington  Hospital  for  Crippled  Children.  He 
w'as  a Diploma te  of  the  American  Academy  of 
Neurology  and  Psychiatry,  a Fellow  of  the  Ameri- 
can Psychiatry  Association,  the  American-Ortho- 
Psychiatry  Association,  and  the  American  Academy 
of  Child  Psychiatry.  He  was  a member  of  the 
American  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  Hartford  County 
Medical  Association.  Dr.  Moyle  died  August  26,  at 
the  age  of  83. 


1966  Diabetes  Detection  Drive 
November  13-19 

Diabetes  WTek  will  be  observed  November  13- 
IP,  marking  the  eighteenth  annual  diabetes  detec- 
tion drive  in  search  of  hidden  diabetics. 

The  rapid  rise  in  the  prevalence  of  diabetes 
presents  the  medical  profession  with  an  excep- 
tional opportunity  to  perform  a valuable  service 
both  to  the  public  and  to  the  many  individuals 
who  have  diabetes  and  do  not  know  it.  Estimates 
place  the  number  of  people  in  this  category  at 
well  over  a million  and  a half,  and  new  cases  are 
now  being  diagnosed  at  a rate  of  at  least  250,()00 
per  year. 

The  earlier  diabetes  is  diagnosed  and  brought 
under  appropriate  treatment  the  better  the  prog- 
nosis. In  most  cases  early  detection  (preferably  in 
the  asymptomatic  stage)  makes  it  possible  to  con- 
trol the  condition  effectively  so  that  the  cooper- 
ative patient  has  a reasonaljle  expectancy  of  living 
an  abundant  and  useful  life. 
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NEW  BOOKS  IN  REVIEW 


FERMENT  IN  MEDICINE ; A Study  of  the  Essence  of 
Medical  Practice  and  of  Its  New  Dilemmas.  Richard 
M.  Magraw,  M.D.,  Editor;  with  a chapter  on  Auto- 
mation in  Medicine  tvritten  in  collaboration  with 
Daniel  B.  Magraw,  M.B.A.  The  W.  B.  Saunders  Co., 
Philadelphia,  1966.  272  pp.  $6.50. 

Reviewed  by:  LOUIS  H.  NAHUM 
We  certainly  are  in  a transition  phase  of  medical  practice 
and  it  appears  that  the  doctor  himself  has  not  taken  time  to 
see  it,  evaluate  it  and  decide  what  his  role  now  really  is.  Dr. 
Magraw,  a professor  of  Medicine  and  Psychiatry  at  Min- 
nesota, has  undertaken  this  herculean  job  and  has  done  it 
well.  His  thesis  is  that  there  has  been  an  explosive  increase 
in  biological  knowledge  and  rapid  technological  advances 
that  have  changed  the  patterns  of  professional  activity  and 
the  structure  of  medical  institutions  which  have  somehow 
bypassed  the  personal  physician. 

While  this  has  been  going  on  and  institutional  practice 
has  been  rising  and  groujr  practice  developing,  the  doctor 
himself  has  continued  in  his  old  philosophy  of  personal 
physician.  He  has  been  uncertain  what  to  do  about  the 
medical  social  upheaval  and  has  acted  either  by  denying  that 
changes  are  really  here  or  resisting  them  until  resistance 
turned  futile  as  in  the  case  of  the  Medicare  law. 

The  doctor  now  is  forced  to  redefine  the  care  of  medical 
activity,  what  the  practice  of  medicine  really  is  and  what  is 
the  central  medical  task.  Is  it  just  the  care  of  the  patients’ 
sickness.  Is  free  choice  of  physician  really  necessary  or  helpful 
in  medical  care.  Is  the  doctor-patient  relationship  significant 
in  individual  well  being?  Dr.  Magraw  clearly  describes  how 
much  of  medicine  is  changing  from  an  individual  to  a 
cooperative  venture,  the  evolution  of  the  hospital  and  its 
impact  upon  medicine.  He  deplores  that  there  is  no  system- 
atic presentation  in  medical  schools  of  the  nature  and  pur- 
pose of  medical  practice.  The  emphasis  upon  biomedical 
research  and  care  of  diseases  in  medical  institutions  has 
made  the  care  of  the  sick  person,  in  contrast  to  his  disease, 
almost  non-existent. 

Dr.  Magraw  believes  in  the  important  role  of  the  personal 
physician  as  the  primary  and  continuing  link  between  family 
and  all  specialized  resources  for  medical  care.  He  worries 
about  the  lack  of  provision  for  paying  for  comprehensive 
personal  care  in  medicine.  Many  prepayment  plans  pay  a 
doctor  for  one  job,  the  care  of  a disease,  and  expect  him  to 
do  another  job  free,  that  is  the  care  of  the  patient  as  well. 
Comprehensive  personal  care  has  always  been  a “give-away” 
item  or  a loss-leader  in  the  medical  market.  Doctors  are  paid 
for  doing  immediate  things,  examination,  technical  tests, 
operations,  but  there  is  no  way  of  being  paid  for  personal 
care.  It  is  given  free. 

Detection  and  management  of  latent  or  presymptomatic 
disease,  if  it  were  to  develop,  would  strongly  support  a 
pattern  of  practice  on  personal  ongoing  responsibility  by  a 
physician  for  individual  patients.  If  a physician  could  be 
; adequately  paid  for  this  type  of  practice,  there  would  be  no 
I danger  of  the  family  physician  disappearing.  It  would  pro- 


duce a new  family  physician  with  training  programs  to  help 
men  acquire  genuinely  professional  skill  in  the  coordination 
of  medical  care. 

Whether  one  agrees  with  this  whole  thesis,  it  is  a book 
to  be  read  by  all  physicians. 

DISEASES  OF  THE  NEWBORN.  Alexander  J.  Schaffer, 
M.D.  W.  B.  Saunders  Company,  Philadelphia  and 
London,  Second  Edition  1965.  1023  pages,  illustrated 
$22.00. 

Reviewed  by:  ORVAN  W.  HESS 

This  book  is  the  second  edition  of  a textbook  dealing  with 
the  symptomatology  and  treatment  of  disease  of  the  neonate. 
Clinicians  will  find  this  1023  page  treatise  a useful  reference 
book  covering  the  general  aspects  of  the  normal  and  abnormal 
newborn,  disorders  involving  the  various  organ  systems,  as 
well  as  common  problems  associated  with  nutrition  and  in- 
fections. There  is  recorded  an  abundance  of  information 
accumulated  by  the  author  during  many  years  of  careful 
observation  and  evaluation  of  the  neonate.  It  is  well  illus- 
trated with  an  appendix  which  includes  principles  of  infant 
care,  methods  of  resuscitation,  management  of  erythroblastosis 
and  other  important  diseases  encountered  among  infants.  In 
an  era  of  such  an  explosion  of  new  knowledge  and  changing 
concepts  any  attempt  to  provide  a complete  and  definitive 
text  is  an  extremely  difficult  task.  The  specialist  or  researcher 
who  may  be  stimulated  to  pursue  a specific  subject  in  depth, 
will  find  excellent  references  have  been  listed  as  an  aid  to 
further  investigation.  The  content  of  the  book  includes 
abundant  referral  to  numerous  pertinent  disciplines.  Obstetri- 
cians and  pediatricians,  with  their  necessarily  overlapping 
interest  and  responsibility  in  neonatology,  should  find  this 
textbook  valuable. 

PREIMPLANTATION  STAGED  OF  PREGNANCY.  Ciha 
Foundation  Symposium.  G.  E.  W.  Wolstenholni  and 
M.  O’Connor.  Little,  Brown  and  Co.,  Boston  Massa- 
chusetts, 1965.  430  pp.  with  153  illustrations.  $13.50. 

Reviewed  by:  C.  D.  DAVIS 

This  book  contains  the  scientific  proceedings  of  another 
Ciba  Foundation  Symposium.  It  brings  together  twenty-six 
scientists,  eleven  of  whom  were  from  the  United  States. 
There  were  sixteen  different  presentations,  including  such 
diverse  subjects  as  ultrastructural  changes  in  the  ova  during 
fertilization,  electron  microscopic  study  of  the  blastocyst, 
sperm  penetration  of  the  zona  pellucida,  maternal  factors  and 
development  of  the  rabbit  ova,  etc.  A discussion  after  each 
presentation  is  given  as  well  as  a general  discussion  at  the 
conclusion  of  the  conference. 

This  work  contains  much  of  interest  to  the  scientist 
working  in  the  field  of  preimplantation  physiolog)'.  Much  of 
it  is  far  beyond  my  comprehension  and,  I am  sure,  is  a book 
that  would  only  be  interesting  and  helpful  to  a very  select 
circle  of  people. 
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FIVE  CO!\GEI\ITAL  CARDIAC  DEFECTS.  A Study  of 
the  Profile  and  ISaliiral  History.  Edited  by  Janies  W . 
DuShane,  M.D.,  and  W illiani  //.  W eidinan,  M.D.  The 
American  Heart  Association,  New  York,  1965.  52  pp. 
$2.50. 

Reviewed  In:  HERBERT  EE\’INE,  M l). 

Tlie  .Vnierican  Heart  Association  Monof^iaphs  on  specilic 
aspects  of  cardiovascular  diseases  are  generally  of  liigli  calilier, 
and  tlic  pre.scnt  volnnic,  the  twelfth,  is  no  exception.  'Ehe 
design  is  clearly  outlined  in  the  foreword  as  a retrospective 
stndv  of  the  natural  history  of  five  important  congenital 
cardiac  lesions.  Aside  from  its  intrinsic  value,  the  material 
|)resented  is  also  intended  to  serve  as  a guide  and  haseline 
for  future  studies  of  both  a prospective  and  a retrospective 
nature.  Eive  centers  participated,  and  each  contributed  a 
stated  number  of  [troven  cases  studied  in  specific  periods. 
The  diagnostic  criteria  are  stated  in  a definitive  and  compre- 
hensive manner  in  the  foreword.  The  text  consists  of  analy.ses 
of  aortic  stenosis,  atrial  septal  defects  of  both  itrimum  and 
secundum  types,  jtulmonic  stenosis,  and  ventriculai  septal 
defect.  The  cases  are  discussed  from  the  standpoints  of  symp- 
toms, signs,  electrocardiography,  roentgenography,  and  hemo- 
dynamics, and  changes  in  these  parameters  over  the  period 
of  ol).servation  are  stres.sed. 

.\  number  of  interesting  observations  are  made  in  the 
text.  One  is  accitstomed  to  think  of  patients  with  aortic 
stenosis  and  experiencing  angina  or  syncope  as  having  a 
poor  prognosis  ami  being  likely  to  die  suddenly.  In  the 
small  series  reported  here  the  mortality  rate  yvas  lower  and 
the  suryival  period  longer  than  in  previous  ones.  The 
tendency  for  aortic  stenosis  to  retnain  stable  hemodynamically 
for  long  periods  of  time  yvas  also  not  observed  here.  In 
constrast,  however,  the  hetnodynamic  stability  of  atrial  septal 
defects  of  the  secundum  type  yvas  demonstrated  in  the  present 
series. 

.Ml  the  analysts  from  the  five  participating  institutions 
are  ayvare  of  methodological  limitations,  and  approach  the 
analysis  of  data  with  caution.  In  this  era  of  rapid  technical 
advance  in  therapeutic  and  diagnostic  modalities,  studies  such 
as  the  present  one  provide  invaluable  data  for  the  assessment 
of  diagnostic  criteria  and  therapeutic  results. 

DISORDERS  OF  CARBOHYDRATE  METABOLISM  IN 
INFANCY . Vol.  II  in  Series  Major  Problems  in  Clini- 
cal Pediatrics.  Marvin  Cornbiath,  M.D.,  and  Robert 
Schwartz,  M.D.  The  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1066,  271  pp.  Illustrated.  $8,50. 

Reviewed  by:  JEROME  T.  COMBS 
This  motiograph  is  a logical  presentation  of  current  con- 
cepts of  normal  and  abnormal  carbohydrate  metabolism  in 
the  infant.  The  eminently  cpialilied  authors  pre,sent  their 
discussion  with  a great  yvealth  of  referetices  (over  600) 
and  in  a straightforward,  concise  manner  which  is  judged 
readily  assimilable.  The  generous  use  of  subtitles  allows  easy 
reference  to  topics  covered  in  each  chapter.  The  use  of 
hold  type  for  important  concepts  of  diagnosis  or  therapy 
serves  to  increase  the  usefulness  t>f  the  monograph  as  a 
cptick  guide  for  the  practicing  physician. 

The  monograph  is  dividetl  into  live  parts;  Introduction, 
Problems  of  the  Newborn  and  Neonate,  Hereditary  Meta- 


bolic Di.sorders,  Hypoglycemic  .Syndromes  of  Infancy,  and 
Sugar  .Malabsorption  Syndromes. 

The  introduction  reyiews  normal  carbohydrate  metabolism, 
the  metabolic  adjustments  of  pregnancy  and  carbohydrate 
homeostasis  in  the  neyvborn.  The  revieyv  of  normal  carbo- 
hydrate metaboli.sm  is  too  brief.  It  could  have  been  expanded 
considerably  without  risking  the  confusion  or  boredom  of 
the  ])iacticing  physician.  Ehe  authors'  discussion  of  maternal- 
fetal  carbohydrate  tnetaholism  is  more  than  adequate  and  the 
chapter  on  carbohydrate  homeostasis  ])rovitles  an  excellent 
foundation  for  their  elaboration  of  abnormal  states. 

Part  two  itresents  a j)iactical  discussion  of  the  hypogly- 
cemic newborn.  The  chapter  on  the  infant  of  the  diabetic 
mother  appropriately  begins  yvith  a quotation  from  Earquhar, 
"These  infants  are  remarkable  not  only  because  like  foetal 
versions  of  .Shadrath,  .Merhach  and  .\bidnego,  they  emerge  at 
least  alive  from  within  the  fiery  metabolic  furnace  of 
diabetes  mellitus  . . .”  and  goes  on  to  be  otie  of  the  clearest 
|tresenlations  of  the  problems  of  these  infants  that  one  might 
find  anyyvhere.  1 he  chapter  on  transient  hypoglycemia  in  the 
neyvhorn  has  many  helpful  tables,  yvhich  include  the  symp- 
toms of  these  infants,  the  differential  diagnosis  and  a reason- 
able and  concise  outline  of  therapy.  We  would  judge  this 
cha]tter  to  be  most  useful  to  the  pediatrician  or  family  phy- 
sician yvho  occasionally  finds  him,self  faced  with  the  emergency 
care  of  a newborn  yvith  symptomatic  hypoglycemia. 

The  hereditary  disorders  covered  are  abnormalities  of 
glycogen  metabolism,  galactosemia  atid  fructose  intolerance. 
Ehe  fact  that  over  half  of  the  l,’55  references  cited  in  this 
section  are  to  articles  jmblished  since  1960  is  eyidence  that 
the  authors  giye  a current  account  of  the  material. 

The  first  chapter  of  the  part  dealing  yvith  hypoglycemic 
syndromes  coyers  general  considerations.  'While  most  of  the 
information  is  of  value,  one  ejuestions  the  yvorth  of  a table 
listing  the  causes  of  hypoglycemia  in  eleven  children.  The 
table  entitled  "hypoglycemic  work-iqy”  is  also  an  excep- 
tion to  the  general  value  of  the  tables  and  figures  in  the 
monograph.  Ellis  table  is  poorly  orgatiized,  has  internal  in- 
consistencies, is  confusing  and  therefore  serves  tio  useful 
functioti.  One  has  to  have  read  the  book  before  beginning 
to  understand  the  table.  I'he  chapter  on  specific  hypoglycemic 
syndromes  is  yvell  done  yvith  one  exception.  The  term  “itifant 
giants”  is  u.sed  hv  the  authors  yvithout  published  reference 
and  it  is  not  readily  apparent  that  the  term  refers  to 
familial  neonatal  hypoglycemia  resembling  foetopathica  dia- 
betica. One  therefore  may  be  left  yvithout  an  adequate 
descri|)tion  of  the  syndrome  that  they  sometimes  call  “infant 
giants’. 

Ehe  final  part  of  the  book,  yvhich  includes  a discussion 
of  disorders  of  airbohydrate  absorption  and  digestion, 
special  carbohydrate  diets  and  a listing  of  the  carhohydrate 
content  of  many  common  foods,  should  prove  useful  to  the 
practicing  [ihysician. 

The  monogra|ih  is  a yvorthyvhile  additioti  to  the  library 
of  pediatricians  and  general  practitioners  as  a valid  guide  for 
the  management  of  infants  and  childern  yvith  disorders  of 
carlKihvdrate  metabolism.  The  volume  is  beautifully  bound 
and  printed  on  high  quality  paper.  Unfortunately  the  price 
of  the  book  yvill  tliscourage  its  yvide  distribution  among 
pediatric  hou.se  stall  who  yvould  find  it  most  useful. 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 

with  DICARBOSIL^  antacid 

■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif.  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magaiesium  Carbonate  0.011  Gm.,  Magnesium  Tti- 
silicate  0.006  Gm. 

Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 
319  South  4th  Street  • St.  Louis,  Missouri  63102 


Adverse  Re^cfions  To  LSD 

What  kind  of  person  takes  LSD  without  medical 
supervision?  Does  he  really  sufter  as  many  ill  effects 
as  have  been  claimed? 

Reporting  on  what  they  believe  to  he  one  ot  the 
largest  groups  ot  LSD-related  adverse  reactions 
studied  to  date,  investigators  at  the  University  ot 
Calitornia,  Los  Angeles,  describe  70  persons  treated 
atter  unsupervised  LSD  administration.  The  report 
appears  in  the  current  (August  8)  Journal  ot  the 
American  Aledical  Association. 

The  patients  were  “predominantly  single,  white, 
male  and  young  (average  age,  21)  ,”  the  report  said. 
Most  were  trom  the  Los  Angeles  area,  and  most  were 
either  unemployed  or  students.  All  were  treated 
during  the  seven-month  period  trom  September, 
1965,  to  last  March. 

In  every  case,  the  victim  experienced  one  or  more 
severe  reactions,  such  as  anxietv,  depression,  or 
contusion,  atter  the  LSD’s  effects  should  have  worn 
off.  More  than  halt  were  admitted  to  the  UCLA 
Neuropsychiatric  Institute  atter  receiving  emer- 
gency treatment.  Even  in  this  tacility,  designed  tor 
short-term  treatment,  most  hospitalized  patients 
remained  tor  more  than  a month. 

The  authors  say  that  they  share  general  concern 
over  what  appears  to  be  a rising  number  ot  LSD- 
related  disabilities.  The  70  cases  treated  at  UCLA 
constituted  12  per  cent  ot  the  Institute’s  patients 
during  the  seven  months.  Prior  to  niid-1965,  an  LSD 
case  there  was  a rarity,  the  authors  said. 

Patient  numbers  didn’t  decrease  when  the  new 
Federal  Drug  Abuse  Control  amendments  went  into 
effect  last  February.  In  tact,  Alarch  was  the  clinic’s 
busiest  month  tor  LSD  cases. 

Forty  per  cent  ot  the  patients  said  they  had 
taken  other  drugs  within  six  weeks  ot  the  time 
they  received  treatment  tor  LSD  reactions.  Thirty- 
six  per  cent  had  histories  ot  chronic  marijuana  use. 
On  the  other  hand,  another  40  jrer  cent  had  no 
history  ot  drug  usuage.  Thirty-seven  per  cent  had 
received  previous  psychiatric  treatment. 

Few  ot  the  patients  had  police  records,  but  a 
third  were  tinemployed.  (It  was  not  determined 
whether  the  patients  stopped  working  betore  or 
atter  taking  LSD.) 

“One  tormer  disk  jockey  said  that  he  had  lost  his 
employment  atter  using  LSD  and  had  no  ambition 
to  start  work  again,”  the  author  said. 

A law  student  said  that  LSD  has  opened  new 
vistas  to  him.  “He  had  ‘a  perspective  ot  the  whole 
world  now’  and  his  legal  studies  were  very  dull  and 
uninteresting  by  comparison,”  the  report  said. 

The  authors  noted  that  none  ot  their  patients 
were  “protessional-class”  persons,  in  contrast  to  an 
earlier  report,  which  said  LSD  “seems  to  be  mainly 
used  by  protessionals,  intellectuals  or  other  middle- 
class  people.” 
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Doctor's  Office 


Around  The  State 


Abraliain  E.  Alpert,  M.D.,  announces  the  re- 
moval oi  his  office  for  the  practice  of  diagnostic 
roentgenology  to  385  Main  Street,  West  Haven. 

Cliarles  Bucknan,  M.D.,  announces  the  open- 
ing of  an  office  lor  tlie  practice  o£  tlioracic  and 
cardiovascular  surgery  and  is  associated  witli  Dr. 
riionias  ).  Donovan  at  85  Jefferson  Street,  Hart- 
ford. 

Max  Caplan,  M.D.  and  Harvey  L.  Fritz,  M.D., 
announce  tlie  association  of  Josepfi  Goodman, 
M.D.,  for  (lie  practice  of  internal  medicine  at  219 
West  Main  Street,  Meriden. 

.Arlliur  L.  Delgrego,  M.D.,  Carl  V.  Pantaleo, 
M.D.,  and  Harold  D.  Batt,  M.D.,  announce  the 
as.sociation  ol  Charles  M.  D’Alessio,  M.D.,  for  the 
practice  of  diagnostic  roenlgenology  with  offices 
located  at  fill  Chapel  Street,  New  Haven,  2447 
Wdiilney  Avenue,  Hamden  and  229  Seymour 
.\venue,  Derby. 

Dr.  Edward  Etkind  has  become  associated  with 
his  father,  Dr.  Meyer  Etkind,  in  the  jiractice  of 
internal  medicine  at  1546  Cha|)el  Street,  New 
I laven. 

Robert  F.  Jones,  M.D.,  announces  the  opening  of 
an  office  for  the  practice  of  psychiatry  at  546  Wil- 
liams Street,  New  London. 

James  H.  Kelleher,  M.D.,  announces  the  associ- 
ation of  Whlliam  F.  McKeon,  M.D.,  in  the  practice 
of  urology  at  55  Broad  Street,  Norwich. 

Dr.  Michael  J.  Lanihe  announces  his  association 
in  the  practice  of  general  medicine  with  Dr.  Felix 
(h  Sheehan  and  his  brother  Dr.  Thomas  Lambe  at 
612  Main  Street,  Middletown. 

Gerald  Lieberman,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  on 
Wdiitney  Street,  'UTstport. 

Stephen  L.  Lirot,  M.D.,  announces  the  opening 
of  an  office  for  the  treatment  of  diseases  of  the  eye, 
ear,  nose,  and  throat  at  18  Asylum  Street,  Hartford. 

Joseph  P.  Macary,  M.D.,  announces  the  opening 
of  an  office  for  the  practice  of  psychiatry  at  49  De- 
Forest  Street,  Watertown. 

Thomas  J.  McGrath,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  pediatrics  and 
adolescent  medicine  at  117  Lafayette  Street,  Nor- 
wich. 

Donald  M.  Swanson,  M.D.,  announces  the  reloca- 
tion of  his  office  for  the  practice  of  medicine  to  73 
East  Main  Street,  Plainville. 


New  Haven  County 

BOARD  OF  GOVERNORS 
New  Haven  Goiinly  Medical  Association 
September  29,  1966 

'File  first  meeting  of  the  1966  fall  season  was 
held  at  the  Golonial  House  in  Hamden  on  1 hurs- 
day,  September  29,  1966.  It  was  very  well  attended 
and  we  were  honored  with  the  presence  of  the 
President  of  the  Goniiecticut  Slate  Medical  Society, 
Dr.  Orvan  W.  Hess. 

As  is  customary  at  these  meetings  open  discus- 
sion of  items  of  the  agenda  is  active  and  the  rule 
e.g.  Medicare  and  Medicaid  Fees;  overcharging; 
the  proposed  changes  in  the  By-Laws  of  the  Gon- 
necticut  State  Medical  Society  jiertaining  to  breach 
of  professional  conduct  which  will  be  a model  for 
all  county  organizations;  changes  in  our  insurance 
coverage  lo  (onform  to  new  principle  of  coverage 
by  insurance  carriers  when  members  are  covered  by 
I'itles  XVHI  and  XIX;  the  workshop  held  recently 
at  the  Yale  Motor  Inn  at  which  Dr.  Blasingame, 
the  Executive  Vice-President  of  the  A.M.A.  made 
recommendations  for  strengthening  county  and 
state  organizations.  This  is  a partial  list  of  the 
business  which  was  attended  to. 

This  principle  has  been  established  in  the  matter 
of  setting  fees  (a)  “ A doctor  can  charge  fees  as  he 
wishes  provided  that  he  notifies  the  patient  before 
he  undertakes  a procedure  as  to  the  charges  and 
the  patient  or  his  relatives  are  not  under  the  duress 
of  an  emergency;  and  (b)  that  he  tells  the  patient 
that  an  insurance  company  might  not  pay  the  total 
bill.” 

We  urge  all  county  organizations  to  report  their 
Board  actions  in  Gonnecticut  Meoicine  as  we 
have.  We  like  to  know  what  you  are  doing. 

Respectfully  submitted, 

H.  A.  Levin,  m.d..  Clerk 


Thanks  for  Support 

Our  advertisers  serve  the  medical  pro- 
fession and  support  your  Journal.  All 
advertisers  are  approved  by  your  publi- 
cation committee.  It  will  help  you  and 
your  Society  to  mention  your  Journal 
ivhen  writing  them. 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


lealy  Posturepedic'  mattress 


ou  find  backache  brought  on  by  poor  sleeping  posture, 
isider  the  experience  many,  many  doctors  and  patients 
'e  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT.  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.  - 


Residence.. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City.. 


..Zone State.. 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat,  Off. 
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MEDICAL  NEWS 


Infant  Deaths  Being  Reduced 

Infant  deaths  in  the  U.S.  were  at  a record  low 
last  year. 

The  rate  was  24.2  deaths  per  1,000  live  births, 
four  per  cent  below  the  1963  rate  and  17  per  cent 
under  the  rate  in  1950. 

The  number  of  infant  deaths  in  1964  was  98,100, 
about  5,290  under  the  previous  year,  according  to 
provisional  statistics  of  the  U.  S.  Public  Health 
Service. 

If  this  favorable  pattern  is  to  continue,  however, 
more  mothers  and  babies  must  receive  proper  medi- 
cal care,  says  a report  by  the  American  Medical 
Association. 

Americans  “do  not  take  pregnancy,  labor,  and 
delivery  seriously  enough,”  says  a report  by  the 
AMA’s  Department  of  Community  Health  and 
Health  Education  and  the  AMA  Committee  on 
Maternal  and  Child  Care.  The  report  appears  in 
the  current  fournal  of  the  AMA. 

“The  public  must  become  aware  that  the  high- 
est incidence  of  death  in  this  country  occurs  dur- 
ing the  perinatal  period  (before,  during  and  short- 
ly after  birth) ,”  the  report  said. 

The  report  coutioned  that  comparing  infant 
death  statistics  with  those  of  other  nations  with 
varying  types  of  populations  is  not  a reliable  pro- 
cedure. An  earlier  report  indicated,  however,  that 
these  crude  rates  are  useful  for  determining  trends 
within  specific  geographical  and  culture  bounda- 
ries. 

“Striking  variations  in  stillbirth  and  early  neona- 
tal (first  28  days  after  birth)  death  rates  are  found 
from  one  area  to  another  (within  the  U.  S.)  and 
among  social  groups  within  each  area,”  the  report 
said. 

“Lower  birth  weights  are  associated  with  certain 
social  differences.  Women  who  work  late  during 
pregnancy  for  example,  have  babies  of  lower  birth 
weight  than  those  who  do  not  work  during  preg- 
nancy or  stop  work  early. 

Death  rates  are  higher  among  women  in  the 
less-favored  socioeconomic  groups  . . . How  social 
factors  are  translated  into  biological  events  is  by 
no  means  clear,  but  it  is  likely  that  lower  birth 
weights  in  the  less-favored  social  groups  contribute 
heavily  toward  higher  perinatal  mortality  rates,” 
the  report  said. 


New  Drug  For  Gonorrhea 

Preliminary  tests  have  been  favorable  for  a new 
antibiotic  used  to  treat  gonorrhea,  says  a report  in 
the  current  Journal  of  the  American  Medical 
Association. 

The  drug,  cephaloridine,  may  prove  particidarly 
effective  in  treating  persons  allergic  to  penicillin, 
which  is  commonly  used  against  gonorrhea.  Cepha- 
loridine may  also  be  effective  against  gonococcal 
strains  that  are  showing  increasing  resistance  to 
penicillin. 

The  Journal  report  is  from  the  Communicable 
Disease  Center  of  the  U.  S.  Public  Health  Service, 
Atlanta,  and  the  Fulton  County  (Atlanta)  Health 
Department. 

A cure  rate  of  between  88  and  98  per  cent  was 
obtained  when  84  male  patients  were  given  a 
single  intramuscular  injection  of  the  drug.  (Doc- 
tors aren’t  sure  of  the  exact  cure  rate  because  about 
hall  tlie  men  didn’t  return  for  a checkup.  Three 
who  did  return  had  probable  reinfections.) 

Stressing  that  this  is  a preliminary  report,  the 
authors  jroint  out  that  larger  numbers  of  patients, 
including  women,  now  need  to  be  tested.  These 
early  results,  however,  suggest  that  cephaloridine 
was  effective  and  produced  little,  if  any,  allergic 
reaction. 

Cephaloridine  has  been  produced  in  England 
and  has  been  the  subject  of  several  favorable  clini- 
cal reports  there,  the  Journal  article  said. 

Advantages  of  cephaloridine  over  a related  drug, 
cephalothin,  include  a longer  level  of  effectiveness 
in  the  blood,  greatly  increased  solubility,  and  free- 
dom from  pain  on  injection. 

“The  control  of  gonorrhea  remains  a difficult 
problem  in  the  United  States,  and  estimates  place 
the  number  of  newly  acquired  cases  at  over  one 
million  yearly,”  the  report  said. 

“Many  reports  during  the  past  10  years  have 
demonstrated  an  increasing  resistance  of  gonococci 
to  penicillin.  This  has  required  that  penicillin 
dosages  be  increased  periodically  to  maintain  satis- 
factory cure  rates. 

“While  estimates  vary  widely,  i":  is  generally  corn- 
ceded  that  5 to  10  per  cent  of  the  population  is 
now  allergic  to  penicillin  in  some  manner.  Many 
of  these  patients  receive  therapy  with  alternate 
and  often  less  effective  antibiotics. 

“Thus,  the  search  for  newer  antimicrobial  agents 
useful  in  the  control  of  gonorrhea  becomes  in- 
creasingly urgent,”  the  report  said. 
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Authors  ol  the  report  are  Janies  B.  Lucas,  M.D., 
and  James  1).  Thayer,  Ph.l).,  o£  the  Public  Health 
Service,  and  Phillip  M.  Utley,  M.D.,  Terrence  E. 
Billings,  Md).,  and  Janies  E.  Hackney,  Md).,  o£ 
the  Fulton  County  Health  Department. 

Ear-Bone  Transplants  Are  Successful 

It  may  someday  be  possible  to  restore  hearing 
by  transplanting  tiny  ear  bones  Ironi  one  person  to 
another. 

I he  operation  has  been  successlully  perlornied 
on  cats,  ami  similar  research  is  now  underway  in 
liiunan  ears,  reports  a current  pidilication  o£  the 
.American  Medical  Association. 

It’s  dillicnlt  to  reconstruct  the  chain  o£  bones 
in  the  “middle  ear’’  o£  a person  with  impaired 
hearing.  The  task  would  be  easier  il  a jihysician 
could  withdraw  a bone  Ironi  a storage  bank  and 
imjilant  it  in  the  ilamaged  ear. 

Ellis  sort  of  operations  was  perlornied  on  10  cats 
by  three  physicians  at  the  Mayo  Clinic  and  Eounda- 
tion  and  the  University  of  Minnesota  School  of 
.Medicine,  Rochester,  ddieir  report  ajipears  in  the 
current  .Archives  of  Otolaryngology,  pnblished  by 
the  AMA. 

Ehe  anvil-shajied  bone  of  the  middle  ear,  the 
incus,  was  removed  from  cats’  ears,  and  then  im- 
planted in  other  animals.  In  one  case,  a lione  was 
successfully  re-imjilanted  in  the  same  cat. 

d'he  transplants  were  found  to  be  well  tolerated 
when  some  were  examined  five  to  six  months  later. 
New  bone  had  started  to  grow,  d his  new  bone  was 
rapidly  replacing  transplanted  bone  by  a jirocess 
the  authors  called  “creeping  substitution.’’ 

Incus  autografts— that  is,  transplants  of  middle- 
ear  bones  from  one  ear  to  another  in  the  same 
person  or  animal— have  been  done  several  times. 
I hese  new  experiments  suggest  that  transplants 
may  be  possible  from  one  iierson  to  another.  It  is 
their  impression,  the  authors  said,  that  the  bones 
not  otdy  grow  well,  but  can  function  as  part  of  the 
hearing  mechanism. 

Ehe  authors  of  the  report  are  David  E.  AVilson, 
M.D.,  Jack  L.  Pulec,  M.D.,  and  Peter  I).  Van 
Vliet,  M.D. 

Contact  Lenses  And  Eye  Complications 

Fourteen  eyes  had  to  be  removed  or  were  blinded 
and  157  eyes  were  permanently  damaged  within 
one  year  among  approximately  50,000  contact-lens 
wearers,  a national  survey  reports. 

Ehe  survey,  conducted  by  the  .American  .Associ- 
ation of  Ophthalmology,  is  reported  in  the  current 
Journal  of  the  .American  Medical  .Association. 


There  also  were  7,007  “reversible  ocular 
chatiges”  among  the  49,954  persons  examined. 
Ehese  were  eye  changes  from  which  patients  re- 
covered without  permanent  defects. 

“The  popularity  of  contact  lenses  has  exceeded 
the  pulilic  knowledge  of  potential  hazards  associ- 
ated with  their  use,”  said  the  Ccmimittee  on  Con- 
tact Lenses  of  the  .A.-VO. 

Ehe  report  listed  precautions  for  cotitact-lens 
wearing,  and  suggested  responsibilities  of  ophthal- 
mologists in  httitig  the  letises.  It  made  no  recom- 
metidations,  however,  concerning  the  relative 
merits  of  the  various  kinds  of  contact  lenses  or 
conventional  glasses. 

Eye  complications  associated  with  contact  lenses 
are  more  frequent  among  older  persons  and  those 
with  previous  eye  injuries  or  disease,  the  report 
said.  Comj)lications  also  are  associated  with  pro- 
longed wearing  or  with  sleeping  with  the  lenses  on 
the  cornea.  Eye  problems  are  made  more  severe  by 
wearing  the  lenses  after  the  complications  appear, 
the  rejjort  said. 

Ehe  survey  consisted  of  questionnaires  mailed 
to  8,181  ophthalmologists.  .A  total  of  1,904  returned 
answers  concerning  49,954  patients  seen  in  the  12 
months  j)iior  to  .April,  I960. 

Infection  was  present  in  each  of  the  I f reported 
cases  of  eye  loss  or  blindness.  In  four  cases,  the 
infection  was  due  to  fungi.  In  10  cases,  it  was 
bacterial  or  due  to  unidentified  organisms. 

Ehe  rejjort  jiointed  out,  however,  that  wearing 
contact  lenses  with  jtroper  technicpie  on  the  nor- 
mal eye  does  not  alter  the  eye’s  normal  bacterial 
flora. 

Six  of  the  14  patients  required  removal  of  the 
eye.  I’wo  retpured  corneal-graft  operations;  only 
one  of  these  recovered  vision  in  the  eye,  and  it  was 
reduced  to  20/50. 

The  only  incident  of  blindness  in  both  eyes 
caused  by  contact  lenses  was  reported  jjreviously 
in  1956,  and  was  not  included  in  this  report. 

Alcoholism  Recognized  As  A Disease 

Recent  court  decisions  recognizing  that  alcohol- 
ism is  a disease,  not  a crime,  are  in  agreement  with 
a position  adopted  by  the  .American  Medical 
■Association  ten  years  ago  and  reaffirmed  in  1962, 
says  an  editorial  in  the  current  Journal  of  the 
.American  Medical  .Association. 

As  a result  of  the  court  decisions,  the  medical 
profession  faces  increasing  responsibility  for  “a 
wide  range  of  alcoholic  problems  previously  left 
primarily  to  law  enforcement  agencies,”  said  the 
Journal  editorial. 
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foll(NVil^ 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 

Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi,  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

626-6—3612 


vignettes  of  angina  pectoris  — 
no.  1 in  a series: 

angina  and  the  surgeon 

John  Hunter  — 

British  surgeon  (1728-1793) 

angina 
of  anger 

“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.’’^  So  said  the  great 
British  surgeon  and  anatomist, 

John  Hunter,  realizing  that  he 
could  not  control  the  anger  which 
precipitated  frequent  and  severe 
attacks  of  angina  pectoris.  Accord- 
ing to  Mettler:  “His  statement  was 
no  exaggeration.  On  October  16, 
1793,  he  attended  a meeting  of  the 
St.  George’s  hospital  staff,  and, 
while  defending  the  interests  of 
several  students,  he  was  contra- 
dicted and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  toward  another  room, 
gained  it,  and  fell  dying  into  the 
arms  of  a physician. ’’2 

Why  Edward  Jenner  withheld 
his  paper  on  angina  Inl777,atan 
earlier  stage  of  the  condition. 
Hunter’s  angina  alarmed  a favorite 
pupil,  Edward  Jenner,  who  wrote 
to  Dr.  Heberden  that  he  feared  his 
teacher  was  “affected  with  symp- 
toms of  the  Angina  Pectoris.’’^ 

So  concerned  was  Jenner  about  his 
former  teacher’s  emotion-related 
condition  that  he  deliberately  can- 
celled publication  of  a paper  on 
angina  pectoris,  fearing  that 


Hunter  would  read  it,  and  have 
“his  fears  excited  by  its  truly 
formidable  nature.’’'^ 

Severity  of  angina  described 
Hunter’s  brother-in-law.  Dr. 
Everard  Home,  who  witnessed  1 
death  and  performed  an  autops; 
gave  this  account  of  the  later  sta 
of  the  condition: 

“. . . the  pain  became  excruciatir 
at  the  apex  of  the  heart;  the  thn 
was  so  sore  as  not  to  allow  of  an 
attempt  to  swallow  anything  an< 
the  left  arm  could  not  bear  to 
be  touched.... 

“The  affections  above  described" 
were,  in  the  beginning,  readily  ' 
brought  on  by  exercise . . . but  th ' 
at  last  seized  him  when  lying  in  li 
bed,  and  in  his  sleep — ’’5 


18th  century  ancestor  of 


the  modern  coronary  candidate 
Surgeon,  anatomist,  pathologist 
physiologist,  geologist,  and  teacl 
Hunter  had  a passion  for  researc 
which  led  him  to  disregard  his 
practice,  his  health  and  even  the 


When  the  Irish  giant  O’Brien 
•ned  that  Hunter  desired  his 
leton  for  a museum,  he  willed 
t his  body  be  sunk  at  sea  in  a 
1 coffin.  But  Hunter  was  not  to 
ienied.  According  to  Major,  he 
bribed  the  watchers  and  finally 
ained  the  body  at  a cost  of  500 
mds  although  he  had  to  borrow 
money  to  pay  the  men. ”3 
767,  he  experimentally  inocu- 
;d  himself  with  gonorrhea  and 
hilis,  treated  himself  with 
rcury  for  three  years,  and  was 
)arently  cured.s  Hunter  had 
ings  of  inadequacy  about  his 
ication  and  speaking  ability, 
this  did  not  prevent  him  from 
ag  hard  driving  and  abrupt 
h his  colleagues.  His  competi- 
:ness  with  his  physician  older 
ther  was  also  well  known,  and 
ed  in  complete  estrangement 
ween  the  two  men.2.3  Today,  the 
sonality  traits  seen  in  John 
nter  are  recognized  to  be  impor- 
t predisposing  factors  in  the  devel- 
nent  of  coronary  artery  disease  — 
:n  manifested  as  angina  pectoris, 
ording  to  Friedman  and  Rosen- 

1, ®  in  a group  of  men  whose  be- 
ior  was  characterized  by  intense 
lition  and  competitive  drive, 
eater  than  average  incidence 
ingina  pectoris  was  among  those 
lormal  conditions  noted. 

'erences;  1.  Paget,  S„  cited  by  Mettler, 
History  of  Medicine,  Philadelphia, 

E Blakiston  Company,  1947,  p.  85. 
lettler,  C.  A.:  Op.  cit.,  pp.  84-85. 
lajor,  R.  H.:  A History  of  Medicine, 
ingfield,  111.,  Charles  C Thomas,  1954, 

2,  pp.  601-607.  4.  Baron,  J.,  cited  by 
jor,  R.  H.:  Op.  cit.,  p.  607.  5.  Major,  R. 
Classic  Descriptions  of  Disease,  ed.  3, 
ingfield.  111.,  Charles  C Thomas,  1955, 

■23.  6.  Friedman,  M.,  and  Rosenman, 

H.:  J.A.M.A.  169:1286, 1959. 
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The  statement  was  approved  by  the  AMA’s  Com- 
mittee on  Alcoholism  and  Addiction  and  the  AMA 
Council  on  Mental  Health. 

I'he  most  immediate  task,  the  editorial  said,  is 
to  develop  gtudelines  lor  diagnosing  alcoholism 
“which  are  as  clear  and  precise  as  possible  and 
which  satisly  both  medical  and  legal  definitions.” 

A second  obligation  of  the  medical  profession 
is  to  “foster  the  admission  of  alcoholics  to  those 
general  hospitals  that  do  not  now  admit  such 
patients”  and  to  establish  detoxihcation  units 
closely  affiliated  with  established,  long-term  treat- 
ment centers  and  associated  agencies. 

“Next,  we  (physicians)  should  play  an  impor- 
tant role,  not  only  in  the  education  of  many  mem- 
bers of  our  own  jrrofession,  but  also  in  educating 
police  and  other  concerned  groups  about  issues  ol 
acute  and  chronic  alcoholic  infirmities.” 

Finally,  physicians  should  integrate  their  special- 
ized skills  on  an  ecpial  basis  with  other  professions 
“ in  those  long-term  endeavors  (of  alcoholic  man- 
agement) in  which  purely  psychiatric  or  other 
medical  factors  are  not  predominant,”  the  state- 
ment said. 

In  two  recent  decisions,  courts  in  North  Caro- 
lina and  the  District  of  Columbia  recognized  alco- 
holism as  a disease,  and  defined  frequent  ptdtlic 
appearance  in  an  intoxicated  state  as  a symptom 
of  alcoholism,  not  a criminal  effense. 

d'he  decisions  in  the  Driver  case  in  the  Fourth 
Circuit  Court  in  North  Carolina  and  the  Easter 
case  in  the  Circuit  Court  for  the  District  of  Co- 
lumbia are  “important  landmarks,”  the  Journal 
editorial  said. 

“These  decisions  do  not  negate  statutes  punish- 
ing ordinary  public  drunkness;  neither  do  they 
deal  with  the  . . . cidpability  of  persons  carrying 
out  unlawful  and  antisocial  acts  while  under  the 
influence  of  alcohol. 

“They  do  portend,  however,  the  end  of  the  time- 
worn practice  of  meeting  the  problems  of  public 
drunkenness  ...  of  chronic  alcoholic  persons  prim- 
arily by  incarcerating  them  as  criminals,”  the  edi- 
torial said. 

The  extent  to  which  physicians  assist  the  alco- 
holic in  obtaining  proper  medical  care  and  other 
help  “will  be  a measure  of  our  response  to  the 
challenge  implicit  in  these  decisions,”  said  the 
editorial. 

Sports  And  Bone-Joint  injuries 

There  is  some  risk  that  the  9-  to  14-year-old  who 
competes  in  sports  may  injure  his  growing  bones 
in  ways  that  may  hamper  growth  or  result  in  de- 
formity. 


The  dangers  have  been  exaggerated,  however; 
the  advantages  of  sports  for  youngsters  far  out- 
weight  the  disadvantages,  say  an  article  and  edi- 
torial in  the  current  Journal  of  the  American 
Medical  Association. 

The  potentially  crippling  injury  that  causes 
great  concern  is  damage  to  the  epi^rhyses,  the 
pieces  of  bone  joined  by  cartilage  to  the  body’s 
long  bones.  Growth  takes  place  in  these  cartila- 
ginous joint  areas  during  childhood.  Eventually, 
the  bones  grow  together. 

If  the  epiphyseal  joint  is  damaged,  it  may  stop 
growing,  or  grow  in  a way  that  leads  to  deformity. 
Prompt  rocognition  and  treatment  of  these  injuries, 
however,  greatly  reduces  this  possibility,  say  the 
Journal  article’s  authors,  Robert  L.  Larson,  M.D., 
and  Robert  O.  McMahan,  M.D.,  of  S acred  Heart 
Hospital,  Eugene,  Ore. 

The  authors  do  suggest  that  certain  types  of 
youngsters  should  postpone  sports  activity  until 
they  develop  further.  Most  susceptible  to  epiphy- 
seal injury  are  obese  children  and  tall,  uncoordin- 
ated, lanky  youngsters  with  poor  muscle  develop- 
ment. 

Reviewing  1,338  athletic  injuries  treated  by  four 
physicians  (all  orthopedists)  in  the  Eugene  area, 
the  author  found  that  20  per  cent  of  those  itijured 
were  14  or  yotinger.  Only  six  per  cent  of  this 
group’s  injuries  involved  the  epiphyses,  however, 
and  growth  disturbances  were  “the  exception 
rather  than  the  rule,”  in  these  injuries. 

Some  activities  are  unusually  hazardous  for 
young  athletes,  the  authors  said.  The  base-runner’s 
slide  in  baseball  is  a cause  of  frecpient  bone  and 
joint  injury.  Consideration  is  being  given  to  elim- 
inating slides  from  Little  League  play. 

One  medical  study  suggests  that  curve  balls 
should  be  ruled  out  for  9-  to  14-year-old  pitchers, 
and  that  they  be  limited  to  two  innings  of  play 
per  week.  Little  Leagues  already  limit  jritchers  to 
four  to  six  innings,  the  authors  said. 

Youngsters  in  the  12-  to  15-year-old  group  are 
frequently  injured  after  landing  stiff-legged  dur- 
ing basketball  rebounding,  pole  vaulting,  and  high 
jumping. 

The  authors  said  attention  should  be  given  to 
so-called  “sprains”  on  weight-bearing  joints.  These 
may  be  symptoms  of  damage  to  epiphyseal  areas. 

“There  undoubtedly  has  been  an  excess  of 
speculation  and  condemnation  surrounding  com- 
petitive athletics  among  adolescents,  when  there 
should  have  been  more  consideration  for  ways  to 
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Thymoma  And  Immunologic 
Deficiency 

One  mechanism  of  immunity  is  thought  to  be 
the  lymphocyte  which  gives  rise  to  gammaglobulin. 
The  cells  are  generated  in  the  thymus  migrate  into 
the  blood  stream  and  lymph  to  populate  indepen- 
dent centers  in  the  spleen,  lymph  nodes,  Peyer’s 
patches  in  the  gastrointestinal  tract  and  other 
lymphoid  tissue.  Here  under  antigenic  stimulation, 
the  lymphocyte  becomes  immunologically  compe- 
tent.^ If  the  thymus  is  removed  before  the  immune 
apparatus  is  developed  such  animals  show  a poor 
development  of  peripheral  lymphoid  structures 
and  marked  disturbances  of  immune  functions  of 
the  body. 

Much  evidence  exists  especially  derived  from  ex- 
periments involving  immunosuppression  with  ir- 
radiation and  drugs  that  the  small  lymphoid  cells 
do  participate  in  the  early  phases  of  antibody  pro- 
duction.2'7.9  jn  adult  life  the  thymus  seems  to  sus- 
tain the  lymphoid  systems  both  under  conditions 
of  extreme  depletion  as  by  heavy  irradiation,  as 
well  as  under  conditions  of  normal  wear  and  tear. 

Once  the  peripheral  lymphoid  structures  are 
populated  by  lymphocytes  of  thymic  origin,  then 
the  immunoglobulin  producing  system  and  prob- 
ably its  maintenance  can  be  controlled  by  these 
peripheral  lymphoid  centers.  Gabrielson  believes 
that  the  Peyer’s  patch  type  of  tissue  in  the  gastro- 
intestinal tract  in  mammals,  is  the  mammalian 
equivalent  of  the  bursa  of  Fabricius  which  clearly 
controls  the  development  of  the  immunoglobulin 
production  system  in  chickens.  However,  there 
still  remains  the  question  of  what  makes  lymph- 
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ocyte  proliferate  to  offset  the  process  of  wear  and 
tear. 

Certain  clinical  diseases  are  associated  with  fail- 
ure to  produce  immunoglobulin. In  one  there  is 
e.xtreme  lymphopenia,  failure  of  development  of 
peripheral  lymphoid  tissue  agammaglobulinemia 
and  understandably  extreme  susceptibility  to  a 
variety  of  infections.  This  type  may  be  a result 
of  inherited  traits.  Although  their  thymic  tissue  is 
normal  all  the  remainder  of  the  lymphoid  system 
is  atrophic,  small,  abnormal  in  structure  and  poor 
in  lymphoid  cells.  It  occurs  only  in  boys  and  they 
are  very  susceptible  to  bacterial  infections.  There 
is  an  absence  of  plasma  cells  as  well  and  failure  of 
plasma  cell  response  to  the  most  intense  antigenic 
stimulation.  Since  the  thymus  appears  normal  such 
patients  act  as  if  something  is  inhibiting  lympho- 
cyte j^roliferation. 

A second  clinical  association  of  the  thymus  with 
failure  of  immunoglobulin  production  is  found  in 
certain  thymomas.^®  The  first  such  patient  de- 
scribed by  Gabrielson  in  1953  had  acquired  agam- 
maglobulinemia. In  such  patients  the  gammaglo- 
bulin level  may  fall  well  below  400  mg/100  m.l. 
and  even  as  low  as  100  mg/m.l.  The  typical  age  of 
such  patients,  of  whom  there  are  now  20  described, 
is  40  years  of  age.  There  has  been  instances  of 
clinical  immunologic  deficiency  developing  years 
after  thymomas  were  diagnosed  by  X-ray.  In  such 
patients  the  failure  of  the  immunoglobulin  pro- 
ducing system  could  be  occurring  over  a prolonged 
period  and  only  reach  troublesome  levels  perhaps 
in  the  range  of  400  mg  of  gammaglobulin/ 100  m.l. 
after  an  extended  period.  Many  are  not  extreme 
although  some  as  in  Gabrielson’s  case  are. 


ALPHA— The  subject  drowses,  on  the  edge  of  sleep.  Top  three  EEG  channels  show  rolling 
movements  of  right  eye,  left  eye  and  both.  Two  bottom  tracks  trace  brain’s  electrical  changes, 
here  the  even  pattern  of  alpha  rhythm,  indicating  relaxation. 

REM— Rapid  eye  movements,  traced  in  the  top  three  channels,  indicate  dreaming.  This  is  the 
most  dramatic  of  the  night’s  phases.  Though  brain  waves  are  low,  a physiological  storm  is  raging 
in  breathing,  pidse,  brain  temperature  and  hormone  circulation. 

DELTA— Marked  by  large,  slow  brain  waves  (two  bottom  channels),  this  is  the  deepest  stage  of 
sleep,  the  first  to  be  made  up  for  after  total  deprivation.  Though  its  restorative  function  is  es- 
sential, it  is  also  a period  of  somnambulism  and  nameless  terrors. 
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I'lie  association  between  thynionia  and  ini- 
innnologic  deficiency  lias  np  to  the  present  lime  re- 
ceived no  ready  exjdanation.  The  imjrortant  dis- 
covery by  White  and  his  group  of  the  existence  of 
two  thymic  liormones  is  the  first  ray  of  ligln  that 
piomises  to  bring  some  explanation  into  the  be- 
wildering array  of  disorders  newv  known  to  be  as- 
sociated with  the  thymus/-*  One  such  liormone, 
thymosin  causes  lymphocyte  proliferation.  Its  ab- 
sence would  stop  lymphocyte  grcjwth  and  the  pro- 
duction ol  natural  and  accpiired  immunitv  that 
comes  from  lymphocyte  ]Moliferation. 

Another  hormone  as  yet  unnamed  by  White  :uicl 
his  group  causes  inhibition  of  lymjdiocyte  prolif- 
eration. .Such  hormone  if  underproduced  w'ould 
throw'  the  balance  in  favor  of  lymphocyte  over- 
production, and  increased  natural  and  accpiired 
immunity.  II,  howe\er,  the  inhibitory  hormone  is 
overproduced  by  a thymoma  or  other  as  yet  ini- 
know’n  factors,  it  would  cause  disappearance  of  the 
lymjjhocyte  and  its  product  immunciglobulin.  This 
could  then  give  rise  to  agammaglobulinemia  and 
all  its  dire  consecpiences. 

W'ith  the  illumination  into  this  complex  field 
that  must  come  Irom  the  discovery  of  thymic  hor- 
mones, w’e  are  brought  onto  the  threshold  of  addi- 
tional insights  into  the  understanding  cif  the  func- 
tion ol  the  thymus  and  the  cell  system  dependent 
on  it. 

I .H.N. 
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The  Artificial  Heart 

4’here  has  been  wiclesjjreacl  intcTesl  in  rcjjoris  of 
“artificial  hearts”  which  have  been  inseriecl  in  pa- 
lients  in  two  centers  in  the  Ihiitecl  States.  The  lay 
press  has  jtroviclecl  wiclesjtreacl  coverage  of  these 
jrroceclures  and  it  is  necessary  for  the  physician  to 
unclerstancl  the  j)re.sent  stattis  of  this  therapy  as 
w'ell  as  the  advances  which  can  be  confidently  ex- 
pected in  the  near  future. 

Since  the  recent  introduction  of  coronary  units 
in  onr  larger  hospitals  we  have  gained  a better 
understanding  of  the  exact  cause  of  death  follow- 
ing actite  myocardial  inlarction.  A slight  imjirove- 
ment  in  mcjrtality  statistics  has  been  achieved  by 
early  recognition  and  effective  treatment  of  dis- 
orders of  cardiac  rhythm.  We  also  have  a better 
understanding  of  the  nature  of  cardiogenic  shock 
and  its  management. 

Hotvever,  ■when  the  heart  fails  as  a pump  the 
most  logical  way  of  aiding  the  patient  is  to  pro- 
vide a temporary  auxiliary  pump.  I'he  present  mor- 
tality from  myocardial  infarction  will  be  signifi- 
cantly lowered  only  when  such  mechanical  assist- 
ance for  the  circidation  will  be  available  from  suit- 
aide  personnel  and  suitable  eejuipment.  Of  course 
heart-lung  machines  which  can  safely  take  over  the 
entire  function  ol  the  heart  and  lungs  for  periods 
up  to  four  hours  are  now'  in  routine  use  for  heart 
stirgery.  However,  the  rotitine  use  of  such  eepup- 
ment  iti  a jjatieut  with  acute  myocardial  infarction 
is  impractical,  first  because  a thoracotomy  is  re- 
ejuired  and  second  because  the  longer  perfusions 
such  jiatients  recjtiire  would  damage  the  formed 
elements  of  the  blood  and  the  j^rotein  and  lij^icl 
elements  of  the  jilasma. 

We  mttst  recall  that  the  greater  jjioportion  of 
this  damage  occurs  in  the  oxygenator  not  in  the 
relatively  simple  and  atraumatic  pumjjs.  Further- 
more the  patient  iti  actite  coronary  shock  or  acute 
|itihnon;try  edema  does  not  need  an  oxygenator. 
He  needs  only  a more  elfective  pnmp. 

Several  papers  in  a recent  issue  of  the  Canadian 
Medical  Association  Journal  describe  the  various 
modalities  that  are  now  available  for  the  provision 
ol  temporary  circidatcuy  sujjport  in  the  acutely  ill 
|)atient.  One  jiaper  by  .Soredf  describes  the  use  of 
a jiermanently  implanted  subcutaneous  ventricle, 
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but  the  main  emphasis  in  the  other  papers  is  on 
the  provision  of  temporary  treatment  in  an  emerg- 
ency situation. 

In  this  context  we  need  to  remember  that  the 
“booster  hearts”  which  have  received  such  wide- 
spread press  coverage  are  not  hearts  at  all  but  a 
modified  version  of  left-ventricular  by-pass  and 
synchronous  arterial  assistance  which  require  major 
not  minor  surgery  and  are  designed  for  use  over  a 
period  of  days  and  weeks.  The  technique  became 
possible  only  after  the  development  of  plastic 
membranes  in  which  heparin  is  chemically  bonded 
to  the  surface  and  this  allows  such  units  to  be  in- 
serted without  fear  of  subsequent  thrombotic  phe- 
nomena. 

Left  ventricular  by-pass  has  an  advantage  of  not 
requiring  an  oxygenator  and  can  be  performed 
either  with  a trans-venous,  trans-septal  cannula 
without  a thoracotomy  or  else  with  direct  cannula- 
tion  of  the  appropriate  chamber  after  a thorac- 
otomy. The  closed  chest  approach  has  the  virtue 
of  requiring  only  local  anesthesia,  but  it  has  the 
difficvdty  and  dangers  of  passing  a large  cannula 
into  a very  specific  site  in  a very  ill  patient.  On  the 
other  hand  open  chest  left  ventricular  by-pass  re- 
quires a major  surgical  procedure  not  well  suited 
for  an  acutely  ill  patient. 

The  device  implanted  by  the  Houston  group  is  a 
more  permanent  form  of  left  ventricular  by-pass  in 
which  the  blood  is  removed  from  the  left  atrium 
and  pumped  by  an  auxiliary  “ventricle’  ’into  the 
thoracic  aorta.  The  assisting  ventricle  is  placed  in 
the  left  pleural  cavity  and  is  activated  by  com- 
pressed air  which  reaches  it  via  a transthoracic 
tube. 

Synchronous  arterial  assistance  is  a technic 
whereby  an  auxiliary  ventricle  accepts  arterial 
blood  during  ventricidar  systole  and  returns  it  to 
the  arteries  during  diastole,  then  an  oxygenating 
device  is  not  needed.  This  type  of  circulatory  as- 
sistance greatly  reduces  the  oxygen  needs  of  the  left 
ventricular  myocardium.  There  is  required  fine 
electronic  monitoring  which  synchronizes  the  stroke 
of  the  pump  with  the  heart  of  the  patient. 

When  the  form  of  mechanical  assistance  is  ap- 
plied via  a femoral  artery  cannula  the  pulse  waves 
from  the  patients  left  ventricle  and  from  the  assist- 
ing pump  meet  in  the  aorta  near  the  renal  artery 
and  lead  to  changes  in  the  vascular  resistance  of 
various  parts  of  the  body. 

In  Kantrowitz’s  device-  the  augmenting  ventricle 
is  inserted  in  the  chest.  Blood  is  taken  into  the 
pumping  chambers  from  the  ascending  aorta  dur- 
ing systole  and  then  pumped  into  the  thoracic 
aorta  during  diastole.  The  augmenting  ventricle  is 
activated  pneumatically  via  a transthoracic  tube. 


In  veno-arterial  by-pass  with  oxygenation,  blood 
is  removed  through  a large  cannula  inserted  into 
the  femoral  vein,  oxygenated  in  a small  disposable 
oxygenator  and  returned  to  the  body  via  the 
femoral  artery.  The  surgical  procedure  is  small, 
performed  under  local  anesthesia,  and  approxi- 
mately half  the  cardiac  output  can  be  pumped  by 
the  assisting  ventricle.  However,  the  technic  is  only 
suitable  for  temporary  assistance  over  a period  of 
perhajrs  four  to  eight  hours. 

In  short  there  are  at  present  two  areas  of  me- 
chanical circulation  assistance  under  development. 
Those  procedures  designed  for  use  in  the  urgent 
situation  of  the  patient  in  coronary  shock  or  acute 
heart  failure  following  acute  myocardial  infarction. 
Then  there  are  the  more  permanent  forms  of  assis- 
tance which  involve  modifications  of  this  equip- 
ment to  allow  semi-permanent  extra-corporeal 
placement  of  a prosthetic  pump. 

When  we  glance  at  the  specialized  equipment, 
personnel  and  materials  required  for  successful 
mechanical  assistance  for  the  circulation  we  get  a 
glimpse  of  the  direction  medical  progress  is  taking 
towards  teams  of  specialists  not  just  physicians  and 
surgeons  but  engineers  and  others  and  away  from 
the  individual  physician.  In  gaining  one  asset  let 
us  strive  not  to  lose  an  equally  valuable  one,  the 
personal  physician. 

L.H.N. 
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Curing  The  Water  Pollution 
Problem 

Over  100  years  years  ago  Parliament  couldn’t 
meet  because  of  the  stench  from  the  Thames  River 
caused  by  sewage  discharged  into  it  from  growing 
London. How  did  they  solve  this  nuisance;  by 
extending  the  pipes  to  discharge  the  waste  into 
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the  river  iar  downstream.  The  lawmakers  did  not 
understand  the  role  of  water  in  the  transmission  of 
disease  nor  did  they  consider  longer  range  solu- 
tions. It  was  the  immediate  unpleasantness  that 
they  eliminated  by  this  short  range  solution.  The 
problem  was  transferred  to  the  downstream  com- 
munities. 

Once  bacteriology  was  developed,  the  role  of 
water  in  the  transmission  of  typhoid  and  other 
enteric  bacterial  diseases  was  clarified  and  the  in- 
troduction of  water  filtration  processes  greatly  re- 
duced bacterial  concentration.  Those  towns  which 
then  still  used  nnfiltered  water  like  Pittsburg  and 
Cincinnati  had  three  times  as  many  deaths  from 
typhoid  as  others  who  used  filtered  water. 

In  the  next  phase  water  treatment  plants  were 
introduced  by  those  towns  and  cities  using  rivers 
as  sources  of  water.  The  treatment  was  aided  great- 
ly by  the  introduction  of  chlorine  for  water  dis- 
infection. This  seemed  to  make  jtossible  produc- 
tion of  bacteriologically  safe  water  at  very  little 
cost  even  when  raw  water  of  very  poor  quality  was 
being  treated.  At  this  time  water-born  viral  in- 
fections were  not  considered.  Neither  was  the  prob- 
lem of  chemical  jDcjllntants  which  has  loomed  large 
with  the  increase  of  industrial  wastes  being  dis- 
charged into  rivers  and  lakes.  Because  bacterial 
threats  to  the  water  users  were  greatly  reduced  by 
fdtration  and  water  treatment,  the  pressure  for 
water  pollution  control  was  also  reduced. 

As  outbreaks  of  water  borne  disease  have  become 
relatively  rare,  we  are  becoming  increasingly  con- 
cerned about  water  borne  viral  diseases  especially 
infectious  hepatitis.  In  this  country  as  contrasted 
with  New  Delhi,  water  seems  not  to  be  a major 
factor  in  transmission  of  the  disease.  It  may  how- 
ever be  a factor  in  introducing  the  disease  in  a 
community.  If  this  is  so  then  in  the  treatment  of 
water  subject  to  sewage  pollution,  disinfection  be 
carried  out  beyond  that  needed  to  insure  com- 
pliance with  current  bacteriologic  quality  stand- 
ards.^>^’^ 

The  possible  effects  on  health  of  a variety  of  un- 
identified chemical  comjjounds  that  enter  water 
siqtply  sources  with  sewage  and  industrial  waste 
neetls  much  more  knowledge.  Our  water  treatment 
plants  do  not  remove  most  dissolved  solids.  I’hey 
only  remove  particulate  matter  including  bacteria 
and  colored  organic  compounds  arising  from  leach- 
ing of  vegetation.  Accordingly  we  cannot  depend 
on  the  ability  of  water  treatment  plants  to  cope 
with  steadily  increasing  chemical  pollution  as  water 
reuse  increases.  Two  outbreaks  of  water-borne  gas- 
troenteritis occurred  in  communities  on  the  Kana- 
wha and  Ohio  rivers  after  a sudden  rise  in  water 
levels  and  also  in  the  Ridir  Valley  in  Germany.^  In 


both  bacterial  content  of  treated  v.ater  was  good 
but  heavy  chemical  pollution  was  noted. 

d he  concern  over  increasing  chemical  pollution 
is  enhanced  by  the  possible  effects  of  chronic  ex- 
posure to  a wide  variety  of  substances  that  are  find- 
ing their  way  into  water  containing  municipal  and 
industrial  wastes.^  We  need  much  more  knowledge 
of  the  possible  physical  effects  of  these  materials  to 
ensure  that  hazardous  substances  are  removed  by 
water  treatment  and  at  the  source.  Pollution  then 
does  preclude  the  use  of  certain  waters  as  .sources 
of  water  siqtjtly  or  for  recreation.  It  places  an  eco-  j 
nomic  burden  on  water  users  in  increased  treat- 
ment costs  and  it  helps  to  create  an  environment 
that  is  less  enjoyable  and  hence  less  healthful  than 
it  might  otherwise  be."*-^ 

Water  pollution  obviously  exists  because  to  pre- 
vent it  means  an  economic  burden.  However 
Woodward  points  out  that  at  present  this  burden 
of  cleaning  up  streams,  lakes  and  coastal  waters  is 
three  dollars  per  person  per  year.  But  this  will  grow 
because  of  rapid  urbanization  and  population 
growth.  By  1980  the  cost  may  rise  to  about  $10  per 
capita  per  year,  a trivial  item  of  expense  in  most 
personal  budgets  nor  a serious  drain  on  the  nation- 
al economy.  This  is  obvious  when  comparing  this 
with  certain  other  costs.  The  Vietnam  War  costing 
twenty-four  billion  dollars  a year  is  a tax  of  $120.  ■ 
per  capita  per  year.  The  total  war  budget  is  62 
billion  dollars  per  year  or  $300.  per  cajnta.  The  i| 
s])ace  projects,  another  war  effort  is  five  billion 
dollars  per  year  or  $25.  per  capita.  So  is  the  Atomic  i. 
Energy  Commission  of  five  billion  per  year.  The  ij 
foreign  aid  programs  have  averaged  four  billion 
per  year  or  $20.  per  capita.  To  have  difficulty  to 
raise  three  or  even  ten  dollars  per  capita  for  clean 
water  seems  to  say  the  least  indifference  to  the 
public  welfare. 

Besides  indifference  another  of  the  features  of 
the  water  pollution  problem  that  has  deterred  at- 
tack on  it  is  the  fact  that  the  damages  caused  go 
beyond  the  community  or  industry  giving  rise  to 
it.  The  waste  is  discharged  downstream  to  affect  , 
other  commimities,  the  same  method  Parliament 
used  in  1858.  There  is  then  no  economic  incentive 
to  the  waste  producers  to  eliminate  the  pollution. 

Woodward  mentions  several  possible  approaches 
to  this  problem,  such  as  charging  the  waste  pro- 
ducers for  the  damages  caused  by  the  waste  dis- 
charge. d’his  of  course  does  not  enthuse  the  in- 
dustries concerned  nor  the  politicians  who  would 
prefer  to  transfer  the  cost  to  the  tax-payer.  As  far 
as  abating  pollution  due  to  municipal  wastes.  Fed- 
eral and  State  grant-in-aids  to  communities  certain- 
ly woidd  accelerate  progress.^ 
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-^SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone®  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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MAJOR  MEDICAL  EXPENSE  PLAN 


A.  NEW  SPECIAL  ENROLLMENT 
PERIOD  ALLOWS  YOU  TO  APPLY 
FOR  AN  IMPROVED  CONTRACT 

Reimbursements  up  to  $10,000.00.  Deductible  of 
$500.00,  $750.00,  or  $1,000.00.  Protection  after  retire- 
ment, coverage  for  widows  and  children  in  the  event  of 
prior  demise  of  member.  All  dependent  children  can 
be  covered  regardless  of  age.  This  same  broad  coverage 
is  also  available  for  the  first  time  to  your  employees  and 
their  families. 

ACCIDENT  AND  HEALTH  PLAN 

In  addition  to  the  above,  members  up  to  age  40  may  now 
purchase  their  Accident  and  Health  protection  at  a 25% 
reduction  in  cost. 

Through  its  continued  official  sponsorship  of  our  Group 
Plans,  The  Connecticut  State  Medical  Society  has  once 
again  made  it  possible  to  offer  broadened  coverage  under 
these  two  time-tested  policies  to  members  of  the  Society. 
If  you  are  not  now  enrolled,  do  not  turn  your  back  on 
old  friends  who  have  served  Connecticut  physicians 
for  over  a quarter  of  a century.  If  a sufficient  number 
of  new  applications  are  submitted  for  the  Major  Medical 
Expense  Plan,  all  policies  will  be  issued  regardless  of 
past  medical  history.  For  full  information  write  or 
phone. 


ARTHUR  W.  EADE,  Insurance 

185  Church  Street,  New  Haven  10,  Conn. 
Telephone  MAin 

Commercial  Insurance  Company 
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As  our  awareness  of  the  water  pollution  problem 
grows  and  its  dire  consequences  to  health  and  rec- 
reation becomes  more  clear,  we  begin  to  realize, 
how  urgent  it  is  to  improve  the  techniques  now 
available  for  dealing  effectively  with  them.  Suit- 
able solutions  are  not  in  sight  for  the  problem 
of  acid-mine  drainage  which  damages  many  of  the 
streams  in  the  coal-mining  area  of  the  Appalachian 
highlands.  How  to  prevent  the  factors  which 
threatens  the  beauty  and  utility  of  many  lakes  is 
not  well  enough  understood  to  enable  planners 
to  devise  optional  schemes  for  dealing  with  them. 
Some  lakes  like  Tahoe  can  be  saved  by  diversion  of 
all  wastes  out  of  the  drainage  basin,  a method 
scarcely  feasible  for  large  lakes  like  Erie.  Then  is 
the  problem  of  reducing  phosphate  input  into 
lakes;  a problem  not  yet  solved  especially  since  we 
do  not  yet  know  the  critical  permissible  levels  of 
phosphate  in  water  not  to  speak  of  the  costs  in- 
volved.® 

Another  problem  arises  from  the  fact  that  most 
older  cities  have  combined  sewers  that  carry  both 
sanitary  sewage  and  storm  water.  During  rain 
storms  these  sewers  discharge  storm  water  plus 
wastes  to  water  courses.  This  is  a serious  problem 
for  the  Charles  river  in  metropolitan  Boston,  ft  is 
also  a serious  problem  in  many  of  the  great  lakes 
and  coastal  cities  where  overflows  pollute  bathing 
areas. 

Above  all  there  is  need  for  better  knowiedge  of 
the  effects  of  water  pollutants  on  human  beings 
and  various  forms  of  aquatic  life.  How  clean  should 
water  be?  How  successful  are  our  bacteriologic 
standards  for  bathing  waters?  How  effective  are 
our  water  treatment  standards  in  eliminating  viral 
diseases  in  water  users?  What  are  the  effects  on 
human  beings  of  various  chemical  pollutants? 
What  is  our  knowledge  about  the  quality  require- 
ments of  aquatic  life?  Without  such  answers  how 
can  we  set  realistic  goals  for  water  pollution  abate- 
ment? 

At  present  there  is  also  a serious  shortage  of 
scientific  and  technical  personnel  to  conduct  the 
needed  research  and  development  work,  to  ad- 
minister federal  and  state  programs  and  to  design 
and  operate  the  necessary  facilities.  As  these  prob- 
lems are  solved  it  should  be  possible  to  meet  all 
the  public  expectations  for  effective  action  against 
water  pollution. 

L.H.N, 
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The  Complexity  Of  The 
Shock  Problem 

In  physiologic  terms  the  syndrome  of  shock  in- 
cludes a number  of  widely  different  conditions 
which  share  only  the  finding  of  hypotension.  The 
causative  mechanisms  in  these  different  forms  of 
shock  may  be  so  varied  that  no  one  mode  of  therajry 
can  be  applied  to  all.  An  example  of  this  problem 
can  be  seen  when  one  contrasts  the  treatment  in 
hypovolemic  and  cardiogenic  shock.  Both  showed 
hypotension,  oliguria,  cold  sweaty  extremities  and 
all  the  biochemical  and  clinical  features  which  are 
accepted  as  constituting  the  syndrome  of  shock. 
However  while  fluid  administration  is  vital  in  hy- 
povolemic shock  it  could  be  fatal  in  cardiogenic 
shock.  Consequently  before  any  treatment  of  shock 
is  instituted,  we  need  to  know  whether  it  is  hy- 
povolemic, cardiogenic  or  septic. 

If  there  had  been  hemorrhage,  recent  fluid  loss 
from  vomiting,  diarrhea,  nasogastric  aspiration,  or 
trauma  including  extensive  operative  procedures 
the  patient  is  probably  suffering  from  hypovolemic 
shock.  Simple  bedside  observations  reveal  that  in 
hemorrhage  there  is  pallor  and  restlessness,  in  de- 
hydration dull  apathy.  In  all  forms  of  hypovolemic 
shock  there  is  collapse  of  the  normally  visible  veins 
in  the  extremities  where  there  is  intense  vasocon- 
striction. The  skin  becomes  mottled  blue-white, 
sweaty  and  cold.  The  failure  of  venous  return 
causes  a sharp  drop  in  central  venous  pressiire. 

Cardiogenic  shock  is  strongly  suggested  by  the 
typical  chest  pain,  electro-cardiographic  findings 
and  serum  enzyme  changes.  In  such  a patient  the 
central  venous  pressure  will  probably  be  raised 
initially,  and  will  rise  rapidly  with  the  infusion  of 
only  small  amounts  of  fluid. 

A septic  origin  of  shock  may  be  suggested  by 
chills,  fever,  intra-abdominal  symptoms  or  recent 
genito  urinary  manipulation.  In  this  form  of  shock 
there  occurs  vasodilatation  in  the  periphery  and 
we  find  warm  dry  skin  and  a wide  pulse  pressure. 
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In  advanced  sliock  intense  vasotonslriclion  great- 
ly limits  the  reservoirs  capacity  ol  the  venous  sys- 
tems. Under  these  circnmsiances  small  amonnts  oi 
Iluid  will  cause  a rise  in  (entral  venous  pressure 
even  in  hypovolemic  patients.  It  is  this  lorm  ol' 
intense  vasoconstriction  that  can  be  “broken”  by 
the  use  ol  vasodilator  agents. 

We  could  have  a good  guide  in  the  treatment  ol 
any  lorm  ol  shock  il  we  had  rejjeatetl  recordings  ol 
arterial  blood  pressure,  central  venous  pressure  and 
hourly  urine  outptit.  Only  in  this  way  can  the 
guidelines  be  established  and  the  necessary  moment 
to  moment  adjustments  in  therapy  carried  out. 
Ihe  central  venous  pressure  measurements  cannot 
be  made  through  the  usual  i.v.  needle  in  the  lore- 
arm  vein,  but  by  passing  the  catheter  up  the 
brachial  or  the  cephalic  vein  to  reach  the  outlet. 
When  the  tip  ol  the  catheter  is  in  proper  position 
there  is  iree  fluctuation  ol  the  Iluid  column  in  the 
tidje  coincident  with  respiration. 

In  shock  resulting  from  fluid  loss  the  central 
venous  pressure  will  begin  to  rise  only  alter  large 
amounts  ol  lltiid  have  been  given.  By  this  time  a 
clinical  response  is  shown  by  improvement  in  blood 
]jressure,  and  urine  output  is  generally  evident, 
riiis  point  needs  emphasis  because  the  use  ol  vaso- 
dilator agents  in  the  presence  ol  hypovolemia  could 
be  serious.  All  the  elements  ol  hypovolemic  shock 
res]Jond  rapidly  to  volume  replacement  by  blood, 
ringer  lactate  and  a dextran.  The  labored  breath- 
ing becomes  easier  and  the  heart  rate  slows.  The 
provisicm  of  adequate  fluid  volume  is  the  best 
vasodilator  treatment  available  in  early  hypo- 
volemic shock. 

In  advanced  shock  intense  vasoconstriction  great- 
ly limits  the  reservoirs  capacity  ol  the  venous  sys- 
tem, produces  hypoxia  and  anoxia  ol  tissues.  II 
allowed  to  go  on  it  can  cause  necrosis  ol  the  gastro- 
intestinal mucosa.  In  this  lorm  the  vasoconstriction 
can  be  “broken”  by  the  use  ol  vasodilator  agents. 
If  treatment  is  started  before  there  is  diffuse  cell 
damage,  the  cardiac  output,  renal  blood  flow,  and 
urine  output  will  improve  and  heart  function  will 
also  improve. 

riiere  are  a number  ol  different  vasodilator 
drugs  acting  at  dilierent  levels  in  the  sympathetic 
nervous  system.  Some  like  tetraethylammonium 
interrupt  the  tonic  vasoconstrictor  discharge  in  the 
sympathetic  outflow.  These  agents  however  do  not 
interlere  with  the  action  of  vasoconstrictors  in  the 
small  blood  vessels.  Ganglionic  blocking  tlriigs  have 
been  used  during  surgical  therapy  to  diminish 
bleeding  and  lessen  the  strain  on  the  left  ventricle 
when  the  aorta  is  clamped  in  the  chest,  and  more 
recently  to  reduce  the  blood  loss  in  hemorrhagic 
shock  caused  by  bleeding  peptic  ulcer. 


■ Vnolher  group  ol  drugs  such  as  Dibenzylene 
block  the  alpha  receittors  in  va,scular  smooth  muscle 
rendering  them  refractory  to  vasoconstriction  by 
catecholamines.  I’hey  also  reduce  the  vasoactivity 
ol  such  agents  as  histamine  and  serotonin.  I’he 
effect  of  phenoxybcn/.amine  (Dibenzylene)  is  quite 
dramatic  in  reversing  epinephrine  effects.  The 
small  vessels  previously  .so  constricted  that  blood 
flow  ceased,  open  and  enlarge  to  a size  greater  than 
normal.  Flow  increases,  veins  dilate,  red  cells 
within  the  vessels  are  more  saturated  with  oxygen. 

Wdien  Dibenzylene  is  used  in  shock  a similar 
picture  is  seen.  The  sweaty  cold  extremities  become 
warm  and  dry  and  pink.  Fhe  previously  narrow 
thready  pulse  becomes  lidl  and  readily  palpable, 
the  venous  pressure  which  previously  may  have 
been  raised  by  vasoconstriction  falls.  'Fhe  veins  on 
the  dorsum  ol  the  hands  and  feet  now  become 
visible.  However  because  Dibenzylene  produces  a 
rapid  increase  in  the  capacity  ol  the  venous  system, 
it  is  inqjerative  that  at  the  same  time  as  it  is  being 
administered  that  additional  amounts  of  fluid  be 
provided  rapidly  to  fdl  the  enlarged  vascular  space, 
cjtherwise  the  blood  pressure  will  drop  rapidly  be- 
low the  levels  needed  to  perfuse  the  heart  and 
brain. 

Accordingly  Dibenzylene  is  given  slowly  in  a 
dose  of  1 mg/kg  in  200  m.l.  of  5 percent  of  gliico.se 
over  ai)proximately  one  minute  by  i.v.  drop  with 
rejieated  measurement  ol  central  venous  and  ar- 
terial pressure.  Fluids  either  blood  or  lactate  are 
needed  contitiuously  to  maintain  a positive  venous 
pressure.  .A  sudden  drop  in  blood  pressure  now  re- 
quires that  Dibenzylene  be  discontinued  and  fluid 
added  rapidly  until  the  arterial  [tresstire  is  restored 
to  an  adequate  level. 

I'here  are  additional  thoughts  to  be  borne  in 
mind  in  dealing  with  a patient  in  shock.  The  lungs 
may  be  filled  with  .secretions,  reqinring  endo- 
tracheal suction  especially  at  the  onset  of  shock 
when  patients  .should  be  turned  frequently  from 
side  to  side  and  urged  to  cough.  Reduced  sodium 
ions  can  be  associated  with  reductions  ol  plasma 
anti  extra  cellular  fluitl  volume  thereby  increasing 
the  toxicity  ol  Potassium.  A calcium  tleficit  may  be 
involved  il  much  citratetl  blood  is  used  requiring 
adding  1 gram  ol  calcium  gluconate  for  5 units. 

Vasoconstrictive  agents  in  the  presence  of  ade- 
quate blood  volume,  early  in  the  course  of  treat- 
ment may  improve  coronary  blootl  flow.  However, 
later  when  secondary  vasomotor  substances  may  be 
circulating  in  the  blood,  addition  of  vasopressor 
materials  will  be  of  little  avail  and  may  do  harm. 

Isoproterenol  (isiqncl)  is  increasing  in  promin- 
ence as  a potent  agent  in  shock  and  may  well  be  of 
value  early  in  the  shock  state.  Its  stimulating  prop- 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been firmlyestablished. Thus, do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  five...where  one  will  do? 


In  a recent  217-patient  hospital  study, ^ urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol, erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.;  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


Coly-Mycin*  ilecta 

(colistimethate  sodium) 

Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 

Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1.5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required:  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in;  Coly-Mycin®  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin®  Otic  with  Neomycin  and  Hydro- 
cortisone. 

Full  information  is  available  on  request. 
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cities  on  the  myocardium  and  bronchodilator  and 
perijiheral  vasodilating  properties  could  be  uselul. 

Finally  we  must  recognize  that  vasodilator  agents 
;ire  not  uselul  in  septic  shock  where  there  is  al- 
ready evidence  of  vasodilatation. 

Otie  final  thought  is  the  neeil  of  using  hypo- 
thermia to  reduce  the  temjjerature  to  normal  of 
patients  with  hyjierthermia.  This  will  reduce  meta- 
bolism,  oxygen  used  and  preserve  tissues  long 
enough  to  combat  shock  and  its  consetjuences. 

d'his  short  survey  reveals  both  the  complexity  of 
problems  in  shock  therapy  and  a clearer  under- 
standing of  how  to  deal  with  the  various  states  of 
shock. 

L.H.N. 
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Inflammation,  Kinins  And  Cortisol 

Kinins  are  naturally  occurring  polypeptides  of 
known  structure  whose  pharmacologic  effects  re- 
semble the  manifestations  of  acute  inflammation. 
In  extraordinarily  minute  (piantities  0.1  to  1 niilli- 
microgram  per  ml.  they  produce  vasodilatation  and 
edema  by  increasing  capillary  permeability,  stimu- 
late smooth  muscle,  provoke  pain  and  are  leuko- 
tactic.  They  are  probably  the  hormonal  mediator 
of  the  response  to  tissue  injury  because  their  con- 
centration is  increased  at  the  sites  of  inflammation 
and  when  a synthetic  kinin,  bradykinin,  is  applied 
locally  to  certain  ti.ssues  it  mimics  an  inflammatory 
response.^ 

ft  appears  that  kinins  are  released  from  a plasma 
protein  substrate  by  a plasma  enzyme  kallikrein 
and  also  by  granulocytes.  It  appears  further  that 
blood  clotting  factor  XII  (Hageman  factor)  is 
involved  in  the  process  of  kinin  liberation  and  this 
explains  how  kinin  release  and  the  initiation  of  the 
clotting  mechanism  are  closely  linked  processes.  It 
is  this  process  which  has  permitted  Cline  and  Mel- 
moni  to  examine  the  interaction  between  the  kinin 
system  and  the  anti-inflammatory  steroids  cortisol 
and  prednisone  to  determine  how  they  do  this. 

The  final  test  system  these  authors  used  was  to 
add  washed  granulocytes  to  the  purified  kininogen 
system  (p.H.T.4)  . This  caused  liberation  of  bio- 
logically active  kinins  as  the  concentration  of  kinin- 


ogen decreased.  Cortisol  added  to  this  system  par- 
tially inhibited  the  release  of  kinins.  DOCA  did 
not.  .Such  observations  suggested  that  cortisol  in 
concenirations  that  are  4 to  8 times  greater  than 
physiological  levels  is  capable  of  specifically  inter- 
fering with  the  inflammatory  response  in  vivo.  The 
(piestion  remained  whether  the  in  vitro  cortisol 
effect  was  an  artifact. 

This  was  examined  by  experiments  on  plasma 
obtained  from  patients  receiving  large  doses  of 
prednisone  and  from  other  patients  not  receiving 
prednisone.  The  results  indicated  that  in  the  pres- 
ence of  prednisone  plasma  kinins  were  poorly  re- 
leased. Furthermore  such  patients  had  granulocytes 
which  were  much  less  active  in  liberating  kinins. 
In  short  glucocorticoids  administered  to  patients 
did  in  fact  inhibit  the  formation  of  kinins  from 
their  plasma  and  this  probably  was  the  reason  for 
their  anti-inflammatory  response. 

One  can  think  of  two  likely  mechanisms  of  cor- 
tisol action  in  preventing  kinin  liberation  thereby 
suppressing  the  inflammatory  process.  One  is  the 
inhibition  of  leucocyte  activation  of  the  kininogen 
system  and  interference  with  kallikrein  the  enzyme 
that  converts  kininogen  to  kinin.  The  other  is  in- 
terference with  the  interaction  between  enzyme  and 
kininogen.  The  authors  tested  each  of  these  possi- 
bilities and  concluded  that  at  least  one  site  of  corti- 
sol action  appears  to  be  to  jrrevent  the  enzyme 
kallikrein  from  acting  on  kininogen. 

Fhe  most  attractive  hypothesis  heretofore  offered 
to  explain  the  anti-inflammatory  action  of  cortisol 
was  “stabilization  of  lysosomal  membrane  with 
consc(|uent  inhiliition  of  the  release  of  irritating 
hydrolytic  enzymes.”  If  this  hypothesis  were  correct 
then  cortisol  could  never  be  anti-inflammatory  in 
the  doses  used  clinically. ^ Furthermore,  anti-in- 
flammatory steroids  inhibit  the  early  phenomena  of 
inflammation  such  as  capillary  dilatation,  edema 
formation,  fibrin  deposition,  and  migration  of 
phagocytic  granulocytes  into  the  inflammed  area. 
■Such  effects  can  hardly  be  explained  by  the  effect 
of  steriod  on  lysosomal  membranes. 

A more  reasonable  explanation  is  offered  by 
Cline  and  Alehnon.  Cortisol  and  similar  steroids 
probably  exert  their  anti-inflammatory  effect  by 
preventing  formation  of  vasoactive  kinins  which  are 
responsible  for  many  of  the  manifestations  of  acute 
inflammation.  I’his  effect  of  cortisol  occurs  at  con- 
centrations that  can  be  achieved  by  drug  adminis- 
tration.’'^’^ 

L.H.N. 
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Calcium  Ion  In  Clinical  Medicine 

Calcium  has  long  been  known  to  be  one  of  the 
essential  ingredients  of  life  and  a number  of  most 
fundamental  biologic  processes  are  absolutely  de- 
pendent on  its  presence,  such  as  blood  clotting, 
fertilization,  muscular  contraction  and  normal 
nerve  transmission.  Calcium  also  confers  upon  in- 
dividual cells  in  a multicellular  tissue  an  adhesive- 
ness which  joins  them  together  into  a functional 
and  structural  whole  and  without  which  the  cells 
would  be  a quivering  mass  of  disconnected  ele- 
ments. It  does  for  union  of  individual  cells  what 
the  connective  system  does  for  tissues  and  organs. 

We  are  all  aware  of  the  striking  effects  of  changes 
in  extracellular  ion  concentration  upon  almost  all 
cells  and  organs  in  the  body.  The  profound  effects 
of  calcium  upon  celhdar  function  is  dramatically 
illustrated  by  Lemann’si  report  on  the  severe  and 
often  fatal  consequences  of  hypercalcemia  as  seen 
in  patients  with  hyperparathyroidism.  Conversely 
a reduction  of  calcium  ion  content  of  the  blood 
results  in  an  increased  excitability  of  muscular 
and  nervous  tissue,  gastrointestinal  spasms,  con- 
traction of  skeletal  muscles  lead  to  tetany.  Tingling 
and  a sensation  of  tension  may  begin  in  face  and 
hands  and  spread  to  lower  extremities  and  trunk. 

Because  the  role  of  calcium  in  cellular  processes 
is  complex  and  still  not  well  understood  there  has 
been  increasing  interest  in  studying  the  nature  of 
these  effects  upon  isolated  tissues,  cells  and  also 
such  cellular  systems. ^ Recent  studies  show  that 
nearly  all  the  intracellular  calcium  is  bound  to 
membranes  either  microsomal  or  mitochondrial 
and  that  a signihcant  percentage  of  the  intra- 
cellular calcium  may  actually  exist  as  a phosphate 
salt  within  the  mitochondria.  The  amount  of  cal- 
cium within  the  cell  however  is  much  less  than  it 
is  in  the  extracellular  fluid  and  this  means  that  ac- 
tive mechanisms  exist  to  maintain  this  concentra- 
tion difference.  In  view  of  the  close  association  of 
calcium  and  membranes,  it  is  not  difficult  to  realize 
why  most  of  the  effects  of  calcium  upon  cells  have 
been  related  to  its  effects  upon  membranes. 

It  is  now  possible  to  discern  at  least  two  general 
functions  of  calcium  in  cellular  activity.  The  first 
is  related  to  its  role  in  the  cell  membrane  of  con- 
trolling its  permeability  and  electrical  properties. 
The  second  is  that  of  serving  as  a coupling  factor 


between  excitation  of  cells.  In  muscle  the  coupling 
is  between  excitation  and  contraction.  In  glandular 
cells  it  is  coupling  between  excitation  and  secre- 
tion. 

Increases  in  extracellular  calcium  concentration 
increases  what  Rasmussen  calls  the  “tightness”  of 
cell  membrane.  This  in  turn  leads  to  a decrease  in 
the  rate  of  flux  of  various  ionic  molecides  across 
the  membrane.  For  example  hypercalcemia  inter- 
feres with  the  transport  of  urea,  sodium,  and  water 
across  amphibian  skin  and  amphibian  urinary 
bladder.  In  the  renal  tubule  calcium  excess  inter- 
feres with  reabsorption  of  sodium,  and  uptake  of 
glycerol.  These  effects  may  well  be  the  primary 
bases  of  the  polyuria,  inhibitions  of  pitressin  ac- 
tion and  loss  of  concentrating  ability  observed  as 
one  of  the  invariable  and  serious  consequences  of 
hypercalcemia. 

There  is  also  decreased  movement  of  sodium  and 
potassium  across  plasma  membranes  and  this  prob- 
ably exjilains  the  depression  of  membrane  excit- 
ability, decreased  muscle  tone,  and  decreased  re- 
sponses of  muscle  and  nerve  membranes  which  are 
brought  by  calcium  excess.  Perhaps  these  altera- 
tions are  the  basis  for  the  disturbances  of  nervous 
or  mental  functions  which  are  such  common  find- 
ings of  hypercalcemia  in  vivo. 

If  this  explanation  is  correct  than  one  would 
siq^pose  that  a reduced  calcium  in  the  blood  would 
produce  large  open  pores  in  the  membrane,  allow- 
ing easier  interchanges  between  blood  and  cells  of 
sodium  potassium  and  perhaps  also  efflux  of  en- 
zymes and  other  intracellular  elements  into  the 
blood  stream.  Calcium  then  could  be  considered 
the  guardian  of  intracellular  elements  from  exud- 
ing out  into  the  blood  stream.  The  implications  of 
this  dire  situation  staggers  the  imagination. 

The  process  of  coupling  appears  to  consist  of  a 
depolarization  of  the  cell  and  microsomal  mem- 
branes, and  an  alteration  in  their  properties  lead- 
ing to  the  release  of  membrane  bound  calcium 
which  in  turn  activates  the  contractile  process. 

The  direct  role  of  calcium  as  a coupler  between 
stimulus  and  secretion  in  glandular  tissue  has  been 
most  clearly  demonstrated  in  the  case  of  the 
adrenal  medulla  where  the  release  of  acetylcholine 
at  the  splanchnic  nerve-endings  leads  to  calcium 
release  and  entry  into  the  adrenal  medullary  cells 
with  resulting  secretion  of  catecholamines.  Calcium 
has  also  been  implicated  in  the  secretory  activity 
of  other  glands  as  well  as  hydrochloric  acid  secre- 
tion by  the  gastric  mucosa. 

Rasmussen  reminds  us  that  the  role  of  calcium 
in  hormone  and  drug  actions  is  not  confined  to 
acetylcholine  action,  but  also  in  the  action  of 
ACTH  upon  adrenal  steroid  genesis,  the  activa- 
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tion  ()1  ,\MP  release  l)y  epinephrine,  the  action  ol 
vasopressin  upon  the  renal  tultule,  (lie  activation 
ol  phospholriu  tokinase  by  serotonin  and  the  ac  tion 
ol  oxytocin  u|)on  the  myocardium. 

.Many  ol  the  efiects  ol  calcium  are  antagoni/ed 
by  either  potassium  or  vasopressin  upon  the  heart. 
Calcium  ions  cause  exactly  the  ojtposite  ellects  of 
those  (d  potassium  ions  residting  in  markedly  in- 
creased strength  and  duration  of  contractions, 
(.leatly  diminished  cttlcium  concentration  in  the 
extra  cellular  lluicl  can  result  in  an  extremely 
wetikened  heart-*  simular  to  that  which  results  from 
potassium  excess.  Either  a high  potassium  or  a low 
calcium  leads  to  an  increased  rate  of  breakdown 
of  organic  phosphates  particularly  those  possessing 
high  energy  phosphate  bonds.  'Ehey  ]jlay  a regula- 
toiy  role  in  pacemakers  controlling  glycolysis,  res- 
piiation  or  both.  Ehus  these  changes  may  be  the 
basis  for  weakening  of  the  myocardium  in  states  of 
hypocalcemia.  ,V  comjjrehension  of  the  interrelated 
'ellects  of  changes  in  ionic  composition  is  therefore 
necessary  for  any  clear  definition  of  the  role  c)f 
calcium  in  celhdar  activity. 

The  manner  in  which  calc  ium  exerts  such  ellects 
is  not  yet  cleat.  However,  recent  studies  concerned 
with  calcium  ion  accumulation  in  cells  and  sub- 
cellular  systems  make  it  clear  that  in  most  mam- 
malian systems  calcium  is  transported  across  mem- 
branes as  a phosphate  salt.  Ehis  means  that  shifts 
in  calcium  across  cellular  ;ind  subcellular  compart- 
ments and  the  consecpient  changes  resulting  from 
this  movement  recjuires  an  obligatory  shift  also  of 
phosphates. 

I he  complex  interplay  of  the  diverse  effec  ts  re- 
lated to  calcium  are  becoming  more  clear  and 
shotdd  be  clearly  defined  by  further  study. 

L.H.X. 
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Asphyxia,  Seals  And  Man 

Ehere  is  a basic  unity  among  living  forms  so  that 
knowledge  concerning  any  form  enhances  under- 
standing of  all  liviirg  forms.  We  learn  from  the 
earthworm  and  snail  how  the  original  influen/,a 
epidemic  spread.  We  learned  from  enterobacteria- 
ceae  how  bacterial  resistance  to  antibiotics  may  be 
transferred  from  one  species  to  another.  W^e 
learned  frcmi  the  cell-virtis  system  of  escherichia 


coli  a possible  apjnoach  to  cure  of  virus  induced 
canters.  It  is  therefore  not  surprising  that  study  of 
living  animals  and  hibernating  animals  in  their 
noinial  pattern  ol  existence  may  throw  light  on 
out  own  t apjicity  to  cope  with  asphyxia  and  oxygen 
depletion. 

Ehe  fresh  water  turtle  can  stay  under  water  for 
twenty-seven  hours  ;incl  survive.  The  duck  and  the 
Harbor  seal  can  stay  under  -evater  for  twenty  min- 
utes without  any  external  oxygen  stip]rly,  depend- 
ing for  their  survival  upon  the  oxygen  in  their 
lungs  and  blood. 

It  has  been  known  for  one  hundred  years  that 
the  duck  when  diving  underwater  experiences  slow- 
ing ol  the  heart  rate  from  one  hundred  to  fourteen 
beats  per  minute  during  a seven  minute  dive. 
I'his  bradycardia  is  vagal  in  origin  since  it  can  be 
eliminated  by  cutting  the  vagus  or  administering 
atropine.  Bradycardia  apparently  must  have  an  ad- 
vantage during  asphyxia.  We  see  this  in  the  as- 
phyxia of  the  new  hot  ii  as  welf  as  in  the  diving 
se;d.  With  the  onset  of  diving  the  heart  rate  drops 
from  one  hundred  and  fifty  to  ten.  Robin*  and 
Eisner-  both  describe  this  dnimatic  response  which  ! 
can  be  switched  oil  aticl  on  by  manipulating  the 
animal. 

Other  jjiimary  adaptive  respon.ses  which  permits 
prolonged  diving  are  generali/ed  arterial  ccjiistric- 
tion  involving  the  vascidar  beds  of  all  organs  ex- 
cept the  brain  and  heart.  I'he  degree  of  arterial 
constriction  as  shown  by  Robin,  itsing  angicjgra- 
phic  technicpies  is  so  extreme  that  it  is  as  if  the  in- 
volved organs  were  surgically  removed  from  the 
aniimil.  Blood  How  in  all  peripheral  areas  ceases 
but  How  to  the  brain  continues.  Similarly  Eisner  - 
saw  intense  vasoconstriction  in  the  expensed  mesen- 
tery of  the  seal  during  immersion  and  almost  total  ! 
absence  of  renal  How.  Ehis  seems  to  be  the  jjattern 
in  all  diving  animals.  It  seems  clear  that  the  wide-  | 
sjjrcad  and  selective  vasoconstriction  which  occurs 
during  diving  provides  for  continued  oxygenation 
of  the  brain  and  heart  at  the  expense  of  organs  of 
greater  anaerobic  capacity  such  as  muscle,  intestine,  ^ 
kidney. 

Atiimals  are  fortunate  that  some  of  their  parts 
can  get  along  without  oxygen  for  prolonged  peri-  : 
Otis.  Limbs  can  be  deprived  of  oxygen  by  a tourni-  ji 
cjuet  for  as  much  as  an  hour  without  permanent  ii 
damage.  Ehe  muscles  use  up  the  oxygen  stored  iti  |i 
their  myoglobin.  Anaerobic  energy  from  glycogen  | 
breakdown  keeps  the  muscles  alive.  The  resulting  || 
lactic  acid  accumulates  in  the  muscle,  can’t  get  out  ! 
into  the  blood  stream  because  of  a virtual  shut  off  it 
of  the  circidation  to  them.  This  protects  the  brain  i 
from  the  hypercapnia  that  wotild  force  involuntary  ■ 
breathing. 
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It  the  peripheral  circulation  ceases,  venous  re- 
turn greatly  declines  and  so  does  cardiac  filling. 
Only  blood  from  the  brain  and  heart  keeps  flowing 
and  this  is  why  cardiac  output  greatly  declines. 
Ortlinarily  tve  have  here  reprodticetl  what  happens 
in  hypovolemic  shock  with  the  important  differ- 
ence that  in  shock  cardiac  acceleration  is  the  rule, 
in  diving  protonnd  bradycardia  is  produced  to 
spare  the  heart  from  rapid  exhaustion. 

Similar  findings  are  reported  by  Eisner  in  ex- 
perienced divers  who  uniformly  develop  bradycar- 
dia not  on  breath  holding,  but  on  immersion.  The 
heart  rate  may  fall  to  as  low  as  thirteen  per  min- 
ute, the  limb  blood  flow  fell  almost  to  nothing. 
The  difference  between  man  and  harbor  seal  is 
of  course  man’s  inefficiency  to  deal  with  asphyxia. 
In  this  respect  man  may  be  regarded  as  an  ineffi- 
cient seal.  It  appears  that  sensitivity  of  the  respira- 
tory center  to  CO2  is  substantially  less  in  the  seal 
than  in  man.  As  a result  asphyxia  in  this  animal 
does  not  evoke  the  same  urgency  to  breathe  as 
would  otherwise  be  true  and  so  his  diving  can  be 
prolonged. 

This  depressed  respiratory  center  reminds  us  of 
a similar  situation  on  clinical  medicine  particnlar- 
ly  the  patient  with  obstructive  lung  disease  and 
hypercapnia.  Such  patients  likewise  have  a de- 
pressed response  tcj  pCOj.  We  may  consider  that 
this  depressed  response  fulfills  the  functions  of  de- 
creasing the  volume  of  ventilation  thus  decreasing 
the  work  load  and  cost  of  breathing.’^  It  also  di- 
minishes the  sense  of  air  hunger  which  would  cause 
undue  suffering  in  the  victim.  However  the  reduc- 
tion of  sensitivity  of  the  respiratory  center  is  not 
an  nnmixed  blessing  for  it  represents  a type  of 
disadvantage  because  a high  pCOa  leads  to  lowered 
O,  tension. 

The  similarity  between  the  diving  phenomenon 
and  the  physiological  events  associated  with  hi- 
bernation is  impressive.  In  the  ground  squirrel  and 
the  hedgehog  onset  of  hibernation  is  associated 
with  fall  in  heart  rate,  peripheral  vascoconstric- 
tion,  and  much  decreased  cardiac  output.  During 
arousal  normal  circidation  is  more  rapidly  re-estab- 
lished in  the  heart  than  in  the  more  peripheral 
parts  of  the  body.  These  findings  suggest  a co- 
ordinated precisely  controlled  cerebral  mechanism 
in  hibernation  similar  to  but  having  a much  longer 
time  course  than  those  seen  during  diving. 

We  see  then  that  the  circulatory  system  plays  a 
major,  probably  a dominating  role  in  adjustment 
to  the  general  phenomenon  of  asphyxia.  Apnoeic 
diving  is  a special  highly  developed  instance  of 
this.  The  associated  changes  in  cardiac  function 
and  peripheral  circulation  are  among  the  most  pro- 
found ever  demonstrated  by  naturally  occurring 


sthindi.  In  addition  to  the  precise  neural  control 
of  the  circidatory  system,  there  are  other  abilities 
of  animals  that  we  must  recognize  as  they  cope 
with  oxygen  depletion.  In  the  final  analysis  there 
must  be  adaptations  occurring  at  the  celhdar  level 
that  permit  adequate  generation  of  energy  despite 
low  oxygen  tensions.’ 

In  both  seals  and  man  the  relation  between 
oxygen  depletion  and  cellular  function  is  poorly 
understood.  We  know  the  brain  cannot  survive 
after  a brief  period  of  oxygen  deprivation.  Bnt 
peripheral  tissues  can.  How  do  they  do  this?  This 
area  has  been  neglected  and  we  may  anticipate  that 
this  area  is  now  the  one  in  which  major  advances 
in  understanding  will  occur  during  the  next  several 
years. 

L.H.N. 
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Hyperuricemia  An  Important 
Threat  In  Hypertension 

One  of  the  intriguing  questions  we  physicians  en- 
counter in  dealing  with  hypertensive  patients  is 
why  it  is  that  some  remain  stationary  in  their  hy- 
pertension while  others  go  on  to  renal  failure  and 
accelerated  hypertension.  If  we  could  recognize  an 
element  in  a hypertensive  patient  that  contributes 
to  renal  disease  we  would  take  the  first  step  in  pre- 
venting or  at  least  showing  the  development  of 
renal  damage. 

One  clue  to  this  problem  comes  from  observa- 
tions of  long  standing  that  antihypertensive  therapy 
leads  in  many  patients  to  the  development  of  hy- 
peruricemia. In  Cannon’s  series’  two-thirds  of  his 
hypertensive  patients  receiving  thiazide  drugs  were 
hyperuricemic.  What  was  however  more  striking 
was  that  thirty-eight  of  one  hundred  and  nineteen 
patients  with  untreated  hypertension  who  had  ele- 
vations of  serumnric  acid.  A further  extension  of 
this  study  revealed  that  in  all  hypertensive  patients 
with  hyperuricemia  there  was  a reduced  uric  acid 
clearance  by  the  kidneys.  Obviously  hyperuricemia 
is  an  important  complication  of  hypertension  in 
both  treated  and  untreated  patients. 

In  untreated  hypertensives  there  was  a direct  re- 
lation between  hyperuricemia  and  the  occurrence 
of  azotemia.  As  the  BUN  rose  to  forty-one  so  did 
uric  acid  rise  also  while  in  untreated  primary  hy- 
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pertensives  22  per  cent  of  fifty-four  patients  with 
normal  BUX  were  hyperuricemic.  \Vith  renal  fail- 
ure the  incidence  rose  to  73  per  cent.  Even  without 
renal  failure  Itut  iu  hypertension  with  azotemia  the 
incidence  of  hyperuricemia  increased  to  63  per 
cent.- 

If  one  examines  renal  tissue  post-mortem  in 
patients  who  had  become  hyperuricemic  during  the 
course  of  hypertensive  disease  one  finds  changes 
like  those  seen  in  gouty  kidneys  even  though  the 
patients  did  not  suffer  from  gout.  The  kidneys 
showed  glomerular  capillary  thickening  and  scler- 
osis, tubular  atrophy,  pigment  deposit,  degetiera- 
tion  in  the  loop  of  Henle  and  extensive  interstitial 
dejiosits  of  uric  acid  in  the  renal  medullary  tis- 
sue.'^'^ 

The  incidence  of  hyperuricemia  in  a healthy 
jiopulation  has  been  estimated  to  be  between  4.5  to 
12  per  cent.  In  Camion’s  stutly  47  per  cent  in  a 
total  population  of  two  hundred  and  seventeen 
patients  with  hypertension  suffered  rvith  hyperuri- 
cemia. Such  data  clearly  suggest  that  hyjieruricemia 
in  hypertension  is  not  related  to  genetic  factors 
operating  in  primary  hypertension  or  to  the  eti- 
ology of  underlying  renal  disease  in  renal  hyperten- 
sion. Cannon  believes  his  data  suggests  that  uric 
acid  may  be  produced  in  .some  way  by  the  hyper- 
tensive jirocess  itself. 

However  one  should  know  whether  other  ac- 
companiments of  the  hypertensive  process  could  be 
related  to  the  high  incidetice  of  elevated  .serum 
uric  acid  levels.  Hypokalemia  was  not  found  in 
these  patients  ailH  this  makes  it  unlikely  that  hy- 
peraldosteronism  is  implicated.  There  was  an  asso- 
ciated hypercholesteremia  which  was  even  higher 
in  this  series  than  was  the  uric  acid  level.  I'his 
however  need  not  imply  a specific  etiologic  re- 
lationship because  the  opposite  was  also  true;  the 
incidetice  of  hypercholesteremia  increased  among 
patients  with  elevation  of  serum  uric  acid.^ 

Hyperuricemia  in  hypertension  could  result  from 
over  jiroductions  of  uric  acid  such  as  occurs  in 
gout  and  familial  hyperuricemia.  It  cottld  result 
from  impaired  renal  excretion  of  uric  acid,  perhaps 
secondary  to  the  damaged  kidney  function  asso- 
ciated with  hypertension.  4'he  over  production 
theory  is  unlikely  since  unsusjiected  gout  is  rarely 
found  in  this  grouji.  Cannon’s  data  does  not  ex- 
clude the  possibility  of  increased  uric  acid  biosyn- 
thesis. But  more  likely  is  reduced  renal  excretion 
as  the  actual  mechanism  since  hyperuricemia  oc- 
curred in  renal  diseases  which  are  not  getietically 
linked.  This  hypothesis  is  also  supported  by  the 
increased  incidence  of  elevated  serum  uric  acid 
in  both  types  of  hypertension  with  azotemia  or 
antihypertensive  treatment.  The  hypothesis  that 


renal  uric  acitl  excretion  is  reduced  in  hyperten- 
sion and  that  it  is  this  which  leads  to  elevated  uric 
acid  levels,  is  supported  further  by  the  finding  of  a 
low  uric  acid  clearance  in  fourteen  of  seventeen 
hypertensive  subjects  studied. 

One  other  possible  explanation  of  the  elevated 
serum  uric  acid  in  hypertensives  is  the  role  of 
lactate.  If  one  infuses  lactate  it  is  known  to  reduce 
the  renal  excretion  of  uric  acid  in  both  normal  and 
gouty  subjects.^  In  addition  elevations  of  blood 
lactic  acid  has  been  as.sociated  with  reduced  uric 
acid  excretion  and  hyperuricemia  in  normal  sub- 
jects, during  exercise,  in  glycogen  storage  disease 
and  in  toxemia  of  pregnancy.-  In  ninety-six  of 
Cannon’s  patients  the  venous  lactic  acid  level  was 
significantly  elevated  to  27  mg.  per  cent  as  com- 
pared to  17  mg.  ])er  cent  in  forty-seven  control 
patients. 

\V4ry  tlo  the  hypertensive  patients  have  elevated 
lactic  acid  levels?  It  occurs  in  both  primary  and 
renal  hypertension.  Is  it  a metabolic  derangement 
or  can  it  be  due  to  anoxia  caused  by  widespread 
perijrheral  vasoconstriction  characteristic  of  the  hy- 
pertensive process?  Is  the  amount  of  lactic  acid 
elevation  sidficient  to  interfere  with  the  reduced 
urate  excretion.  Clearly  we  have  more  to  learn 
about  this  phenomenon. 

I'he  occurrence  of  hyperuricemia  in  a large  frac- 
tion of  the  hypertensive  population  is  probably 
produced  by  diminished  renal  excretions  of  uric 
acid.'’’  The  tpiestion  might  well  be  posed  whether 
once  hvperuricemia  is  established  in  hypertension 
it  contriltutes  to  the  deleterious  effects  of  the  hy- 
pertensive vascular  disease  in  the  kidney.  The  renal 
changes  that  were  seen  in  tissue  from  three  non- 
gouty  patients  with  hypertension  did  resemble 
changes  reported  in  renal  tissue  from  gouty  sub- 
jects. Such  changes  are  not  ordinarily  seen  in  kid- 
tiey  .sections  from  hypertensive  patients  in  the  ab- 
sence of  hyperuricetnia.-^ 

'I  he  findings  therefore  raise  the  possibility  that 
high  concetitrations  of  uric  acid  in  the  renal  blood 
and  in  the  glomerular  filtrate  of  hypertensive  pa- 
tients was  precipitated  iti  the  renal  medulla  in- 
duced degeneration  and  inflammation  and  con- 
tributed thereby  to  the  renal  damage  and  func- 
tional im[iairment  that  accompanies  hypertensive 
disease." 

This  knowledge  has  come  at  a particularly  for- 
tunate moment  when  allopurinol,  a zanthine  oxi- 
dase inhibitor  has  been  made  available  to  the  pro-  j 
fession.  Wdiether  the  hyperuricemia  is  primary  or  : 
secondary  this  drug  can  reduce  the  level  of  uric  j 
acid  in  the  blood  and  sjrare  the  kidneys  of  hyper- 
tensive patients  with  hyperuricemia  from  damage  i 
that  results  from  urate  deposition.  Previously  the  ' 
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only  method  to  deal  with  hyperiiricema  in  hyper- 
tension following  treatment  with  thiazides  was  to 
use  KCL  and  NH^CL.  We  may  reasonably  expect 
that  the  glomerular  sclerosis,  renal  tubular  atrophy, 
degeneration  especially  in  the  Henle  loops  and 
uretral  urate  deposits  will  not  occur  on  this  re- 
gimen. If  we  can  arrest  the  progress  of  hyperten- 
sive disease  in  the  kidney  we  should  prolong  life 
and  reduce  premature  invalidism. 

L.H.N. 
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How  Successful  Is  The  "PilT': 

Family  Planning  In  1965 

The  birth  rate  in  the  United  States  has  fallen  by 
more  than  20  per  cent  in  the  last  eight  years.  This 
trend  can  only  be  interpreted  if  one  obtains  de- 
tailetl  information  from  responsible  couples.  It  is 
appropriate  to  study  this  trend  because  our  nation 
now  faces  problems  which  are  related  to  popula- 
tion, such  as  poverty  and  race.  The  last  inquiry 
on  fertility  was  undertaken  in  1960,  the  year  when 
Enovid  the  hrst  oral  contraceptive  was  licensed  for 
general  use. 

The  first  question  is  the  extent  of  acceptance 
and  use  of  oral  contraception  by  the  total  popula- 
tion and  also  by  its  demographic  and  social  sub- 
division. Accordingly  a survey  was  conducted 
among  married  women  born  since  1910  and  cur- 
rently living  with  their  husbands.^  Interviews  were 
carried  out  in  4,808  woman  under  age  forty-five 
on  their  use  of  contraceptives.  There  were  white 
women  under  forty-five.  There  were  twice  the 
actual  representation  of  negroes  in  previous  studies. 
A half  sample  of  women  forty-five  to  fifty-four  has 
been  added  in  order  to  provide  the  first  substantial 
basis  for  quantifying  the  termination  of  reproduc- 
tion by  menopause  in  a natural  sample. 


The  most  important  information  was  tabidated 
in  regard  to  past,  present  and  prospective  use  of 
contraception  by  age,  fertility,  number  of  live 
births,  color,  religion,  education  of  married  women 
under  forty-five  and  living  with  their  husbands.  It 
does  not  contain  sterile  or  pregnant  women.  It 
does  not  include  consideration  of  oral  contracep- 
tion in  relation  to  the  use  of  other  modes  of  fer- 
tility regulators.  It  is  significant  that  only  three  per 
cent  of  all  women  had  not  learned  about  oral  con- 
traceptives or  the  birth  control  “pill.” 

4’he  authors  estimate  that  four  million  married 
women  under  forty-five  and  living  with  their  hus- 
bands were  using  the  “pill”,  6.5  million  have  used 
it  and  another  five  million  indicated  they  woidd 
use  it  in  the  future.  This  is  probably  an  under- 
statement because  the  figure  excludes  women  over 
forty-five,  never  married  women,  women  whose 
marriages  have  been  interrupted  and  those  who  use 
the  pill  for  regularizing  the  ovulatory  cycle. 

The  use  of  the  “pill”  seems  to  be  much  greater 
among  women  under  thirty  of  whom  40  per  cent 
have  already  used  it.  This  is  a sharp  increase  over 
the  1960  survey  for  a variety  of  reasons.  Young 
couples  are  likely  to  be  especially  attracted  to  a 
procedure  which  may  enhance  rather  than  inhibit 
sexual  satislaction.  As  age  rises  from  under  twenty 
to  older  periods,  couples  already  have  a family  and 
are  ready  to  terminate  childbearing.  Some  women 
also  use  the  “pill”  for  timing  the  birth  of  their  first 
few  children.  Still  others  start  using  the  “pill”  after 
they  have  more  than  the  desired  number  of  chil- 
dren perhaps  because  other  methods  have  proved 
unsuccessfid.  The  greatest  current  use  of  the  “pill” 
occurs  among  women  who  are  still  young  and  who 
have  two  children.  The  least  current  use  not  sur- 
prisingly is  among  women  of  advanced  age  in  the 
lower  parity  groups. 

Education  seems  to  be  an  important  variable, 
22  per  cent  for  college  graduates,  four  per  cent  for 
individuals  with  less  than  a high  school  education. 
Such  differences  probably  rellect  the  greater  aware- 
ness and  receptivity  to  innovations  which  is  gener- 
ally cultivated  by  education. 

The  data  on  age  and  amount  of  education  are 
important  because  they  provide  indications  of  fu- 
ture behavior  in  the  areas  of  reproduction  and  con- 
traception as  the  proportion  of  newer  women  with 
more  education  increases.  Already  the  majority  of 
women  with  a college  education  have  used  the 
“pill”  and  it  is  estimated  that  three  quarters  will 
come  to  do  so. 

Negroes  seem  to  be  using  the  “pill”  at  a later 
stage  (over  twenty-five)  than  whites.  This  presum- 
ably is  due  to  efforts  to  terminate  rather  than  to 
time  births.  In  the  same  education  division  there 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

[s  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
ivell  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonfiil  t.i.d.,  30  minutes  before 
meals... tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement,  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


is  little  ditference.  It  is,  however,  possible  that 
Negroes  did  not  learn  oi  the  availability  of  the 
“pill”  as  early  as  white  women  did.  Some  10  per 
cent  of  Negroes  did  not  learn  about  the  pill  as 
against  three  per  cent  of  white  women.  In  the 
south  ignorance  of  the  “pill”  availability  among 
Negro  women  rose  to  14  per  cent. 

It  appears  a substantial  number  of  Catholic 
women  are  turning  to  the  “pill”,  21  per  cent  under 
age  forty-five,  but  only  15  per  cent  under  age 
twenty.  This  suggests  that  Catholic  women  come  to 
use  the  “pill”  at  a later  stage  in  marriage  than  non- 
catholics w'ho  are  more  likely  to  use  oral  contrace}j- 
tives  for  timing  births  while  Catholics  for  terminat- 
ing theirs.  I’he  observation  is  as  true  for  white 
as  for  non-white  Catholics.  Considering  the  per- 
sistant theological  controversy  about  birth  control, 
the  report  of  Catholics  who  use  the  “pill”  is  stih- 
stantial  indeed.  The  differences  which  do  exist  in 
the  use  of  the  “pill”  between  Catholics  and  non- 
Catholics  would  probably  disappear  if  the  Catholic 
Chtirch  were  t(t  approve  the  use  of  oral  contra- 
ceptives for  purposes  of  responsible  parenthood. 

It  would  appear  as  though  the  oral  contraceptive 
is  likely  to  become  the  principle  method  of  fertility 
regidators  in  this  country.  The  high  percentage 
among  young  non-Catholic  college  graduates  is  an 
extraordinary  datum  for  a procedtire  not  even 
available  in  1960.  We  may  of  course  expect  changes 
in  products  used  but  the  present  “pill”  has  already 
transformed  the  pattern  of  fertility  regulations  in 
the  United  States. 

I’he  question  of  course  is  how  much  is  the  “pill” 
responsible  for  the  downward  trend  in  American 
births  which  began  in  1957.  To  be  sure  tliis  trend 
began  before  the  first  “pill”  was  first  licensed  as 
Enovid  in  I960.-  Neverthele.ss  it  has  carried  on  and 
the  yotmg  American  wife  now  shares  an  extra- 
ordinary immediate  enthusiasm  for  oral  contracep- 
tion as  a means  for  achieving  her  reproduction 
goals. 

We  have  for  some  time  been  deeply  concerned 
about  a vicious  cycle  of  increasing  birth  rate  and 
falling  death  rate  and  its  trend  to  overpopidation 
in  all  countries  of  the  world.  Our  hope  is  to  stabil- 
ize the  worlds  population  and  so  to  preserve  at  a 
decent  level  the  quality  of  human  life.  Now  for  the 
first  time  the  “pill”  has  brought  within  the  realm  of 
possibility  widespread  control  of  the  worlds  birth- 
rate.^ 

At  a time  when  many  of  the  things  we  export  to 
the  world  are  held  in  didjious  esteem,  here  is  one 
export  a means  of  world  population  control,  al- 
ready operating  successfully  in  this  country,  of 
which  we  may  justly  be  protid. 

L.H.N. 
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Beta-adrenergic  Stimulation  In  The 
Treatment  Of  Congestive  Heart 
Failure:  The  Use  Of  Isoproterenol  { 

Cardiac  fttuclion  in  the  normal  and  di.seased 
heart  is  regtilated  hy  the  amoitnt  of  hlood  which  j 
retttrns  to  it  per  miiutte  (venoits  return) , hy  the 
heart  rate,  by  the  “Law  of  the  Heart”  (Starling’s 
mechanism) , anti  by  the  action  of  the  beta-adre- 
nergic receptors  to  the  cardiac  musculature.  The  j 
venous  return  varies  with  many  factors,  being  in-  j 
creased  in  exercise,  expanded  blootl  volumes  and  ' 
hypermetabolism,  and  decreased  in  shock  and  heart 
failure,  llte  heart  rate  is  generally  under  the  con- 
trol of  the  atitonomic  nervous  system,  being  re- 
st rained  by  the  vagus  and  accelerated  hy  the  sym- 
pathetics.  When  the  rate  becomes  excessively  slow 
as  in  Stokes-Adams  syndrome,  the  heart  overfills 
during  the  long  diastole  and  the  cardiac  output  ! 
falls.  When  the  heart  heats  excessively  fast,  especial- 
ly over  150  per  min.,  then  the  diastolic  period  may 
become  too  short  for  adequate  filling  and  here 
also  the  cardiac  output  falls  and  so  does  the  blood 
pressure.  The  role  of  the  heta-adrenergic  receptors 
in  paroxysmal  tachycardia  has  already  been  clearly  ' 
established.^ 

A third  means  by  which  cardiac  function  is  regu- 
lated is  by  changing  the  stroke-volume  output— 
(.Starling’s  mechanism)  . The  greater  the  heart  is  , 
filled  during  diastole,  the  greater  will  be  the  force 
of  cardiac  contraction  and  the  amount  of  blood 
pumped  out.  Thus  the  heart  acts  as  an  automatic 
pumping  station  to  pump  all  the  hlood  that  comes 
to  it  from  the  veins  regardless  of  how  great  or 
small  this  might  he,  so  long  as  it  is  within  the 
physiological  limits  of  the  heart.  By  doing  this  all 
the  blood  that  comes  to  it  is  pumped  out  without 
allowing  an  excessive  rise  in  end-diastolic  pressure 
and  venous  pressure.  When  the  end-diastolic  pres- 
sure rises  significantly,  it  is  evidence  that  the  Starl- 
ing mechanism  has  been  exceeded  and  the  myo- 
cardial contractility  is  failing. 

The  most  important  factor  that  can  change  car- 
diac contractility  is  stimulation  of  the  heart  by  the 
sympathetic  nervems  system.  Such  stimulation  in- 
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creases  the  stroke  volume  output  at  each  level  ot 
cardiac  hlling.  Sympathetic  stimulation  therefore 
increases  the  effectiveness  of  the  heart  as  a pump. 
However,  it  also  increases  the  metabolism  of  the 
heart,  and  this  is  why  its  use  in  coronary  artery 
disease  must  be  approached  with  some  caution  to 
avoid  angina  pectoris. 

As  a residt  of  these  basic  physiological  principles 
it  has  recently  been  suggested  that  there  may  be  a 
role  for  drugs  that  stimulate  the  beta-adrenergic 
receptors  in  the  heart  in  the  treatment  of  conges- 
tive heart  failure  and  cardiogenic  shock.  Isopro- 
terenol stimulates  the  beta-adrenergic  receptors  in 
the  heart.-  Thus  by  its  direct  effect  on  the  heart  it 
increases  heart  rate,  the  strength  and  velocity  of 
shortening  of  myocardial  hbers.  This  action  re- 
sults in  augmented  emptying  of  the  heart  with  a 
decrease  in  the  end-diastolic  pressure  and  an  in- 
crease in  cardiac  output.  One  might  expect  there- 
fore that  isoproterenol  could  partially  reverse  the 
hemodynamic  abnormalities  of  congestive  failure 
and  other  low  cardiac  output  states. 

It  is  not  surprising  therefore  that  Elliott  and 
Gorlin^  were  stimulated  to  make  a clinical  trial  of 
isoproterenol  infusions  on  selected  patients  with 
congestive  heart  failure  and  low  cardiac  output 
states.  They  studied  91  patients  during  heart  cathe- 
terizations in  doses  of  1 ug/min  to  4 ug/min  as  a 
constant  intravenous  infusion.  They  measured  heart 
rate,  ejection  period,  cardiac  output,  ventricular 
pressures  at  rest  and  during  the  infusion. 

There  were  no  serious  arrhythmias  in  the  doses 
used.  Almost  all  subjects  showed  some  improve- 
ment in  function  with  increased  cardiac  output,  a 
lowered  left  ventricular  end-diastolic  pressure,  in- 
crease in  heart  rate.  The  blood  pressure,  however, 
changed  little,  since  the  improved  cardiac  output 
was  balanced  by  some  peripheral  vaso-dilatation. 
In  two  types  of  patients,  those  with  aortic  stenosis 
and  coronary  artery  disease,  no  beneficial  results 
were  observed.  In  the  former  ejection  is  limited  by 
an  unyielding  constricted  orifice;  in  the  latter,  be- 
cause the  increased  metabolism  caused  by  isopro- 
terenol was  not  matched  by  increased  coronary 
flow.  It  would  seem  wise  not  to  use  isoproterenol 
on  patients  with  failing  hearts  who  suffer  from 
aortic  stenosis  and  coronary  artery  disease. 

One  of  the  mechanisms  through  which  heart 
failure  may  be  reversed  by  a catecholamine  has 
been  recently  studied.'*’®  In  congestive  heart  failure 
the  myocardium  and  other  tissues  become  depleted 
of  I heir  sympathetic  neural  transmitter  nor-epine- 
phrine  and  consequently  such  hearts  are  deprived 
of  the  cardiac  reserve  derived  from  sympathetic 
activity.  There  is  now  evidence  that  in  the  sympa- 


thetic nerve  endings  in  the  entire  myocardium  in 
heart  failure  there  is  an  abnormality  in  storage  and 
binding  of  nor-epinephrine.  However,  there  is  no 
impairment  of  end-plate  receptor  sites  and  the 
heart  muscle  often  remains  capable  of  responding 
if  exogenous  circulating  catecholamines  are  made 
available  to  receptor  sites. 

Another  mechanism  that  may  contribute  to  de- 
velopment of  heart  failure  is  the  use  of  reserpine 
or  guanethidine  or  similar  catecholamine  deplet- 
ing or  sympathetic  blocking  agents  which  may 
further  deplete  nor-epinephrine  stores.®  With  de- 
pletion of  nor-epinephrine  stores  in  the  heart,  re- 
flex sympathetic  activity  can  no  longer  evoke  the 
extra  performance  required  to  compensate  for  in- 
trinsic myocardial  failure.  However,  if  a cate- 
cholamine such  as  isoproterenol  is  available  from 
the  circulation  the  heart  can  still  be  driven  to 
augmented  function. 

Isoproterenol  (isuprel)  was  chosen  rather  than 
epinephrine  because  it  has  inotropic  properties 
and  virtually  pure  vaso-dilating  properties  which 
diminish  the  resistance  to  cardiac  ejection.  By  con- 
trast nor-epinephrine  causes  a sharp  increase  in 
arterial  pressure  because  of  its  marked  vaso-con- 
strictor  properties  with  production  of  hypertension 
and  increased  impedence  of  ejection  as  well  as  de- 
creased coronary  and  renal  flow. 

It  is  likely  that  the  greatest  clinical  usefulness  of 
isoproterenol  will  be  in  the  treatment  of  brady- 
cardia, low  cardiac  output  states,  particularly  fol- 
lowing open-heart  surgery,  or  in  cardiogenic  shock. 
The  fact  that  this  drug  can  be  given  sublingually 
will  make  it  especially  useful  in  chronic  states  re- 
quiring prolonged  administration.  It  has  been 
shown  that  massive  doses  cause  myocardial  necroses 
in  rats.'^  We  may  rest  assured  that  there  is  no 
evidence  that  doses  employed  clinically  can  injure 
the  myocardium.® 

L.H.N. 
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A Role  For  The  Social  Worker  In  The 
Private  Practice  Of  Medicine 

W’hat  does  an  internist  do  with  a jratient  age 
filty-six  who  has  obesity  and  renal  liypertension,  but 
is  overwhelmed  by  problems  ol  sleeplessness,  in- 
ability to  make  decisions  and  symptoms  ol  increas- 
ing hypertension?  How  does  be  find  out  that  part 
of  her  problem  is  caused  by  (jttarrelling  with  her 
dattgbter  who  is  also  actively  engaged  in  the  joint 
business  ventitre?  How  does  be  go  about  discovering 
the  basis  of  this  conllict,  to  resolve  them  enoitgb 
to  lead  to  a lessening  in  the  conllict  which  would 
greatly  contribute  to  lessening  the  mother's  anxiety? 

W’bat  does  a physician  do  now  if  be  is  confronted 
with  a patient  who  is  having  marital  difhcnlties 
that  contribute  to  aggravation  of  a physical  ailment? 
The  marital  tlifbculties  seem  to  be  related  to  a rigid 
personality  of  the  patient  as  well  as  an  uidoving  and 
recalcitrant  wife.  'I'be  patient’s  adjustment  pattern 
raises  the  possibility  of  underlying  psycho-pathology 
but  a psychiatrist  is  refused.  \Voidd  a psychiatrist 
be  as  well  able  to  solve  the  marital  trouble  as  an  ex- 
perienced social  wanker  wdtb  whom  the  wile  could 
share  her  concerns  and  wdio  would  respect  her  con- 
fidentiality? Would  not  removal  of  such  difficulties 
add  to  hajjpiness  in  a twisted  family  life  and  also 
reduce  need  for  office  visits  to  the  doctor? 

What  does  a physician  do  now  with  a patient 
who  has  a long  history  of  rheumatic  heail  disease, 
has  undergone  a cardiac  correctice  operation,  who 
is  in  despair  over  her  marriage  and  doesn’t  know 
where  to  turn?  Why  is  she  in  desjrair,  what  can  be 
clone  about  removing  the  causes?  Obviously  only  a 
.social  worker  could  by  expert  interviewing  uncover 
the  patient’s  feeling  of  failure  as  a sexual  partner, 
the  husband’s  infidelity,  discover  the  strengths  and 
weaknesses,  advise  the  physician  about  the  need 
to  educate  the  wife  in  sexual  matters,  and  to  remain 
on  the  alert  for  symptoms  of  stress. 

^Vhat  does  a physician  now  do  with  a patient  who 
has  pains  about  the  face  and  neck  that  come  and  go 
and  seem  to  be  related  in  some  way  to  her  inability 
to  adjust  to  an  apparently  unsympathetic  husband? 
The  patient  recogni/.es  the  need  to  do  something 
w'ith  herself,  to  find  work  especially  with  children. 
.She  is,  however,  lost  as  to  how  to  go  about  finding 
appropriate  agencies  who  can  help  her  to  train  and 
assume  the  useful  role  w’hich  she  feels  will  allow 
her  to  “climb  out  of  her  box”.  How  can  the  hus- 


band be  made  to  become  sympathetic  and  helping 
instead  of  hostile  and  resentful  of  his  wife’s  com- 
plaints? This  is  not  the  work  of  a psychiatrist  but 
that  of  an  exjreriencecl  social  worker  who  by  skillful 
interviewing  and  knowledge  of  availabilities  in 
the  cc:>mmnnity  could  bring  some  kind  of  sympathy 
into  a fractured  relationship  and  assist  a sufferer 
to  .some  form  of  self-realization. 

.Social  workers  have  been  part  of  the  medical 
team  for  many  years  and  their  contribution  to  good 
jratient  care  in  hospital  .settings  and  in  agencies 
has  been  amply  demonstrated.  The  problems  men- 
tioned above  show  how  logical  it  is  to  extend  the 
social  worker  services  to  the  field  of  private  jrrac- 
tice.  There  is  little  doubt  that  the  private  patient 
treated  in  the  doctor’s  office  can  derive  both  personal 
and  medical  benefit  from  the  inclusion  of  social  ser- 
vices iti  the  overall  patient  management. 

rite  social  workers  skill  in  the  technic  of  inter- 
viewing is  highly  developed.  The  skills  and  time 
demanded  for  thorough  exploration  of  a patient's 
social  and  emotional  concerns  are  without  doubt 
more  at  the  command  of  the  social  worker  than 
of  the  practicing  physician.  In  addition  social 
workers  pos.sess  knowledge  of  available  community 
re.sources  and  agencies  and  frequently  have  regular 
contact  with  the  personnel  who  staff  them.  An  area 
of  especial  competence  useful  in  medical  practice  is 
the  social  workers  ability  to  evaluate  the  cultural, 
ethnic  and  economic  factors  that  affect  illness. 

.\  goal  of  the  internist  in  private  practice  today 
is  comprehensive  medical  care.  .Such  care  must  often 
include  attention  to  the  emotional  socioeconomic 
factors  that  may  complicate  effective  treatment  of 
the  patient’s  physical  problems.  Since  the  physician 
bears  primary  responsibility  for  the  jratient’s  care, 
what  is  more  logical  than  to  develop  a working 
relationship  with  social  workers  whose  skills  are 
indispensable  to  the  doctor  in  certain  situations 
and  can  be  used  effectively  by  the  jthysician  in  al- 
leviating physical  and  emotional  and  mental  suffer- 
ing. 

W egner,  Ruiz  and  Caccamo^  report  on  their  ex- 
periences in  just  such  an  experiment  in  compre- 
hensive care,  having  established  a working  relation- 
ship with  a social  worker.  When  faced  with  a 
patient  involved  in  an  explosive  marital  situation 
they  brought  a social  worker  into  the  office  for  con- 
sultation when  the  patietit  resisted  referral  to  a 
community  agency.  The  social  worker  promptly 
recognized  the  basis  of  the  problem,  successfully 
proceeded  to  solve  it.  The  success  of  this  initial 
experience  resulted  in  a firm  working  relationship 
between  the  medical  office  and  the  social  worker. 

We  all  recognize  that  emotional  and  adjustment 
problems  frequently  complicate  medical  therapy. 
Many  patients  can  compensate  adequately  for  these 
concerns  without  outside  help.  It  is  those  unahle 
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CONSIDER 


DEXAMVr 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule'S  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine'®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  IV2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  fhe  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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to  do  so  lor  whom  we  must  search  lor  social  workers 
who  can  reach  to  the  basis  of  their  problems  and 
assist  in  their  solution.  Most  patients  will  not  wish 
to  go  to  a community  agency  lor  lear  of  violation 
of  their  privacy  and  damage  to  social  standing. 
W'ith  the  active  snpjjort  of  a physician  a private 
soc  ial  worker  can  establish  a rapport  with  a referred 
patient  since  it  is  an  extension  of  an  already  ex- 
isting rajjport  with  the  physician.  I'lie  patient 
realizes  that  the  social  worker  is  engaged  in  the 
handling  of  his  proltlem  which  is  not  strictly 
medical. 

W'egner’s  group  resorted  to  the  help  of  the  .social 
worker  when  a patient  was  nnaltle  or  unwilling  to 
follow  medical  recommendations  resnlting  in  nn- 
satisfactory  treatment  progress.  In  some  cases  medi- 
cal progre.ss  was  good  but  stressful  situations  in  the 
parents  lives  suggested  the  likelihcwcl  of  future 
psychic  or  physical  problems.  Another  group  refer- 
red to  the  social  worker  were  jratients  who  presented 
little  evidence  of  physical  distress,  but  emotional 
and  socioeconomic  problems  recpiired  the  skill  of 
the  social  worker,  such  as  marital  problems,  ad- 
justment to  illness  (economically,  socially,  psycho- 
logically) , adcrlescent  adjustment  problems,  family 
conflicts  and  those  recpiiring  psychiatric  help,  voca- 
tional counselling  and  placement. 

From  time  to  time  the  .social  worker  and  physician 
have  met  to  discuss  the  patient’s  adjustment  and 
medical  prctgre.ss.  In  some  instances  the  social 
worker  has  alerted  the  physician  to  an  urgent 
problem  which  might  not  have  come  to  their 
attention  until  much  later  and  which  recpiired  an 
adjustment  in  medical  therapy.  In  short  the  special 
competence  of  the  social  worker  became  an  exten- 
sion erf  the  doctor’s  sercices. 

The  function  of  the  social  worker  in  the  jrrivate 
practice  erf  medicine  is  largely  in  the  sphere  of  in- 
terpersonal relations  such  as  adjustment  to  dis- 
ability, persernal  maladjustment  precipitated  by  a 
medical  crisis  situation.  Most  people  in  malad- 
justed situatierns  will  refuse  referral  to  a psychia- 
trist but  will  readilv  accejrt  the  social  worker  as 
a suppo.sed  ally  in  coping  with  a recalcitrant  spouse. 
Such  jrroblems  are  best  solved  by  the  social  worker 
wherse  skill  is  to  evaluate  strengths  and  weaknesses 
in  a family  relationship  after  they  have  been  un- 
covered. 

The  trend  in  medicine  is  to  treat  not  only  a 
sickne,ss  but  the  whole  person.  The  skill  of  an  asso- 
ciated social  worker  will  add  to  medical  practice 
an  imirortant  dimension  in  the  treatment  of  the 
w'hole  person. 

I..M.N. 
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An  Editorial  On  Automobile  Accidents 

An  editorial  in  the  current  journal  of  the  Ameri- 
can Medical  Association  has  this  to  say  about  auto- 
mobile accidents: 

“Directing  attention  to  the  ‘nut  Itehind  the 
wheel’  is  worthwhile  as  long  as  we  do  not  permit 
two  lallacies  to  direct  research  jrolicy.  The  first 
lallacy  is  that  identifying  all  ‘nuts’  (however  one 
defines  the  term)  is  iiossible. 

“The  second  fallacy  is  that,  even  if  possible,  this 
identification  could  be  used  so  as  to  prevent  all  or 
most  traffic  accidents. 

“Collisions  fretpiently  are  caused  by  momentary 
inattention,  by  sudden  unpredictable  changes  in 
climate  or  road  conditions,  by  faulty  tires  produc- 
ing blowouts,  and  by  poor  automobile  design  or 
construction.  These  factors  can  involve  the  most 
careful  and  skillful  driver  in  an  accident. 

“In  a way,  onr  attitude  toward  automobile  safety 
in  the  past  seems  punitive.  By  ignoring  research 
into  more  crashworthy  vehicles,  we  seem  to  have 
been  Implying:  if  you  are  stupid  enough,  or  crim- 
inal enough  to  be  involved  in  an  accident,  you  de- 
serve the  consequences.’’ 

More  research  is  needed  on  the  “second  colli- 
sion” in  an  auto  crash,  the  editorial  said.  This 
second  collision  occurs  when  occupants  strike  the 
vehicle’s  interior  after  the  car  collides  with  another 
object. 

“Despite  general  lack  of  interest  in  second-colli- 
sion research  a few  individuals  have  worked  on 
this  problem,”  the  editorial  said.  “They  have 
shown  that  many  dangerous  features  in  our  cars 
can  be  corrected  at  once,  without  further  research. 

“ Fhe  interior  of  our  cars  must  be  stripped  of 
sharp  handles  aiul  protruding  knobs.  Adequate 
padding  must  be  provided  throughout  the  auto- 
mobile. I'he  chest-crushing  potentiality  of  the 
steering  column  must  be  eliminated.” 

The  number  of  per.sons  who  don’t  use  their  seat 
belts  indicates  how  difficult  it  is  to  motivate  drivers 
to  protect  themselves,  the  editorial  said. 

“Yet  the  belts  seem  unquestionably  helpful  in 
preventing  significant  numbers  of  fatalities,  and 
there  is  further  evitlence  that  a combination  seat- 
belt-shoulder-harness offers  even  more  protection.” 

One  of  the  many  things  physicians  can  do  to 
help  reduce  highway  deaths  is  to  advi.se  their  pa- 
tients, the  editorial  said.  “I’hey  deserve  to  know 
what  risks  they  take  when  they  drive,  and  they  de- 
serve to  know  how  tiecessary— or  utmecessary— these 
risks  are.” 
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SQUIBB  MOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.!  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,^  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.^ 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.!  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.^ 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.*^  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.^  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis. ^ 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/TOth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.®  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.**'!*^ 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.i!  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.!!  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.!!  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.! 

Naturetin- effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium. !- 
One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”!® 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
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More  Light  On  The  Heritage  Of  Connecticut  Medicine 

Ira  V.  Hiscock,  Sc.D. 


■ That  Health  is  a Community  Affair,  and  Public 
Health  is  a Community  Action  Process,  by  people 
who  are  concerned,  is  emphasized  in  all  of  the  for- 
ward looking  1966  reports  of  the  National  Com- 
mission on  Community  Health  Services^  That 
physicians  have  rendered  significant  service  in  Con- 
necticut’s community  action  process  for  better 
physical,  mental  and  social  well  being  is  recognized 
by  all  who  are  familiar  with  the  Heritage  of  Con- 
necticut Medicine. 2 Continuing  evidence  of  this 
constructive  service  becomes  impressive  while  ob- 
serving new  developments  in  rapidly  changing  con- 
ditions, and  also  while  exploring  further  back- 
grounds and  landmarks  in  the  History  of  Connecti- 
cut.''^ 

So  much  has  happened  for  the  benefit  of  people 
in  200  years,  since  1763,  when  a group  of  Con- 
necticut doctors  petitioned  the  Legislature  for  a 
charter  that  would  distinguish  the  “honest  and  in- 
genious” physician  from  the  “quack”!  So  much 
is  pressing  for  consideration  now,  due  to  new,  ex- 
citing, opportunities  which  require  partnership 
planning  and  cooperative  action  by  statesmen,  pro- 
fessional and  nonprofessional,  who  care  for  people’s 
health  and  happiness!  While  steps  are  being  taken 
to  meet  the  challenges  of  Medicine  and  to  imple- 
ment the  provisions  of  federal  and  state  legislation 
of  recent  months,  we  can  derive  satisfaction  in 
reviewing  illustrative  lessons  of  the  past. 

In  “The  Generosity  of  Americans”  is  traced  the 
private  generosity  for  the  public  good  as  a dis- 
tinctive and  dynamic  force  in  the  creation  of  west- 
ern civilization.  Here  is  discussed  why  Americans 
give  $11  billion  a year,  channelled  through  over 
975,000  private  service  and  cultural  agencies  in 
the  U.S.,  with  40,000,000  persons  participating,  to 
bolster  current  local,  state  and  federal  welfare,  edu- 
cational and  health  programs.  People  and  agencies 
in  Connecticut  share  liberally  in  this  yearly  activity. 
The  beginnings  of  this  social  force  originated  in 
Europe  and  the  Middle  East,  fostered  “by  the 
prophets  in  the  Old  Testament,  by  Christ,  by  the 
Catholic  Church  (called  the  “great  conduit  of 
generosity”) , through  Rome,  and  then  imported 
into  the  new  colonies  in  America  by  early  settlers 
from  England  and  the  Netherlands.”^ 

While  many  professional  persons  have  not  always 
been  notorious  for  their  financial  contributions  to 
community  agency  activities  across  the  country, 
they  have  usually  displayed  a high  degree  of 


generosity  in  rendering  services;  and  there  are  strik- 
ing exceptions,  furthermore,  in  terms  of  money, 
dating  back  150  years,  as  illustrated  in  Connecticut. 
In  the  light  of  recent  reports  of  conqrrehensive 
plans  for  mental  health^  and  for  mental  retarda- 
tion® services  in  Connecticut,  for  example,  of  more 
than  passing  interest  in  showing  human  interest 
and  in  building  foundations,  is  the  report  of  a 
committee  of  the  Connecticut  Medical  Society  re- 
specting an  Asylum  for  the  Insane,  1821,'^  and 
action  thereafter. 

An  encouraging  note  of  optimism  is  found  in 
the  Promise  of  America,  an  historical  incjuiry,® 
which  gives  a broad  view  full  of  pride  and  gladness 
at  “those  best  hopes  Americans  have  nourished,” 
and  of  impatience  at  the  times  when  we  fall  short 
of  our  national  purpose. 

An  example  from  the  State  Medical  Convention 
held  in  Hartford  in  May  of  1821,  gives  some  of  the 
Connecticut  and  even  New  England  atmosphere. 
Eli  Todd  had  urged  that  insanity  should  come 
under  the  supervision  of  medicine,  stating  that  it 
was  only  a manifestation  of  disease  “as  is  a fever  or 
a fracture.”  He  urged  instruction  of  delegates  to  the 
Convention  the  propriety  of  taking  steps  to  estab- 
li.sh  an  institution. 

“Once  before,  in  1812,  the  Reverend  Nathanial 
Dwight,  M.D.,  both  preacher  and  practitioner  of 
medicine,  had  presented  a similar  matter  to  the 
convention  to  no  avail.  This  time,  however, 
Todd’s  vision  for  an  institution  brought  not 
only  enthusiastic  endorsement  but  an  appropria- 
tion of  two  hundred  dollars,  then  a sizeable 
amoimt,  from  the  Society  treasury  for  a survey 
of  the  needs.  The  following  October  the  Com- 
mittee reported  that  approximately  one  thousand 
deranged  individuals  in  the  State  of  Connecticut 
were  being  cared  for,  often  under  conditions 
unbelievably  barbarous.  Then,  as  now,  the  Con- 
necticut Medical  Society  felt  and  assumed  a 
definite  responsibility  for  individual  and  public 
health,  and  they  emptied  their  treasury  for  the 
cause.  A relief  society  was  formed  with  sub-com- 
mittees in  every  county  in  the  State,  the  doctors 
joining  with  the  outstanding  clerics,  business 
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men,  lawyers  and  society  leaders  in  every  county. 

. . . Donations  ranging  from  twelve  and  a hall 
cents  to  three  hundred  dollars  were  gathered  in 
throughout  Connecticut,  Maine,  Rhode  Island, 
V'ermont  and  Massachusetts.  Nor  was  money  the 
only  contril)ution,  lor  among  the  non-monetary 
gifts  recorded  there  appears  ‘one  gross  of  New 
l.ondon  Bilious  Pills,  market  price  $.80.00.’  By 
May,  1822,  twelve  thousand  dollars  had  been 
paid  in  on  pledges  toward  the  proposed  institu- 
tion and  “I  he  Retreat”  had  been  chosen  as  its 
name. 

Ihe  influence  of  Todd  and  the  Cionnecticut 
Retreat  expanded,  and  when  Dorothea  Lynde 
Dix,  ‘‘the  prim  New  England  school  teacher,  em- 
barked upon  her  ambitious  career  she  took  unto 
liereself  three  psychiatric  ‘‘god-fathers”  as  her 
sponsors.  Of  these  one  was  John  .S.  Butler,  I'odd’s 
successor  at  the  Connecticut  Retreat,  another  the 
same  Sam  Woodward  whom  he  had  placed  at 
Whjrcester,  and  the  third,  Horace  Mann.”- 

When  young  Horace  Mann  stood  on  the  floor  of 
the  Massachusetts  legislature  and  enunciated  the 
principle  that  ‘‘the  insane  are  the  wards  of  the 
state,”’*  his  thought  was  apparently  quite  removed 
from  the  present-day  conception  that  state  care 
includes  pro\  ision  in  state-owned  hospitals,  admin- 
istered and  maintained  by  the  state,  for  all  mentally 
ill  persons  in  need  of  public  care  and  treatment.* 
In  the  remarkable  document  of  the  Sanitary 
Commission  of  Massachusetts  of  18.50,  Lemuel  Shat- 
tuck,  and  others  included  among  their  far  seeing 
recommendations  that  the  ‘‘authority  now  vested 
in  justices  of  the  peace,  relating  to  insane  and 
idiotic  persons,  not  arrested  or  indicted  for  crime, 
be  transferred  to  the  local  Boards  of  Health.”  Ify 
the  existing  laws  of  the  State,  no  insane  or  idiotic 
person,  other  than  paupers,  coukl  lie  committetl  to 
any  hospital  or  place  of  confinement,  except  on 
complaint,  in  writing,  before  two  justices  of  the 
peace  or  some  police  court.  ‘‘It  may  be  supposed,” 
wrote  Shattuck,  ‘‘that  such  Boards  will  be  better 
acquainted  generally  with  the  medical  jurispru- 
dence of  insanity,  than  justices  of  the  peace;  and 
their  decisions  will  be,  more  than  those  of  criminal 
courts,  in  accordance  with  the  spirit  of  humanity 
which  has  been  extended  to  that  class  of  persons. ”^** 
I he  modern  public  health  movement  in  America 
dates  from  the  period  of  significant  reports  from 
England  by  Chadwick  and  .Simon  and  from  Massa- 
chusetts by  Shattuck,  a little  over  100  years  ago. 
'Ehe  opening  decade  of  the  present  century  was 
rich  in  the  rise  of  reform  movements— political, 

* The  evolution  of  state  care  followed  a long  winding  trail 
before  reaching  its  significant  expression  with  the  passage  of 

the  New  York  .State  Care  Act  of  1890. 


economic  and  social.  Development  within  the  .so- 
called  field  of  pidrlic  healtli  exerted  influence  on 
the  growth  of  the  preventive  ideal.  Eielding  H. 
Garrison,  in  his  History  of  Medicine,  refers  to  this 
period  as  the  ‘‘beginnings  of  organized,  preventive 
medicine.”  In  this  decade,  (Connecticut  physicians 
were  among  those  leaders  who  helped  to  produce 
such  organizations  as  the  National  Tuberculosis 
-\s.sociation  1904  (David  R.  Lyman)  ; the  American 
■Social  Hygiene  .\s.sociation  1910  (John  Lane)  ; the 
.Vmerican  (Child  Health  As.sociation  1909  (Joseph 
I.  Linde)  ; and  The  National  (Committee  for  Mental 
Hygiene,  formally  organized  in  1909,  though  its 
inception  dated  one  year  earlier. 

\Vhile  the  mental  hygiene  (health)  movement 
developed  out  of  the  same  broad  forces  that  brought 
into  existence  similar  movements  in  other  fields 
about  the  same  time,  it  was  unicpie  in  origin,  follow- 
ing the  remarkable  classic  in  auto-biography,  A 
Mind  That  Eound  Itself,  pidtlished  in  1908,  five 
years  after  its  author’s  emergence  from  his  round 
of  mental  hospitals. Dr.  Gustavus  Eliot  and  Dr. 
Diefendorf  were,  among  the  small  group  who  met 
with  (Clifford  Beers  and  Wilbur  L.  Cross,  and  Anson 
Phelps  Stokes  in  the  latter’s  home  at  149  Elm  Street 
and  voted  to  organize  the  (Connecticut  Mental 
Hygiene  Society— the  forerunner  of  the  National 
.\ssociation. 

Moving  on  through  the  years,  on  a solid  founda- 
tion, with  a promising  goal,  to  1965,  (Connecticut 
Medicine  rendered  essential  advice  in  the  develop- 
ment of  the  State  Department  of  Health  Plan  for 
(Chronic  Illness  and  Aging  .Activities.  Several  mem- 
bers of  the  State  Medical  Society  served  construc- 
tively on  specialized  panels  of  discussion  and  on 
the  advisory  committee  responsible  for  preparing 
a report.  The  Public  Health  Committee  of  the 
State  Society  continued  to  review  and  pass  judg- 
ment and  give  suggestions  on  numerous  new 
and  old  opportunities,  as  has  been  its  charac- 
teristic of  many  decades.  I he  pediatricians  of  the 
■Academy  ami  of  the  Society  continued  their  wise 
guitlance  of  affairs  especially  pertaining  to  ma- 
ternal and  child  health,  to  mental  retardation, 
and  to  health  of  school  age  children  and  teachers. 
(Chairman  of  the  Committee  on  Public  Health  of 
the  Governors  Clean  W'ater  T ask  Eorce  was  a local 
director  of  health  and  a busy  practicing  physician, 
in  a small,  yvealthy  state,  where  only  about  half 
of  the  people  have  the  benefit  of  modern,  full-time, 
health  administration.  T he  medical  advisory  com- 
mittee of  the  State  ^V’elfare  Dejjartment,  where  40 
per  cent  of  expenditures  in  a year  are  for  medical 
and  drug  purposes,  includes  several  pediatricians. 

In  the  preparation  of  the  tyvo  basic  jilans  lot 
comprehensive  mental  health  services  for  the  com 
munities  of  (ionnecticut  and  for  Mental  Retarda 
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tion  Planning,  (which  features  Robert  Frost’s  Miles 
to  Go  before  I sleep:  “The  woods  are  lovely,  dark, 
and  deep,  but  I have  promises  to  keep”),  physicians 
in  many  specialties  and  in  general  practice  partici- 
pated actively.  We  have  guide  lines  for  action,  in  a 
widely  informed  jrublic,  who  seek  wise  future  ac- 
tion, for  the  beneht  of  all  concerned.  These  and 
other  important  studies  and  deliberations  give  us 
a strong  base  from  which  to  operate  as  we  enter  a 
new  complex  era  of  joint  planning  and  cooperative 
action  for  the  future. 

.Ae  we  review  these  and  other  stories  illustrating 
how  responsibility  was  assumed  in  meeting  situations 
of  earlier  years,  we  may  recall  Justice  Holmes’  ob- 
servation that  “a  page  of  history  is  worth  a volume 
of  logic.”  Can  the  complexities  of  partnership  plan- 
ning for  wise  utilization  of  provisions  of  Medicare, 
Titles  18  and  19  and  others  to  come,^^  pg  more  dif- 
hctilt  than  those  which  were  met  with  courage  and 
capacity  in  earlier  years?  Is  there  any  ceiling  in 
future  jii'omises  for  old  and  young?  In  Webster’s 
Twentieth  Century  dictionary.  Heritage  means 
something  handed  down,  the  right,  burdens,  or 
status  resulting  from  being  born  in  a certain  time 
or  place;  birthright.  The  image  and  status  of  physi- 
cians’ leadership  in  Connecticut,  Webster’s  cher- 
ished home,  show  conhdence  and  skill  in  achieve- 
ment. Osier  used  to  urge  doctors  to  take  part  in 
their  county  medical  society  affairs,  to  hncl  hrst 
principles,  to  reason,  to  share  gains,  and,  perhaps,  to 
reinforce  the  urge  to  be,  as  the  Passavant  Hospital 
motto  says,  “More  than  yesterday,  less  than  to- 
morrow.” Both  medicine  and  the  people  and 
families  of  the  community  can  continue  to  beneht 


in  so  many  ways  from  cooperative  endeavoiis  while 
moving  forward  in  the  rapidly  changing  world. 
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The  Allergic  Patient 

John  R.  Algird,  M.D. 

Introduction 

■ The  avoidance  of  allergic  reactions  is  one  of 
the  most  important  services  a physician  can  render 
his  jjatient.  A careful  history  coupled  with  a high 
index  of  suspicion  can  eliminate  allergic  reactions 
in  sensitive  jxitients.  I'his  avoidance  of  predictable 
reactions  is  mandatory  in  view  of  an  ever  increas- 
ing incidence  of  suits  for  malpractice.  I'his  category 
of  patients  should  include  not  only  those  who  are 
truly  allergic,  but  also  those  who  exhil)it  a hyper- 
sensitive or  abnormal  response  to  any  given  medica- 
tion. 

Method 

In  order  to  determine  the  incidence  ol  allergy  or 
hypersensitivity  to  drugs  or  other  agents,  the  con- 
secutively numl)ered  records  of  1,000  patients  ad- 
mitted to  the  jM'ivate  wing  of  The  Free  Hospital 
For  Women  w'ere  examined.  I'hose  patients  w'ere 
considered  allergic  or  hypersensitive  whose  histories 
were  clear  cut  or  suspicious  enough  to  be  considered 
so  l)y  the  stall  anesthesiologist  who  interviewed  the 
patient.  For  example,  the  patient  who  exhibited  a 
vesicular  eruption  several  hours  alter  ajjplication  of 
adhesive  ta])e  was  included  in  this  category  as  was 
the  patient  who  exhibited  edema  of  the  face  and 
extremities  as  well  as  a generalized  urticarial  re- 
action after  the  j)arenteral  administration  of  peni- 
cillin. 

Results 

Prom  Fal)le  1,  it  is  evident  that  allergic  histories 
;ire  very  common,  if  one  specifically  seeks  them  out. 
The  over  all  incidence  of  H9  per  1000  ca.ses  indeed 
emphasizes  the  necessity  of  a good  medical  history. 
Furthermore,  the  predominance  of  penicillin  al- 
lergy, accounting  for  48  per  cent  of  the  total  al- 
lergies should  lead  to  carefut  thought  before 
routinely  ordering  this  antibiotic. 

Discussion 

Stetler  and  Moritz'^  state  that  because  a patient 
has  an  allergic  reaction  to  medication  does  not 
ordinarily  infer  negligence  upon  the  part  of  the 
physician.  This  is  particularly  true  when  the  allergy 
manifests  itself  for  the  first  time.  However,  should 
the  physician  cither  fail  to  tjuestion  his  patient 

From  the  Dept,  of  Surgery,  Harvard  Medical  School,  Boston, 
Mass,  and  The  Boston  Hospital  For  Women— Parkway  Di- 
vision, Brookline,  Mass. 


concerning  any  known  drug  allergy,  or  having 
elicited  a known  drug  allergy,  inadverdently  ad- 
minister that  drug  to  his  patient,  his  vulnerability 
in  a court  of  law'  becomes  most  marked.  Here  the 
doc  trine  of  “common  knowledge”  might  be  applied. 
I bis  doctrine  is  related  to  but  differs  somewhat 
from  the  doctrine  of  “res  ipsa  locjuitur”.  It  permits 
a jury  to  find  a physician  negligent,  upon  proof  of 
an  injury  to  a patient,  caused  by  an  act  or  omission 
on  the  part  of  the  physician,  without  medical  testi- 
mony to  estalilish  the  applicalile  standard  of  med- 
ical care,  where  the  jury  from  its  fund  of  common 
knowledge  can  determine  the  proper  standard  of 
care. 

In  view  of  the  fact  that  skin  testing  to  determine 
sensitivity  to  many  drugs  is  of  little  value,*'  the 
physician’s  optimum  protection  remains  in  obtain- 
ing an  accurate  history  of  known  allergies.  The 
possibility  of  cross  reactixity  of  certain  groups  of 
drugs  should  be  remembered  and  medications  hav- 
ing a different  chemical  configuration  should  be 
sulistituted. 

4'he  variety  of  agents  capable  of  producing  an 
allergic  reaction  are  legion.  Ethan  Allen  Brown- 
very  aptly  sums  up  this  liewildering  array,  stating, 
that  “those  agents  which  readily  come  to  mind  may 
be  derived  from  other  humans,  anthrapoids,  other 
mammalian,  avian,  icthyic,  reptilian,  insect,  vege- 
tablc,  Ixacterial,  fungal,  rickettsial  and  viral  sources 
as  well  as  the  permutations  and  combinations  of 
all  of  the  inorganic  elements  of  the  periodic  table 
in  addition  to  synthetic  drugs,  sometimes  imitating 
and  sometimes  non-existent  in  nature.  I'hese  may 
be  ingested,  inhaled,  injected,  inserted,  instilled 
and  applied  as  licjuids,  pellets,  grafts,  aerosols,  sup- 
positories, nebulae,  unguents  and  powders,  for 
dejjosition  on  or  absorption  through  every  portion 
of  the  skin,  mucous  membranes  or  tissues  of  every 
available  system  of  the  body.” 

\o  attempt  is  made  to  discuss  all  the  drugs  listed 
in  Fable  I.  The  following  comments  on  a few  of 
the  agents  listed  in  Taltle  I seem  to  be  pertinent. 

Pencillin  is  the  drug  most  frecjuently  producing 
allergic  effects.  The  resp<mse  may  be  immediate 
consisting  of  urticaria,  rhinitis,  asthma  or  ana- 


I)R.  JOHN'  R,  ,\LGIRD,  .Xiicsthesiologist,  Boston  Hospital 
For  Women— Parkway  Division.  Brookline,  Mass.  .Assistant  in 
.Anesthesia,  Dept,  of  Surgery,  Harvard  Medical  School,  Bos- 
ton, Mass. 
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Tabi.e  I 

History  of  Allergy  or  Hypersensutvity  in 
1,000  CONSECUTIN'ELY  NUMBERED  HOSPITAL  ADMISSIONS 


Penicillin 

72 

Sulfonamides 

16 

Meperidine 

12 

Codeine 

12 

Horse  Serum 

7 

Barbiturates 

5 

Morphine 

5 

Procaine 

4 

Adhesive  Tape 

3 

.\cetylsalicylic  .Ycid 

3 

Others  (One  each) 

10 

Total 

149 

phylactic  shock.  Severe  reactions  may  end  fatally. ^ 
Symtoms  may  simulate  those  of  serum  sickness; 
urticaria,  angioedema,  arthralgia,  and  frequently 
fever.  The  latter  usually  appears  7 to  10  days  after 
administration  of  the  drug  and  persists  for  two  to 
four  weeks.  However  its  duration  is  extremely 
variable  and  may  last  from  a few  hours  to  a year. 
Another  reaction  is  that  of  contact  dermatitis.  This 
is  usually  the  result  of  topical  applications  or  ex- 
posure to  aerosols. 

A history  of  penicillin  allergy  should  suggest  the 
possibility  of  allergy  to  procaine,  because  of  the 
almost  universal  use  of  procaine  penicillin.  Seigel 
and  Adelman*^  reported  three  patients  with  peni- 
cillin hypersensitivity  who  exhibited  localized 
edema  at  the  site  of  injection.  Subsequent  testing 
showed  that  two  of  these  three  patients  were  also 
sensitive  to  procaine.  Once  sensitivity  to  para- 
amino-benzoates  has  been  established,  it  should  be 
remembered  that  many  sunburn  lotions  and  creams 
contain  members  of  this  class  of  drims.^ 

O 

Sulfonamides  are  the  second  most  frequent  cause 
of  allergic  reactions.  Bermani^  has  shown  that  prac- 
tically all  the  major  dermatoses  known  to  man  have 
at  one  time  or  another  appeared  in  patients  allergic 
to  sulfonamides.  These  include  eczematous,  ery- 


thema-multiforme like,  erythema-nodosa  like,  fixed 
eruptions,  lichenoid,  pemphigoid,  and  rdcerating 
eruptions,  purpuric,  scaly  and  exfoliative  erup- 
tions, urticaria  and  angioneurotic  edema. 

The  policy  of  the  hospital  staff  is  to  avoid  using 
any  of  the  sulfonamides  if  a previous  allergic  re- 
sponse has  been  established.  Other  antibiotics  are 
utilized  to  achieve  the  desired  therapeutic  effect. 

Of  interest  to  the  physician  is  the  small  group  of 
patients  who  exhibit  a hypersensitivity  to  adhesive 
tape.®  The  use  of  the  new  hypoallergenic  adhesives 
has  almost  entirely  eliminated  this  annoying  prob- 
lem. 

Summary 

It  is  contingent  upon  the  physician  to  obtain  an 
accurate  history  from  patients  with  a suspected  al- 
lergy, bearing  in  mind  the  possibility  of  cross  re- 
activity of  certain  groups  of  drugs.  Skin  tests  are  not 
sufficiently  precise  to  be  of  value  prophylactically. 

The  drug  responsibile  for  most  allergic  reactions 
in  our  series  is  penicillin  (7.2  per  cent)  . Sul- 
fonamides accounted  for  1.6  per  cent  of  the  total. 
These  two  drugs  are  capable  of  producing  most  of 
the  major  dermatoses  known  to  man. 
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Enterovirus  Infections  In  Connecticut 


Martin  R.  Ross,  Ph.D. 

H Witliin  recent  years,  the  extensive  use  of  tissue 
ciiltnre  technitjiies  for  virus  isofation  and  serofogic 
procedures  has  made  possibfe  tire  identification  of 
over  ()0  distinct  enterovirous  serotypes  responsible 
for  lunnan  infections.  Clinicaf  manifestations  associ- 
ated with  various  members  of  the  enterovirus  group 
range  Irom  relativelv  mild,  undifferentiated,  febrile 
illness  to  severe  jraralysis  and  death,  d he  purpose 
of  this  report  is  to  review  recent  knowledge  on  the 
classification  of  enteroviruses,  the  laboratory  diag- 
nosis of  enlerovirns  infections  and  the  clinical 
syndromes  caused  by  various  enterovirus  serotypes. 
In  tiddition,  studies  on  enterovirus  infections  con- 
ducted at  the  Camnecticnt  State  Department  of 
Health  X'irus  l.alioratory  during  a six  year  periotl 
from  H)()0  through  1965  will  be  described.  Informa- 
tion will  be  presented  on  the  yearly  variation, 
seasonal  distribution,  laboratory  diagnosis  and 
clinical  diagnosis  of  enterovirus  infections  ])ievalent 
in  Connecticut  during  the  six-year  period. 

Classification  of  Enteroviruses 

rite  term  “picornavirns”  (small-i  ibonucleic  acid- 
virus)  was  recently  prcjposed  by  an  International 
Enterovirus  Study  Group  as  a new  name  for  a group 
of  viruses  with  common  biochemical  and  biophysi- 
cal jtroperties.'  - Ehe  picornaviruses  were  defined  as 
t iruses  whic  h (1)  are  small  in  size  (15  to  30  mil- 
limicrons in  diameter)  , (2)  are  insensitive  to  inac- 
tivation b)  ethyl  ether,  and  (3)  contain  ribonucleic 
acid.  The  group  contains  a large  number  of  distinct 
serotypes  (probably  100  or  more  infect  man  alone) 
and  includes  etictlogical  agents  of  a number  of  im- 
portant diseases  of  man  and  animals. 

Within  the  picornavirns  group  the  following  bio- 
logical sidjgronps  were  recognized: 

1.  Picornaviruses  of  Innnau  origin 
a.  Entercn  iruses 

(1)  polio\irnses,  type  1—3 

(2)  coxsackieviruses  .V,  types  1—24* 

(3)  ccjxsackieviruses  B,  types  1—6 

(4)  echoviruses,  types  1—32** 

* Coxsackievirus  ty|)e  23  was  never  formally  accepted 
as  a new  type  since  it  was  found  to  be  identical  with  the 
previously  desci  ihed  echoc  irus  9. 

**  Echovirus,  type  10  (reovirus)  was  removed  from  the 
group  when  it  was  shown  to  he  a larger  RXA  virus;  echo- 
virus,  type  28  is  now  considered  to  be  a rhinovirus. 

Laboratory  studies  conducted  from  1963  through  1965 
were  supfjorted  in  part  by  a National  Vaccination  Assistance 
Project  Grant. 


I).  Rbinoviruses  (cemmuju  ccjlcl  viruses)  —over 
30  types 
c.  I'nclassihed 

2.  Picornaviruses  of  Unver  animals 
Unclassified 

Members  of  the  enterovirus  and  rhinovirus  sub- 
grcnips  differ  from  each  other  in  acid  stability, 
cytopathogenicity  for  tissue  cultures,  and  tem|jera- 
ttire  recpiirements  lor  optimal  growth.  Viruses  iso- 
lated from  simian,  bovine,  porcine,  murine  and 
other  species  of  lower  animals  will  be  classified  into 
subgrotips  similar  to  the  human  picornavirns  sub- 
groups when  more  information  about  these  animal 
viruses  is  obtained. 

Diagnosis  of  Enterovirus  Infections 

Clinical  specimens:  1 he  proper  collection,  storage 
and  shijtmcnt  of  clinical  specimens  are  essential 
prerecpiisites  for  successful  enterovirus  cultural  and 
serologic  studies.  .Sjjecimens  recpiired  for  this  group 
of  viruses  are  (1)  acute  stage  feces  and  throat  sw’ab 
specimens  for  cultural  examination  and  (2)  paired 
serum  specimens  for  serologic  examination.  Ehe 
acute  serum  should  be  collected  from  1—5  days 
after  onset  of  disease  and  the  convalescent  serum 
from  10—21  days  after  the  acute  specimen.  If  an 
acute  .serum  is  not  available,  paired  convalescent 
serums  collected  about  two  weeks  apart  may  be 
submitted  for  testing.  Postmortem  sjjecimens  should 
be  collected  under  a.septic  conditions  and  stored  in 
the  frozen  state  until  examined  (except  postmortem 
whole  blood  which  should  not  be  frozen  for  .sero- 
logic sttidies)  . 'I  be  source  of  the  material  depends 
on  the  type  of  clinical  ilisease  and  in  general  those 
organs  suspected  of  harboring  viruses  or  showing 
gross  pathology  are  sidjinitted  for  examination.  All 
specimens  for  cnltural  studies  should  be  frozen  or 
refrigerated  after  collection  and  shipjjed  to  the 
laboratory  frozen  in  dry  ice,  or  if  freezing  facilities 
are  not  available,  the  specimens  should  be  trans- 
])orted  to  the  laboratory  within  a few  hours  after 
collection  chilled  in  wet  ice.  Acute  and  convalescent 
blood  or  serum  specimens  may  be  shipped  through 
the  mail  without  refrigeration  (appropriate  ship- 
ping containers  and  detailed  directions  for  collect- 
ing and  shipping  specimens  may  be  obtainetl  upon 
request  from  the  Laboratory  Division  of  the  Con- 
necticut Slate  Department  of  Health) . 


M.\REI\  R.  RO.S.S,  Ph.I).,  Chief  \’irologist,  Connecticut 
.State  Department  of  Health,  Hartford,  Connecticut. 
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Virus  isolation  methods:  The  animal  and  tissue 
culture  test  systems  employed  lor  the  isolation  of 
enteroviruses  are  shown  in  Table  1.  Rhestis  monkey 
kidney  cell  cultures  are  used  routinely  in  most  virus 
diagnostic  laboratories  for  the  isolation  of  entero- 
viruses because  they  are  (1)  susceptible  to  a wide 
range  of  enteroviruses  (2)  available  commercially 
at  a reasonable  cost  (3)  relatively  resistant  to  toxic 
factors  in  clinical  specimens  and  (4)  easily  main- 
tained for  a two  to  four  week  test  period. 

The  polioviruses,  group  B coxsackieviruses  and 
echoviruses  grow  well  in  monkey  kidney  tissue  cul- 
tures and  produce  a characteristic  cytopathic  effect 
which  aids  in  their  identihcation.  Infected  cells 
round  up,  become  retractile,  eventually  degenerate 
and  fall  off  the  glass  surface  on  which  they  have 
been  grown. 

These  viruses  also  produce  characteristic  plaques 
in  monkev  kidney  cultures  which  have  been  stained 
with  neutral  red  and  overlayed  with  agar.  Polio- 
viruses produce  circular,  large  plagues  with  clear 
centers  and  sharp  boundaries.  Platpies  of  coxsackie 
B viruses  are  round,  resembling  those  of  polio- 
virus, except  that  they  have  rather  diffuse  bound- 
aries and  their  appearance  is  delayed.  Echovirus 
placjues  are  usually  small,  irregular  and  delayed.  A 
variety  of  primary  human  cell  cultures  (kidney, 
lung,  amnion)  and  continuous  human  cell  lines 
(HeLa,  HEp-2,  KB)  are  used  in  coniunction  with 
monkey  kidney  cultures,  but  none  are  as  suitable 
as  the  latter  ctdtures  for  primary  isolation  work. 

The  majority  of  the  group  A coxsackieviruses  do 
not  proliferate  in  monkey  kidney  tissue  cultures 
(coxsackievirus  A9  is  an  exception)  and  produce 
only  a limited  cytopathic  effect  in  human  tissue 
cultures  upon  primary  isolation.  The  host  of  choice 
for  this  group  is  the  suckling  mouse.  Group  A 
viruses  produce  in  newborn  mice  a generalized 
myositis  accompanied  by  a flaccid  paralysis.  Entero- 
viruses isolated  in  tissue  cultures  or  suckling  mice 
may  be  typed  serologically  for  final  identihcation  in 
neutralization,  complement  fixation  or  hemaggluti- 
nation inhibition  tests. 

Serologic  methods:  The  neutralization  test  is  the 
procedure  of  choice  for  demonstrating  signihcant 
antibody  increases  or  decreases  (fourfold  or  greater) 
in  paired  serum  specimens  (Table  I)  . The  com- 
plement hxation  and  hemagglutination  inhibition 
tests  are  not  as  widely  used  for  the  serodiagnosis  of 
enterovirus  infections  because  these  tests  are  less 
specihc  than  the  neutralization  test  and  potent  com- 
plement-hxing  and  hemagglutinating  antigens  are 
not  available  for  the  majority  of  the  enteroviruses. 
The  neutralization  test  is  based  on  the  principle 
that  when  a specihc  immune  serum  is  added  to  its 
corresponding  virus,  the  virus  is  rendered  non- 
infective  or  is  “neutralized”.  Since  demonstration 


of  infectivity  requires  the  use  of  living  tissues,  the 
host  systems  enqrloyed  are  usually  those  in  which 
the  r ims  proliferates  best.  In  ]:)ractice,  serial  dilu- 
tions of  the  patient’s  acute  and  convalescent  serums 
are  mixed  with  a standardized  dose  of  infectious 
virus.  The  virus-serum  mixtures  are  usually  in- 
cidjated  at  room  temperature  for  one  hour  and  then 
inoculated  into  tissue  cultures  or  suckling  mice. 
The  neutralizing  end  point  or  titer  of  the  serum  is 
expressed  as  the  highest  dilution  of  serum  which 
protects  the  host  against  infection.  Since  the  entero- 
virus family  now  consists  of  more  than  60  members, 
neutralization  tests  are  generally  carried  out  only 
Av'ith  selected  members  of  the  group  which  are  cur- 
rently active  in  a community. 

Clinical  syndromes:  The  portal  of  entry  of  the 
enteroviruses  is  the  alimentary  tract.  After  initial 
multiplication  in  the  lymph  nodes,  viremia  may 
occur  and  may  lead  to  further  virus  proliferation 
in  the  cells  of  the  reticuloendothelial  system,  and 
finally  to  a more  serious  infection  of  other  organs 
(meiunges,  myocardium,  skin,  CNS)  . In  the  major- 
ity of  natural  infections,  even  with  the  more 
virulent  members  of  the  group,  few  or  no  clinical 
synqrtoms  are  present.  However,  clinical  .syndromes 
may  occur,  including  severe  paralysis,  aseptic 
meningitis,  herpangina,  pleurodynia,  myocarditis, 
exanthem,  coryza  and  a variety  of  other  conditions. 
Dilferent  enteroviruses  may  produce  some  of  the 
same  clinical  syndromes  and  conversely  one  entero- 
virus may  cause  different  syndromes  under  differing 
circumstances.  The  various  clinical  syndromes  asso- 
ciated with  members  of  the  enterovirus  group  are 
shown  in  Table  I.  Several  excellent  references  may 
be  consulted  for  a more  detailed  description  of  the 
clinical  symptomology  and  laboratory  diagnosis  of 
enterovirus  infect  ions. 

Evaluation  of  results:  Since  infection  with  entero- 
viruses is  usually  subclinical  and  virus  excretion 
may  persist  for  a period  of  weeks  after  initial  in- 
fection, isolation  of  an  enterovirus  from  the  alimen- 
tary tract  cannot  be  considered  positive  proof  of 
etiological  association  with  the  patient’s  disease. 
Virus  isolations  are  more  meaningful  when  corre- 
lated with  a signihcant  rise  in  specihc  antibody  titer 
in  paired  serum  collected  from  the  patient  dur- 
ing the  acute  and  convalescent  stages  of  the  disease. 
When  the  virus  is  isolated  from  blood,  spinal  fluid 
or  pathological  tissues  from  patients  with  typical 
syndromes,  its  etiologic  association  with  the  disease 
is  more  certain.  Also,  the  possibility  of  concurrent 
infection  with  other  viral,  bacterial  or  fungal  agents 
should  be  considered.  Caution  should  be  observed 
in  evaluating  the  signihcance  of  an  enterovirus 
isolate  and  accompanying  rise  in  antibody  titer 
until  laboratory,  clinical  and  epidemiologic  hndings 
have  been  conqrleted  and  correlated. 
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Table  I 

l)i\(,Nosis  OF  Enffromrds  Inffciions 


\'|RUSES 

ISOt.A  I tON 
Test  .SvstEM 

Si  Rot.otuc  Te.st 

Ct  lMCAI.  Sv.NDROME 

Polioviruses, 

Monkey  kidney 

Neutralization 

Paralysis 

types  1—3 

tissue  cultures 

Human  tissue 
cultures 

(tissue  culture) 

Complement 

fixation 

(Complete  to  slight 
muscle  weakness) 
.\septic  meningitis 
Undifferentiated 
febrile  illness 

Coxsackieviruses,  group  A, 
types  1—24* 

■Suckling  mice 

Human  tissue 
cultures 

Neutralization 

(mice) 

Complement 

fixation 

Hemagglutination 

inhilrition 

Herpangina  (types  2,  3,  4,  5, 
6,  8,  10) 

,\septic  meningitis 
(types  2,  4,  7,  9,  10) 
Paralysis  (infrequently) 
(types  7,  9) 

Exantbem  (types  9,  16) 
"Common  cold” 

(types  21,  24) 
Undifferentiated  febrile 
illness  (all  types) 

Coxsackieviruses,  group  B, 

Monkey  kidney 

Neutralization 

Pleurodynia  (types  1—5) 

types  1—6 

ti,ssue  cultures 

Human  tissue 
cultures 

(tissue  culture) 

Complement 

fixation 

Hemagglutinatioir 

inhibition 

,\septic  meningitis 
(types  1—6) 

Paralysis  (infrequently) 
(types  2—5) 

.Severe  systemic  infections 
in  infants,  meningo- 

enccplialitis,  and 
myocarditis  (types  1—5) 


Pericarditis,  myocarditis 
(types  1-5) 

Upper  respiratory  illness 
and  pneumonia  (types  4,  5) 
Undifferentiated  febrile 
illness,  types  1—6) 


Echovirnses, 
types  1—32** 


Monkey  kidney 
tissue  cultures 

Human  tissue 
cultures 


Neutralization 
(tissue  culture) 

Complement 

fixation 

Hemaggl  u t i na  t ion 
inhilrition 


•\septic  meningitis  (types  2,  3, 
4,  5,  6,  7,  9,  11,  14,  16,  18, 
21,  30,  31) 

Paralyysis  (mild)  (types  2,  4, 
6,  9,  11,  16) 

Exanthem  (types  4,  6,  9,  16, 
18) 

Respiratory  disease 

(types  4,  8,  9,  11,  20,  25) 

Diarrhea  (not  proven 
conclusively) 


* Type  23  was  never  formally  accepted  as  a new  type  since  it  was  found  to  be  identical  with  the  previously  described 
echovirus  9. 

**  Type  10  echovirus  (reovirus)  was  excluded  from  the  group  when  it  was  shown  to  be  a larger  RNA  virus;  echovirus 
28  is  now  considered  to  be  a rhinovirus. 
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Yearly  Variation  of  Enterovirus  Infections 

Previous  ejridemiologic  and  clinical  studies  have 
shown  that  certain  enterovirus  serotypes  may  pre- 
dominate in  a given  area  tor  one  or  two  years  and 
then  disappear  as  a significant  cause  of  disease  for 
an  unpredictable  period  of  time.  A similar  pre- 
dominance of  enterovirus  serotypes  has  been  ob- 
served in  the  Connecticut  area.  Table  II  shows 
the  enterovirus  types  isolated  each  year  from  1960 
through  1965  at  the  Connecticut  State  Department 
of  Health  Virus  Laboratory.  Over  90  per  cent  of 
these  viruses  were  isolated  from  hospitalized 
patients  with  clinical  syndromes  compatible  with 
enterovirus  infection.  Also,  significant  increases 
or  decreases  in  neutralizing  antibody  titers  against 
the  infecting  viruses  were  demonstrated  in  paired 
serums  form  98  of  the  111  patients  studied.  Since 
isolation  of  coxsackie  A viruses  in  suckling  mice  has 
not  been  done  on  a routine  basis  in  our  laboratory, 
results  on  this  group  of  viruses  are  not  available 
(with  the  exception  of  coxsackievirus  A9  which 
can  be  isolated  in  monkey  tissue  cultures). 

Among  the  1 1 1 enteroviruses  isolated  over  the 
six  year  period,  19  distinct  serotypes  were  repre- 
sented. These  included  polioviruses  1 and  3;  cox- 
sackieviruses Bl,  B2,  B3,  B4,  B5,  and  A9;  and 
echoviruses  2,  3,  4,  6,  8,  9,  11,  I f,  17,  23,  and  25. 
Although  several  types  were  encountered  each  year, 
there  was  a tendency  for  certain  types  to  pre- 
dominate over  the  others.  The  predominant  types 
in  I960  were  polioviruses  1 and  3,  and  coxsackie- 
viruses B4  and  B5.  In  1961  the  types  isolated  most 
frequently  were  coxsackieviruses  B4  and  B5.  The 
predominant  isolate  in  1962  was  echovirus  4 and 
less  frequently  isolated  was  coxsackievirus  B2.  The 
principal  isolate  in  1964  was  coxsackievirus  B4.  A 


scattering  of  echoviruses  and  coxsackieviruses  was 
detected  in  1963  and  1965  without  any  specific  type 
predominating.  Additional  results  (not  included  in 
this  report)  confirming  the  predominance  of  these 
enterovirus  serotypes  during  the  six  year  period 
were  obtained  in  neutralization  tests  conducted  on 
paired  serums  from  patients  from  whom  entero- 
viruses could  not  be  isolated.  A similar  yearly 
variation  in  the  prevalence  of  enterovirus  serotypes 
has  been  recognized  in  the  New  Haven  area  during 
a four  year  period  from  1961  through  1964.-*  The 
most  reasonable  explanation  for  the  predominance 
of  certain  serotypes  in  a community  is  the  coin- 
cidence of  a susceptible  population  and  the  intro- 
duction of  the  infecting  agents  under  conditions 
favorable  to  easy  transmission. 

It  is  also  evident  from  Table  II  that  certain 
enteroviruses  may  be  prevalent  for  one  or  more 
years  and  then  disappear  for  a period  of  years  as 
a significant  cause  of  disease.  For  instance,  coxsackie- 
virus B4  was  present  during  1960  and  1961,  dis- 
appeared for  two  years,  and  then  reappeared  in 
1964  and  1965.  Coxsackievirus  B5  was  isolated  dur- 
ing I960  and  1961  and  then  was  absent  for  the 
following  four  years.  Echovirus  4 was  active  in  1961, 
1962,  and  1963  and  then  disappeared  for  the  next 
two  years.  Since  the  incidence  of  infection  with  these 
agents  in  the  general  population  of  Connecticut  is 
unknown,  one  can  only  speculate  that  the  disap- 
pearance of  an  enterovirus  serotype  after  a period 
of  activity  is  due  chiefly  to  a reduction  of  the  num- 
ber of  susceptible  individuals  within  the  state.  It 
is  also  possible  that  some  enterovirus  strains  of  low 
virulence  remain  endemic  for  a period  within  a 
given  area  without  causing  a major  epidemic  and 
then  disappear  due  to  unknown  factors. 


Tahle  II 

Yearia  Variation  of  Enteroviruses  Isolated 
In  Connect  icut  from  1960throuch  1965 


Number  of  Enterovirus  Isolates* 

Year 

Poliovirus 

Coxsackievirus 

Echovirus 

1 

9 

3 

Bl 

B2 

B3 

B4 

B5 

A9 

9 

3 

4 

6 

8 9 

11 

14 

17 

23 

25 

1960 

17 

2 

2 

6 

4 

1 

1961 

3 

1 

1 

8 

15 

3 

1 

1962 

3 

1 

1 

1 

9 

1963 

1 

9 

2 

9 

1 

1 

1964 

1 

2 

9 

4 

1 

1 

9 

9 

1 

1965 

1 

1 

1 

1 

1 

1 

1 

1960-65 

21 

0 

2 

9 

6 

5 

19 

19 

6 

2 

1 

14 

4 

3 2 

1 

1 

1 

1 

1 

* A total  of 

111 

enteroviruses 

was 

isolated  over  the 

six 

year 

period. 

Polioviruses 

presumably  derived 

from 

oral 

vaccine  are 

not  included. 
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The  dramatic  disappearance  oI  polioviruses  Irom 
the  Connecticut  scene  as  a result  of  immunization 
with  Salk  and  Sabin  poliovirus  vaccines  is  clearly 
illustrated.  A total  ot  19  polioviruses  was  isolated 
in  19(')(),  three  in  19(il,  and  only  one  in  the  lollow- 
ing  lour  year  period  Irom  1962  through  1965.  The 
resurgence  of  poliomyelitis  in  Connecticut  probably 
can  be  prevented  by  (1)  continued  use  ot  vaccina- 
tion programs  implemented  to  reach  susceptible 
individuals  (2)  the  use  of  seroepidemiologic  sur- 
veillance studies  designed  to  assess  community  anti- 
body patterns  and  (.S)  the  rapid  isolation  and 
identification  of  the  responsible  poliovirus  sero- 
type at  the  start  of  an  outbreak  so  that  community- 
wide vaccination  programs  may  be  instituted  before 
a statewide  epidemic  develops.  V\fi)rk  on  all  three 
of  these  preventive  measures  is  in  jrrogress  at  the 
Connecticut  State  Department  of  Health. 

Seasonal  Distribution  of  Enterovirus  Infections 

The  seasonal  distribution  of  enteroviruses 
prevalent  during  a two  year  period  from  I960 
through  1961  in  six  cities  within  the  Utiited  States 
has  been  investigated  lecently  by  Gelfand  ami  his 
associates. Approximate!)  the  same  seasonal  pat- 
tern of  low-winter,  high-summer  rates  was  recog- 
nized in  each  of  the  cities.  However,  some  differ- 
ences were  noted  among  the  six  cities  in  the  tcjtal 
number  of  isolations  and  in  the  degree  of  seasonal 
change.  'I'here  appeared  to  be  three  patterns  of 
entero\irus  isolation:  one  for  the  cities  in  the 
southern  part  of  the  country  (Atlanta  and  Miami)  , 
one  for  the  northern  cities  (Minneapolis,  Buffalo 


and  Seattle),  and  a distinctice  one  lor  San  Fran- 
cisco. fn  the  southern  cities  at  least  a few  isolations 
were  made  almost  continuously  during  the  year 
and  .seasonal  plateaus  lasting  three  to  four  months 
occurred  during  the  summer  and  fall.  By  contrast, 
in  the  northern  cities  no  isolations  were  made  dur- 
ing the  late  winter  and  early  sjning  months  and 
peaked  seasonal  curves  instead  of  plateaus  were 
jjroduced  in  the  summer  and  fall.  The  pattern  of 
isolation  in  San  Francisco  differed  from  those  of 
the  other  cities  in  that  only  a few  viruses  were  re- 
covered in  any  month,  and  the  differences  in 
recovery  between  summer  and  winter  were  very 
small. 

The  seasonal  distriljution  of  enteroviruses  isolated 
in  Connecticut  from  I960  through  1965  is  shown  in 
I'aftle  HI.  The  pattern  most  closely  re.sembles  that 
described  above  for  the  northern  cities.  Out  of  a 
total  of  1 1 1 enteroviruses  isolated  over  the  six  year 
period,  97  were  recovered  during  July,  .\ugust  and 
Septendjer  with  a peak  occurring  in  .August.  Eleveti 
viruses  were  isolated  during  the  months  of  June, 
October  and  November,  and  only  three  viruses 
were  i,solated  during  the  winter  and  spring  months, 
d’he  seasonal  pattern  of  enterovirus  infections  ob- 
served in  this  study  is  distinctly  different  from  the 
seasotial  distribution  of  respiratory  virus  infections 
described  in  an  earlier  ))aper  on  the  prevalence  and 
significance  of  resjuratory  viral  diseases  in  Connecti- 
cut.” Respiratory  viral  infections  usually  first 
appear  each  year  in  the  late  fall,  after  the  entero- 
viruses have  practically  disappeared,  and  are  chiefly 
prevalent  in  the  winter  and  early  spring.  Simple 


Taiue  III 

■Sea.sonai.  Disikibution  of  Em'ekomruses  Lsoi  aifd 
In  C'.oNNECTicur  from  I960  tiirouoh  196,5 


Number  oe  Emeromrus  Isolates* 

Mon  in 

POI  lOVIRUS 

Coxsackievirus 

Ec:HO\  IRUS 

Tot  A I 

1 2 

3 

111  112  B3 

114 

115 

A9 

2 3 4 6 

8 9 11  14 

17 

23  25 

fanuary 

1 

1 

I-'el)niaiy 

Marcli 

1 

1 

.\prif 

May 

(line 

1 

1 

1 3 

July 

4 

9 

1 1 2 

2 

7 

1 2 1 

1 

24 

August 

8 

1 3 1 

11 

5 

9 

7 1 

1 2 1 

1 44 

Septenil)ci 

7 

1 1 

4 

6 

9 

1 4 1 

9 

29 

October 

1 

1 

1 

1 

1 1 

6 

November 

1 

1 

9 

December 

1 

1 

* total  of 

111  enterovi 

ruses  was  isolated 

over 

the 

six  year 

period.  Polioviruses 

presumably  derived 

from 

oral  vaccine  are 

not  included. 
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answers  are  not  available  for  explaining  the  dif- 
ferent seasonal  patterns  observed  for  the  enterovirus 
and  respirovirus  groups,  however,  epidemiologic 
factors  which  may  influence  the  seasonal  prevalence 
of  these  infections  are  (1)  the  effect  of  environ- 
mental conditions  on  the  physiologic  resistance  of 
populations  and  (2)  the  variation  in  social  habits 
with  the  seasons. 

Clinical  Diagnoses  and  Virologic  Studies  in 
Connecticut  Patients 

Representative  clinical  and  laboratory  findings 
in  20  patients  contracting  enterovirus  infections  in 
Connecticut  during  a six  year  period  from  1960 
through  1965  are  presented  in  Table  IV.  Entero- 
viruses active  in  Connecticut  during  this  period 
were  associated  with  a wide  spectrum  of  clinical 
conditions.  Polioviruses  isolated  in  our  laboratory 
were  responsible  for  syndromes  ranging  from 
aseptic  meningitis  to  fatal  bulbar  poliomyelitis. 
Coxsackieviruses  were  associated  with  gastroenter- 
itis, aseptic  meningitis,  orchitis,  pleurodynia,  myo- 
carditis, nonspecific  febrile  illness  and  pericarditis. 
Echoviruses  were  associated  with  gastroenteritis, 
aseptic  meningitis,  meningoencephalitis  and  exan- 
them. The  laboratory  diagnosis  in  18  of  the  20 
patients  was  based  upon  both  virus  isolation  and 
demonstration  of  a significant  rise  in  neutralizing 
antibody  against  the  virus  type  causing  infection. 


In  the  two  fatal  cases,  bulbar  poliomyelitis  and 
neonatal  myocarditis,  the  laboratory  diagnosis  was 
based  only  upon  virus  isolation  from  postmortem 
tissue  specimens  since  both  patients  expired  before 
convalescent  serums  could  be  collected.  In  general, 
neutralizing  antibody  titers  in  the  acute  serums 
were  either  absent  or  at  a low  level  while  the 
titers  in  the  convalescent  serums  were  considerably 
elevated.  The  diagnosis  was  strengthened  in  these 
cases  by  negative  results  obtained  in  serologic  tests 
for  influenza  A,  influenza  B,  adenovirus,  psittacosis, 
Q fever,  primaiy  atypical  pneumonia,  respiratory 
syncytial,  eastern  ecjuine  encephalitis,  western 
ecpiine  encephalitis,  St.  Louis  encephalitis,  mumps, 
lymphocytic  choriomeningitis,  herpes  simplex, 
rickettsialpox.  Rocky  Mountain  spotted  fever  and 
typhus. 

Summary 

During  a six  year  period  from  1960  through  1965, 
1 1 1 enteroviruses  were  isolated  at  the  Connecticut 
State  Department  of  Health  Virus  Laboratory  from 
patients  with  symptoms  of  enterovirus  disease.  The 
following  19  serotypes  were  represented:  polio- 
viruses 1,  3;  coxsackieviruses  Bl,  B2,  B3,  B4,  B5, 
A9;  and  echoviruses  2,  3,  4,  6,  8,  9,  11,  14,  17, 
23,  25.  Diagnostic  increases  in  neutralizing  anti- 
body against  the  serotype  isolated  were  found  in  the 
majority  of  the  patients.  These  enteroviruses  were 
responsible  for  a wide  spectrum  of  disease  syndromes 


Table  IV 

Clinical  Diaonoses  ani>  Virolocic  Studies  in  Connecticut 
Patients  with  Enterovirus  Ineections 


Patient 

Number 

A(;e/Sex 

Clinical  Diagnosis 

Specimen 

Virus  Isolaied 

Reciprocal  of  Neutralizing 
Antibodi  Titer  in  Serum 

Acute  Convalescent 

1 

3Y/F 

Aseptic  meningitis 

Feces 

Poliovirus  1 

32 

128 

2 

27Y/F 

Bulbar  poliomyelitis 

Spinal  cord 

Poliovirus  1 

Not  done 

Not  done 

3 

3M/M 

Gastroenteritis 

Feces 

Coxsackievirus  Bl 

<4 

64 

4 

7Y/F 

Aseptic  meningitis 

Feces 

Coxsackievirus  B2 

4 

64 

5 

32Y/M 

Meningitis,  orchitis 

Feces 

Coxsackievirus  B2 

4 

32 

6 

12Y/M 

Pleurodynia 

Feces 

Coxsackievirus  B3 

<4 

64 

7 

41Y/F 

Aseptic  meningitis 

Feces 

Coxsackievirus  B4 

4 

256 

8 

25Y/M 

Myocarditis 

Feces 

Coxsackievirus  B4 

4 

256 

9 

lOD/M 

Neonatal  myocarditis 

Brain,  lung 

Coxsackievirus  B4 

Not  done 

Not  done 

10 

2Y/M 

Nonspccibc  febrile  illness 

Feces 

Coxsackievirus  B5 

8 

128 

11 

22Y/F 

Pericarditis 

Feces 

Coxsackievirus  B5 

4 

256 

12 

31Y/F 

Pleurodynia 

Feces 

Coxsackievirus  B5 

<4 

1024 

13 

12Y/M 

Aseptic  meningitis 

Feces 

Coxsackievirus  A9 

4 

64 

14 

13Y/M 

Gastroenteritis 

Feces 

Echovirtis  3 

<4 

16 

15 

6Y/M 

Encephalitis 

Feces 

Echovirus  4 

<4 

8 

16 

7Y/F 

Aseptic  meningitis 

Feces 

Echovirtis  6 

4 

32 

17 

13Y/M 

Meningoencephalitis 

Throat  swab 

Echovirus  8 

4 

64 

18 

34Y/M 

Aseptic  meningitis,  exanthem  Feces 

Echovirus  9 

4 

128 

19 

4Y/M 

Gastroenteritis 

Feces 

Echovirus  1 1 

<4 

8 

20 

3M/M 

Meningitis 

Feces 

Echovirus  25 

<4 

8 
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iiiclucliiig  exanthcin,  aseptic  meningitis,  gastro- 
enteritis, nonspecific  iabrile  illness,  orchitis,  plenro- 
clynia,  myocarditis,  pericarditis,  encephalitis,  men- 
ingoencephalitis, fatal  neonatal  myocarditis  and 
fatal  bidbar  poliomyelitis. 

Although  several  enterovirus  serotypes  were  en- 
countered each  year  in  Connecticut,  there  was  a 
teiulency  for  certain  types  to  predominate  over  the 
others.  I’lie  predominant  types  recognized  were  (1) 
polioviruses  1 and  3,  and  coxsackieviruses  Bf  and 
B5  in  1960  (2)  coxsackieviruses  B4  and  B5  in  1961 

(3)  echovirus  4 and  coxsackievirus  B2  in  1962  and 

(4)  coxsackievirus  Bf  in  1964.  scattering  of  echo- 
viruses  and  coxsackieviruses  are  detected  in  both 
1963  and  1965  without  any  specific  type  predomina- 
ting during  these  years. 

Most  of  the  enterovirus  isolates  were  recovered 
during  the  summer  and  early  fall.  Out  of  the  total 
1 1 1 enteroviruses  isolated,  97  were  recovered  dm  ing 
fitly,  .\ugust  and  .September  with  a peak  occurritig 
in  Augitst.  Eleven  viruses  were  isolated  during  the 
motiths  of  June,  October  and  November,  and  only 
three  viruses  were  isolated  duritig  the  winter  and 
spring  months. 

Recent  information  has  been  presented  on  the 
classification  of  enteroviruses,  the  laboratory  diag- 
nosis of  enterovirus  infections  and  the  clitiical  syti- 
tlromes  associated  with  enterovirus  serotypes. 
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■ Muscle  pain  with  stiffness  of  the  shoulder  and 
hip  girdle  is  a frequent  complaint  in  middle-aged 
and  elderly  persons  and  may  be  the  presenting 
symptom  in  a wide  spectrum  of  diseases.  The  most 
commonly  considered  causes  are:  osteoarthritis  of 
the  cervical  spine  and  shoulder,  rheumatoid 
arthritis,  and  psychogenic  rheumatism.  Polymyalgia 
rheumatica  rarely  is  included. 

Polymyalgia  rheumatica  is  a definite  syndrome, 
characterized  by  muscle  pain  and  stiffness,  with 
systemic  manifestations  such  as  fever,  anemia, 
weight  loss,  and  a markedly  elevated  sedimentation 
rate.  Various  names  have  been  suggested  for  this 
syndrome:  anarthritic  rheumatism  and  myalgic 

syndrome  of  the  aged  with  systemic  manifesta- 
tions.^’- 

Only  two  reports  of  this  disease  have  appeared 
in  American  literature.-’’'*  The  syndrome  was  first 
described  by  Kersley  in  1951.“  The  term,  poly- 
myalgia rheumatica,  was  suggested  by  Barber  of 
Great  Britain  in  1957.’  Other  reports,  from  France 
and  the  .Scandinavian  countries,  have  appeared 
describing  this  syndrome.'^’’ 

The  purpose  of  my  report  is  to  draw  attention  to 
this  new  rheumatic  syndrome,  which  as  yet,  is  not 
widely  recognized  in  this  country.  I have  had  the 
opportunity  to  observe  three  cases  of  this  disease 
over  a two-year  period. 

Clinical  Features:  The  onset  of  this  disease  may 
be  fairly  acute,  with  pain  and  stiffness  of  the 
proximal  muscle  groups  of  the  limbs  and  neck, 
sometimes  preceded  by  fatigue,  lassitude,  and  loss 
of  appetite.  Most  patients  are  women  between  the 
ages  of  40  and  60. 

The  muscles  of  the  neck,  both  shoulder  girdles, 
and  the  upper  arms,  specifically,  the  posterior 
muscles  of  the  neck,  trapezius,  deltoid,  and  biceps, 
predominantly  are  affected  in  all  stages.  Lumbar, 
gluteal,  hamstring,  and  bilateral  quadriceps  muscles 
also  are  involved  in  most  cases. 

The  patient  may  complain  of  some  stiffness  on 
rising  in  the  morning  and  inability  to  perform 
simple  activities,  such  as  combing  hair  or  reaching 
up  to  a shelf.  Movements  of  related  joints  may  be 
painful.  Pain  and  stiffness  may  be  so  marked  that 
patients  may  become  totally  incapacitated  when  the 
disease  is  at  its  height.  They  may  lose  weight  and 
be  confined  to  bed.  Progressive  joint  changes  are 
not  seen. 
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At  the  time  of  the  patients’  first  visit  to  the 
physician,  the  physical  examination  may  be  en- 
tirely normal.  There  is  no  evidence  of  muscular 
atrophy,  muscular  pain,  swelling,  or  effusion  in 
any  joints.  The  patients  will  point  to  a muscle 
when  describing  the  pain,  and  not  to  the  articula- 
tion. The  disease  may  remain  at  this  stage  and 
have  a spontaneous  remission.  A small  percentage 
of  patients  will  exhibit  increasing  systemic  mani- 
festations such  as  fever  and  weight  loss,  and  mimick 
the  signs  of  a malignancy. 

None  of  the  patients  described  had  any  evidence 
of  joint  involvement,’  other  than  osteoarthritis  as 
found  commonly  in  this  age  group. 

Laboratory  Investigations:  One  of  the  most  strik- 
ing, characteristic  features  of  the  syndrome  is  a very 
high  sedimentation  rate,  which  may  vary  from  42- 
122  by  the  Westergren  method.  The  sedimentation 
rate  parallels  the  activity  of  the  disease.  Anemia 
may  occur  and  is  usually  hypochromic,  normocytic. 
The  white  blood  count,  as  a rule,  is  normal.  Tests 
for  rheumatoid  factor  and  lupus  cell  preparation 
are  negative.  Serum  protein  electrophoresis  may  re- 
veal low  albumin  and  diffusely  elevated  gamma 
globulin.  The  fib’-inogen  level  may  be  elevated. 
Electromyography  as  well  as  skin  and  muscle 
biopsies  are  normal.*’  X-ray  examinations  of  the 
joints  may  reveal  osteoarthritic  changes  compatible 
with  this  age  group. 

Polymyalgia  rheumatica  is  readily  distinguished 
from  polymyositis  and  other  .myopathies  by  normal 
serum  glutamic-oxalacetic  transaminase  levels, 
creatinine  excretion,  normal  electromyography,  and 
muscle  biopsy.  (See  Figure  1). 

Rheumatoid  arthritis  is  distinguished  from  poly- 
myalgia rhemuatica  by  the  presence  of  joint  in- 
volvement and  the  usual  criteria  for  its  diagnosis.** 

The  etiology  of  this  condition  remains  obscure. 
Some  Sw'edish  investigators  believe  that  polymyalgia 
rheumatica  belongs  to  the  group  of  diseases  that 
have  underlying  histological  lesions  of  giant  cell 
arteritis.*^  These  authors  suggest  that  polymyalgia 
rheumatica  and  temporal  arteritis  merge  into  one 
another.  Biopsy  specimens  from  some  patients  with 
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llCURE  1 
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)x)lyniyalgi;i  rheiimatica  showed  some  evidence  ol 
temporal  artery  involvement.  However,  temporal 
arteritis  develops  in  much  older  age  groujxs  than 
does  polymyalgia  rheiimatica.^-'^ 

Prognosis:  Patients  usuallv  respond  dramatically 
to  corticosteroids.  11  untreated,  they  may  have  a 
progressive  downhill  course,  marked  by  inability 
to  move  any  of  their  extremities  because  of  severe 
pain.  They  become  confined  to  their  beds  with 
generalized  contracture  and  disuse  atrophy  de- 
veloping. Some  patients  with  no  therapy  at  all 
experience  a spontaneous  remission.  The  end  stage 
of  untreated,  progressive  polymyalgia  rheiimatica 
cannot  be  confused  with  rheumatoid  arthritis  as  in 
the  latter  there  is  evidence  of  joint  involvement. 

Treatment : Recovery  is  attained  readily  within  a 
few  weeks  of  treatment.  Temjierature  returns  to 
normal,  and  general  well-being  ensues.  Generalized 
jiaiii  and  stillness  disappear,  and  the  sedimentation 
rate  jirogressively  drops. 

The  di.sease  may  last  from  9 to  ,S()  months.  In 
every  case  a remarkable  and  rapid  remission  of 
symptoms  was  induced  with  adet[uate  treatment.  In 
some  cases,  pain  and  stilfne.ss  completely  disappeared 
after  48  hours  of  corticosteroid  therapy. 

.\n  initial  dose  of  30-40  mg  of  prednisone  daily 
may  he  retjuiretl  to  suppress  pain  and  stiffness.  It 
may  be  necessary  to  continue  this  dosage  for  3 
weeks  or  more,  and  then  gradually  taper  the 
dosage  over  a 4-6  week  period,  until  all  symptoms 
have  subsided. 

The  following  program  is  usually  successful: 
40  mg  of  prednisone  per  day  for  the  1st  3 weeks; 
30  mg  per  day  the  4th  week;  20  mg  per  day  the 
5th  week;  15  mg  per  day  the  6th  week;  10  mg  per 
day  the  7th  week;  5 mg  per  day  the  final  week. 
Relapses  may  sometimes  occur  within  the  ensuing 
2 years. 

Conclusion : Polymyalgia  rheiimatica  is  a specific 
entity  with  characteristic  symptoms  of  muscular 
pain,  weakness  and  stiffness,  a markedly  elevated 
sedimentation  rate  sometimes  associated  with 
giant  cell  arteritis. 


Sample  Case  Histories 

C;ase  I : 78-ycar-okl  female  suddenly  felt  pain  and 

stiffness  in  the  left  shoulder  and  hip  girdle.  Fatigue  and 
loss  of  weight  were  noted.  Sediinentation  rate  was  .55  inm 
per  hour.  Fhere  were  mixed  osteoarthritic  changes  in  her 
shoulders  and  knees.  Findings  of  enzyme  studies  were  normal, 
as  well  as  the  rheumatoid  factor  and  muscle  biopsy.  Thirty 
mg  of  prednisone  was  given  for  20  days  by  which  time  the 
patient  became  asymptomatic. 

Case  .^2:  \ 32-year-old  male  who  was  in  good  health, 
experienced  pain  and  stiffness  in  the  shoulder  girdle,  with 
severe  pain  in  both  knees  and  the  cjuadriceps  muscles. 
.\octurnal,  throbbing  beaclaches  also  developed.  Physical 
examination  was  tiegative,  except  for  some  pain  on  moving 
the  shoidder,  neck,  and  thigh  mu.scles.  X-ray  examination 
of  the  shoulder  girdle  showed  osteoarthritic  changes.  The 
sedimentation  rate  was  100  mm  per  hour.  The  following 
findings  were  normal:  biopsy  of  the  deltoid  muscle  and 
enzyme  studies.  .Sixty  mg  of  prednisone  daily  was  pre- 
scribed. .After  2 weeks  the  patient  responded. 

Ca.se  \ 52-year-old  female  had  a sudden  onset  of 

pain  and  stiffness  in  the  neck  and  shoulder.  The  symptoms 
were  not  relieved  by  aspirin.  Physical  examination  showed 
inability  to  raise  her  arms  above  her  head.  No  evidence  of 
joint  effusion  was  found.  X-ray  examinations  of  the  shoulder 
girdle  di,sclosed  early  osteoarthritic  changes.  Laboratory  ex- 
aminations disclosed  a normal  white  blood  count,  differen- 
tial, bemoglobin,  I.atcx  test,  serum  uric  acid,  LE  prep, 
.SCOT,  l.DH,  EM(i,  and  muscle  biopsy.  The  sedimentation 
rate  was  80  mm  per  hour  (Westergren)  and  bone  marrow 
examinations  disclosed  normal  hematopoesis. 

The  patient  received  40  mg  of  prednisone  daily  for  10 
days.  The  dosage  was  then  reduced  to  25  mg  daily  for  3 weeks. 
Progressive  improvement  ensued  and  the  patient  became 
asymptomatic. 
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Methoxyflurane  Anesthesia  For  The 
Poor  Risk  Patient 


Robert  I.  Schrier,  M.D. 

Introduction 

■ riic  inanagenient  of  poor  risk  patients  who  are  to 
iindeigo  surgery  with  anesthesia  inijKJses  liinitatiotis 
within  which  the  physician-anesthetist  innst  per- 
form. Since  jrhysiological  reserve  may  be  tonsidered 
a meastire  of  ojjerative  risk,  the  jjatients  we  are 
concerned  with  in  this  discttssion  are  deficient  in 
one  or  more  compensatory  ( artliova.st  iilar,  pul- 
monary and  renal  mechanisms  which  constiltite  the 
physiological  basis  of  reserve.  In  getieral,  the  degree 
of  these  deficiencies  is  inversely  proportional  to 
the  tolerance  poor  risk  patients  have  for  surgery 
and  anesthetics,  d his  concept  mtist  influence  our 
choice  of  the  depressant  anesthetic  tlrtigs  available 
to  atiesthetize  the  poor  risk  patient. 

Vhnious  technics  deri\ing  impetus  from  .Artusio’s 
work  with  “ether  analgesia’’  ha\e  made  possilile  the 
anesthetization  of  the  critically  ill.'  The  premise  is 
based  on  two  conditions: 

(a)  patients  with  already  diminished  (ompen- 
satory  mechanisms  do  not  allow  for  additional 
physiologic  trespass,  atul 

(b)  critically  ill  patients  do  not  retpiire  the 
same  levels  of  anesthetic  depressioti  necessary  for 
the  nortnal  indi\idual. 

The  lightest  le\el  of  anesthesia  which  aflords 
analgesia  and  amnesia  to  the  patient  and  satis- 
factory operating  conditions  for  the  surgeon  is  the 
most  desirable,  d'be  t elalive  freedom  of  set  ions 
arrhythmias  during  light  levels  of  anesthesia  is 
also  noteworthy. - 

.\  second  consideration  in  any  anesthetic  case 
management  is  the  concomitant  tise  oi  clrtigs  such 
as  norepinephrine,  digitalis,  epinephrine  and  iso- 
|ircjterenol,  which,  though  necessary  to  bolster  iiti- 
paired  cardiovascular  activity,  may  in  effect  decrease 
it  when  used  during  the  administration  of  many 
anesthetic  agents. 

I he  concentraticm  ot  o.vygen  in  the  inspired 
anesthetic  atmosjjhere  mtist  also  be  considered. 
Recent  studies  by  Hallowell,  Hedley-Whyte,  and 
Laver  at  the  Afassachusetts  Cieneral  Hospital  have 
confirmed  our  suspicions  regaicling  the  use  of  low 
potency  anesthetics  which  ninsl  be  administered 
in  high  concentration  at  the  expense  of  oxygen.-' 
Results  based  on  patients  undergoing  mitral 
\ alvnlolomy  show  that  these  inclic  iclnals  need  more 
than  50  per  cent  oxygen  in  the  inspired  atmosphere 


alter  thoracotomy  was  performed.  Despite  inter- 
mittent deep  breaths  shunting  due  to  atelectasis 
was  considerable  and  when  nitrous  oxide  in  fifty 
per  cent  concentrations  was  employed  for  ane.s- 
thesia  the  resulting  decrease  in  arterial  pOj  was 
significant.  'Lhis  was  promptly  correctecl  bv  in- 
creasing the  oxygen  concentration  to  09.5  per  cent 
ol  the  inspired  anesthetic  atmosphere. 

I o define  further  the  indicated  limitations  in 
anesthetizing  many  poor  risk  patients  one  must 
mention  the  need  for  non-flammable  anesthetics. 
1 he  increased  Irecpiency  with  which  electrical 
devices  (i.e.,  cautery)  are  being  used  in  the  oper- 
ating room  limits  the  use  of  exjjlosive  anesthetics. 
It  is  not  altogether  unreasonable  to  predict  that 
in  the  near  future  operating  suites  will  no  longer 
need  to  be  electrically  gTOunclecl.  Considerable 
monetary  expenditure  ccjulcl  be  curtailed  in  con- 
structing the  newer  operating  room  facilities. 

rite  criteria  listed  above  for  anesthetic  manage- 
ment of  the  poor  risk  patient  thus  far  include  the 
following: 

1.  the  ability  to  adjust  easily  concentrations  of 
anesthetic  so  that  while  affording  analgesia  and 
amnesia  suitable  operating  conditions  can  also  be 
maintained. 

2.  the  absence  (oi  smallest  incidence)  of  serious 
airhythmias  when  catecholamines  are  also  used. 

,S.  the  aln'lity  to  employ  maximum  czxygen  con- 
centrations in  the  anesthetic  atmosphere. 

1.  Non-explosive  anesthetics. 

The  following  case  is  rejnesentative  of  the  above. 
,\n  ever  increasing  number  of  similar  anesthetic 
problems  confrcjnts  us  daily.  While  the  management 
of  each  patient  is  of  course  distinct  we  can  fcjr 
cli.scussic^n  purjxrses  consider  their  similarities. 

Case 

riic  |)aticnl,  a tti-ycar-old  male,  was  admiiled  as  an 
emergency  from  a veterans  hospital.  The  tentative  diagnosis 
of  massive  [nilmonary  embolism  was  confirmed  by  angi- 
ograpliv  in  the  X-ray  Department  and  he  was  taken  to  the 
o[)erating  room  for  pnlmonary  emholettomy  and  inferior- 
vena  cava  ligation. 
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The  patient’s  history  revealed  that  he  was  convalescing 
subsequent  to  a myocardial  infarction  and  cerebral  vascular 
accident  which  had  occurred  one  year  prior  to  the  present 
illness  when  suddenly  he  developed  chest  pain,  elevated 
temperature  and  hemoptysis.  The  E.C.G.  patterns  were  of 
right  heart  strain  and  a chest  film  showed  left  hilar  promi- 
nence and  increased  heart  size.  The  patient  was  started  on 
heparin  and  transferred  to  our  hospital  seventy-two  hours 
after  the  onset  of  symptoms. 

On  arrival  in  the  operating  room  the  blood  pressure  which 
had  been  125/80  was  down  15  mm  Hg  systolic.  The  pulse 
rate  was  100  and  the  temperature  39°C.  The  patient  was  ex- 
periencing no  pain  and  had  been  given  atropine  0.5  mgm 
intramuscularly  enroute  to  the  operating  room. 

Examination  of  the  eyes,  ears,  nose  and  throat  was  un- 
remarkable. The  neck  veins  were  not  distended  and  while 
the  patient  was  breathing  oxygen  there  was  no  evidence  of 
cyanosis.  The  lungs  were  clear  to  auscidtation  and  percus- 
sion and  the  heart  sounds  were  distant  with  a marked  in- 
crease in  the  second  pulmonic  sound.  The  hematocrit  was 
39,  and  ^V.B.C.  10,300.  Because  the  patient's  condition  ap- 
peared to  be  deteriorating  no  additional  studies  were  under- 
taken. 

The  findings  of  the  angiocardiography  were  consistent 
with  pulmonary  artery  thrombus  or  emboli  occluding 
branches  of  the  left  pulmonary  artery  supplying  the  left 
lower  lobe  and  partially  occluding  those  of  the  left  upper 
lobe.  There  was  also  extension  of  the  occlusion  across  into 
the  main  and  right  pidmonary  arteries. 

Operative  Course 

Induction  of  anesthesia  was  accomplished  with 
cyclopropane,  closed  circle  mask,  followed  by 
methoxyflurane  administered  from  a Pentec 
vaporizer.  Because  of  the  larger  flows  necessitated 
by  this  vaporizer,  the  anesthetic  system  was  con- 
verted into  a semi-closed  one  (Figure.) 

'Fhe  impaired  pulmonary  blood  flow  in  this 
jjatient  necessitated  the  use  of  a relatively  rapid 
acting  anesthetic  during  induction.  For  this  reason, 
and  also  because  of  the  release  of  catecholamines 
associated  with  its  administration,  cyclopropane  is 
a choice  agent  for  induction  prior  to  methoxy- 
flurane. 

Intubation  of  the  larynx  was  accomplished  within 
seven  minutes  after  the  beginning  of  induction 
with  the  aid  of  40  mgm  I.  V.  succinylcholine.  A 
#36  Murphy  endothracheal  catheter  was  inserted 
without  difficulty. 

I’he  anesthetic  concentration  of  methoxyflurane 
used  during  maintenance  varied  from  0.5  to  0.1 
per  cent  as  estimated  from  unpublished  data  by 
W.  C.  North.  Oxygen  mixtures  administered  from 
the  anesthesia  machine  to  the  anesthesia  circle 
ranged  from  50  per  cent  during  induction  to  99 
per  cent  during  maintenance. 

The  patient’s  cardiovascular  status  began  to 
deteriorate  shortly  after  surgery  was  commenced 
and  continued  to  do  so,  despite  an  epinejrhrine 


drip  (8  amps  1:1000  in  500  cc  D & W)  and  Digoxin 
1 mgm  I.V.,  until  he  was  placed  on  partial  extra- 
corporeal perfusion,  Subsetpiently,  after  removing 
large  clots  from  both  jmlmonary  arteries,  the 
patient’s  condition  improved  and  a norepinephrine 
drip  (4  anips/1000  cc)  which  was  running  very 
slowly  after  perfusion  was  found  to  be  unnecessary 
at  the  termination  of  surgery. 

Post-Operative  Course 

The  patient  was  transferred  to  the  intensive 
care  unit  awake  and  with  endotracheal  catheter  in 
place.  Moderate  bleeding  from  the  lungs  and 
tracheobronchial  tree,  a residt  no  doubt  of  manipu- 
lation (milking  the  lungs  free  of  emboli)  caused 
difficulty  in  the  early  post-operative  period.  Venti- 
lation was  controlled  with  a Bird  ventilator  and 
l)lood  gas  determinations  returned  to  normal  values 
within  seven  hours. 

The  first  pain  medication  was  required  two  hours 
after  arrival  in  the  intensive  care  unit  and  demerol 
10  mgm  I.V.  was  given  (Table.) 

Table  1 

Blood  Gas  Determinations  During  Pulmonary 


Embolectomy 

and  Post  Operatively 

pCOs 

23.4 

24.4 

24.6 

po. 

506 

74.7 

250 

(V  Sat. 

100% 

94% 

96% 

pH 

7.5 

7.36 

7.39 

6:15  P.M. 

7:45  P.M. 

12:00  P.M. 

During 

Controlled 

Spontaneous 

Perfusion 

Ventilation 

Respiration 

99%  O, 

40% 

The  remainder  of  the  patient’s  jiost-operative 
course  was  relatively  uneventful.  The  major  prob- 
lems involved  resolution  of  the  lung  infarction  and 
regulation  of  digoxin  dosage,  both  of  which  were 
accomplished  during  the  first  week. 

He  was  discharged  to  the  Veterans  Hospital  on 
the  17th  post-operative  day. 

Discussion 

From  this  case  and  others  we  find  that  meth- 
oxyflurane as  an  anesthetic  for  the  poor  risk  patient 
fulfills  many  of  the  desirable  criteria  w'e  have  out- 
lined. The  low  vapor  pressure  of  the  thug  (25  mm 
Hg  at  20°C)  as  well  as  its  high  lipoid  solubility 
(oil/gas  partition  coefficient  825)  make  for  slowness 
in  its  uptake  and  its  distribution.  This  quality 
renders  control  of  analgesic  levels  relatively  simple 
since  over-dosage  is  partially  related  to  time.  In 
addition,  a slower  induction  may  actually  be  bene- 
ficial to  the  poor  risk  patient  by  allowing  more  time 
for  compensatory  homeostatic  mechanisms  to  act. 
This  property  has  long  been  known  for  diethyl  ether 
and  accounts  for  its  popularity  in  the  critically  ill. 
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AGENTS 


Methoocyflurane 


cyclopropane 


SECONDARY 
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Recent  work  by  Ngai,  Hanks,  and  Mamie,  indicates 
that  spinal  reHex  activity  with  methoxyllurane  is 
olttunded  before  cephalic  reflex  activity  and 
accounts  for  the  profound  muscle  relaxation  seen 
with  this  drug.  Even  in  light  levels  of  methoxy- 
flurane  this  tendency  towards  good  relaxation  is 
evident.^ 

The  relative  stability  of  cardiac  rate  during 
methoxyHurane  anesthesia  has  been  clinically  note- 
worthy and  though  arrhythmias  have  been  seen 
w'ith  this  agent  their  incidence  appears  to  be  low. 
The  use  of  concomitant  catecholamine  drugs  intra- 
venously is  potentially  dangerous  with  any  of  the 
anesthetic  agents;  however,  to  date  we  have  not 
experienced  clinical  difficulties  with  methoxyflu- 
rane  under  these  circumstances.^’ 

The  post-anesthetic  patient  who  has  had  meth- 
oxyflurane  is  calm,  analgesic,  and  if  emesis  occurs 
this  is  rarely  remembered.  The  patient  must  be 
encouraged,  however,  to  take  intermittent  deep 
breaths  to  avoid  the  possibility  of  atelectasis.'^  Used 


judiciously,  methoxyllurane  proves  to  be  a valu- 
able addition  to  the  pharmacologic  management  of 
poor  risk  patients. 
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PHYSICIAN-PATIENT  RAPPORT 

Never  mistake  common  sense  and  tact  for  dishonesty  and  tfeceit,  but  always 
remember  the  possible  dire  consequences  of  showing  the  pity  which  you  may 
feel  for  an  incurably  ill  patient,  and  the  tragedy  that  may  result  if  he,  rather 
than  a responsible  member  of  his  immediate  family,  is  frankly  told  the  truth 
when  hope  alone  may  be  the  feeble  flicker  that  sustains  life.— H.  U.  Hopkins, 
M.D.,  Ed.,  Leopold's  Principles  and  Methods  of  Physical  Diagnosis.  Third  Edi- 
tion. 1965,  p.  2. 
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THE  PRESIDENT’S  PAGE 


Title  XIX  in  Connecticut 

T iiLK  XIX  ()1  Pul)li(  Law  H9-97,  coinnionly  designated  as  Medicaid,  authorizes 
the  appropriation  ol  Federal  Innds,  to  Ite  allocated  to  Slates  on  a supplementing 
basis  ol  50  to  83  }>er  cent,  to  cover  the  expense  ol  “care  and  services  on  behalt 
ol  families  with  dependent  children  under  the  age  of  21,  aged,  blind  or  dis- 
abled individuals  whose  resources  are  insuflicient  to  meet  the  costs  of  medical 
services,  and  for  rehabilitation  services  to  help  such  families  attain  capability 
for  inde])enclence  or  self-care  . . . In  brief,  the  services  to  such  individuals, 
for  which  jxiyment  is  provided  by  state  and  federal  levennes,  includes  (1)  iii- 
jjatient  and  out-patient  hosjn’tal  services,  (2)  other  laboratory  and  X-ray  services, 
(.3)  skilled  nursing  home  sercices  lor  those  over  21,  (4)  physician  ser\ ices  in 
an  ofhce,  home,  hospital  or  nursing  facility,  (5)  home  health  care,  (b)  private 
duty  nursing,  (7)  clinic:  services,  (8)  dental  services,  (9)  physical  therapy, 
drugs,  dentures,  eye-glasses,  etc. 

It  is  obvious  that  this  ])ortion  of  the  Medicare  Law  has  far-reaching  impli- 
cations for  all  compcjiients  of  the  medical  profession.  Hosjjitals,  clinics  and 
other  health  care  facilities,  active  practitioners  of  medicine  and  nursing,  and 
those  engaged  in  medical  education  will  be  alfected.  Ihupiestionably,  changes 
in  pattern  of  distribution,  and  demands  for  health  care  of  jtatients,  may  be 
anticipated.  Provision  of  adecpiate  medical  and  nursing  manpower  to  maintain 
present  high  standards  cjf  care  will  pose  a real  jjroblem. 

More  than  .30  .States  have  submitted  plans  to  implement  the  Medicaid 
jjrogram  in  1960.  In  these  areas,  propcxsed  basic  family  income  levels  of 
eligibility  lor  financial  aid  will  vary  from  .'$2500  to  more  than  .‘$6000.  It  is 
estimated  that  under  these  conditions  full  coverage  of  medical  costs  will  thus 
be  available  for  40  jtercent  or  more  of  the  population  in  some  States.  It  has 
been  stated  that  in  New  5’ork  State  the  Medicare-Metlicaid  programs  may  apply 
to  nearly  80  percent  of  its  citizens. 

The  program  for  Cionnecticut  will  be  submittetl  to  the  legislature  for  approval 
.soon  after  it  convenes  in  [annary  1967.  Committees  of  the  Connecticut  State 
Medical  Society,  and  others,  have  been  tlirecting  attention  to  the  possible  con- 
tent of  such  proposed  measures  as  they  will  alfect  practicing  physicians. 

It  is  very  important  for  all  members  of  the  medical  jjrofession  in  Connecticut 
to  familiarize  themselves  with  the  tliverse  aspects  of  Title  XIX  and  assist  in 
moltling  proposed  legislation  into  a form  reasonable  and  etpii table  to  all  con- 
cerned before  it  has  been  adojjted.  Medicine  can  serve  the  public  interest  by 
lending  its  advice  and  making  its  voice  heard  among  our  elected  legislators. 

Orvan  \V’.  Hess,  m.d. 
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FROM  THE  GENERAL  MANAGER’S  OFFICE 


Peter  F.  Villano 
Director  of  Public  Relations 


William  R.  Richards,  m.d..  General  Manager 

160  St.  Ronan  Street,  New  Haven,  Conn.  Josephine  P.  Lindquist 

Telephone  865  0587  Assistant  to  General  Manager 


SUMMARY  OF  ACTIONS 
COUNCIL  MEETING 
Thursday,  November  17,  1966 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  S.  J. 
Martin,  were:  Drs.  Hess,  Bradley,  Goldberg,  Bran- 
don, H.  Caplan,  Weise,  Sr.,  Polivy,  Rogol,  Gren- 
don,  Egan,  Abbot,  Spitz,  Shepard,  Ayres,  Nolan, 
Cramer,  Fabro,  Grant,  Petrie,  Pelz,  Wilson  and 
Roch.  Also  present:  Mrs.  Lindquist,  Mr.  Villano, 
Mr.  Chilcoat  (AMA)  and  Dr.  Richards.  Absent 
were:  Drs.  Gardner,  W.  Martin,  M.  Caplan,  Hast- 
ings, Ciccarelli  and  Palomba. 

In  Memoriam 

The  Chairman  informed  the  members  of  the 
Council  that  Morris  P.  Pitock,  Bridgeport,  a dis- 
tinguished practitioner,  medical  leader,  and  past 
president  of  the  Society  had  died  on  November  17, 
after  a short  illness.  All  members  rose  and  observed 
a period  of  silent  prayer  in  his  memory.  There- 
after, it  was  VOTED  to  instruct  the  General  Man- 
ager to  write  a note  of  sympathy  to  Dr.  Pitock’s 
widow  and  family. 

II.  Routine  Business 

Approval  Of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  October  12,  1966,  as  printed  and  dis- 
tributed with  the  agenda. 

Life  Membership 

It  was  VOTED  to  approve  an  application  for 
Life  Membership  received  from  the  following 
Active  Member  of  the  Society: 

Albert  F.  Seibert,  Hartford  (HCMA)-1967 

Election  Of  Student  Members 

It  was  VOTED  to  approve  applications  for  Stu- 
dent Membership  received  from  1 1 residents  of 
Connecticut  who  are  enrolled  in  medical  schools 
in  the  United  States.  A list  of  those  elected  will  be 
published  in  the  Journal. 

Appointment— Delegates  To  Connecticut  Advisory 
School  Health  Council 

At  the  request  of  the  CASHC,  it  was  VOTED  to 
appoint  two  delegates,  for  two-year  terms,  to  the 
CASHC  as  follows: 

Joseph  J.  Bellizzi,  Hartford,  Delegate 

Louis  A.  Parrella,  North  Haven,  Alternate  Dele- 
gate 


Date  Of  Next  Meeting 

The  next  meeting  will  be  called  for  December  8, 
1966  (preceding  the  semi-annual  meeting  of  the 
House  of  Delegates),  starting  at  10:30  A.M. 

III.  Old,  New  And  Special  Business 

Report— Congress  Of  County  Medical  Societies 

E.  Tremain  Bradley,  President-Elect,  reported 
briefly  on  the  history,  organization,  purposes  and 
functions  of  the  CCMS,  and  also  on  the  proceed- 
ings of  a recent  regional  meeting  of  the  organiza- 
tion held  in  New  York  City.  It  was  VOTED  to  re- 
ceive Dr.  Bradley’s  report  as  information. 

Subsecpiently,  Dr.  Bradley  introduced  a series  of 
four  resolutions,  three  to  be  sent  on  to  the  AMA 
House  of  Delegates  meeting  in  Las  Vegas,  and  one 
to  be  presented  to  the  CSMS  House  of  Delegates 
on  December  8,  1966.  It  was  VOTED  to  adopt 
three  of  the  four  resolutions  submitted  by  the 
President-Elect  as  follows: 

(a)  To  AMA  House  of  Delegates 

Subject:  Rule  For  The  Election  Of 
Members  Of  AMA  Board  Of  Trustees 

Whereas:  By  tradition,  it  has  been  a rule  of  the 
AMA  House  of  Delegates  that  nominees  for  mem- 
bership on  the  AMA  Board  of  Trustees  shall  run 
for  specific  seats  on  the  Board,  rather  than  at  large; 
and 

Whereas:  Such  ride  tends  to  deprive  Delegates 
to  the  AMA  of  completely  free  choice  in  the  elec- 
tion of  members  of  the  Board  of  T’rustees;  there- 
fore be  it 

Resolved:  That  the  House  of  Delegates  of  the 
American  Medical  Association  adopt  the  rule  that 
all  nominees  for  membership  on  the  AMA  Board 
of  Trustees  shall  run  at  large,  and  that  those 
nominees  receiving  the  most  votes  in  relation  to 
the  number  of  seats  open  shall  be  declared  elected. 

(b)  To  AMA  House  of  Delegates 

Subject:  “Campaigning”  By  Nominees  For 
Major  Offices  Of  AMA 

Whereas:  By  established  custom,  most  candi- 
tlates  for  major  office  and  for  membership  on  the 
Board  of  Trustees  of  the  American  Medical  Associ- 
ation meet  privately  with  selected  groups  of  Dele- 
gates to  inform  those  groups  of  their  general  posi- 
tion on  important  medical  issues  of  the  day;  and 
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WiiKRKAs:  Such  "camj^aigning”  serves  an  ad- 
mirahle  purpose  in  allowing  selected  groups  ol 
Delegates  to  become  acquainted  with  the  candi- 
dates jjersonally  and  to  become  informed  as  to 
their  general  positions  on  important  medical 
issues;  and 

Wherkas:  It  woidd  be  to  the  advantage  of  all 
Delegates  to  have  an  opportunity  to  so  meet  the 
candidates  and  to  hear  their  jrersonal  views  prior 
to  the  holding  of  elections;  therefore  be  it. 

Ri  soiaed:  I'hat,  prior  to  the  holding  of  elec- 
tions, the  House  ol  Delegates  ol  the  American 
Medical  Association  grant  each  candidate  for  major 
office  and  for  the  Board  of  Trustees  the  courtesy  of 
the  floor  for  an  appropriate  period  of  time  during 
which  such  candidates  will  be  expected  to  state 
their  general  positions  on  important  medical  is- 
sues facing  the  .Association  and  its  members;  and 
be  it  further 

Resoeved:  That  the  House  of  Delegates  invite 
all  such  candidates  and/or  those  supporting  them 
to  make  available  to  all  Delegates  biographical 
material  on  their  |jersonal  and  [irofessional  back- 
grounds. 

(c)  To  CSMS  House  of  Delegates 

.Sub jEcr:  .Siandards  ()e  Ei.iGiim.riv  Eor 
.Medical  Asses iance 

WhiEREAs:  1 he  stated  purpose  of  the  Congress 
of  the  United  States,  in  enacting  Title  XIX  of 
P.L.  89-‘J7,  was  to  provide  for  the  tax-supported 
financing  of  comprehensive,  high  quality  medical 
services  only  for  those  persons  found  by  the  indi- 
vidual states  to  be  totally  indigent  and/or  “medi- 
cally indigent”;  and 

Whereas:  It  is  the  responsibility  of  the  legisla- 
tures of  the  individual  states  to  establish  standards 
of  eligibility  for  entitlement  to  benefits  under  such 
I'itle  XIX  programs  of  Medical  Assistance;  and 

Whereas:  In  several  cases,  state  legislatures  have 
imprudently  established  standards  of  eligibility  at 
levels  which  entitle  as  much  as  50  per  cent  of  the 
general  population  (specifically.  New  York)  to 
such  benefits,  with  attendant  incalculable  but 
enormous  costs  to  all  taxpayers;  and 

Whereas:  'I'he  Congress  has  already  recognized 
its  error  in  not  jilacing  limits  on  the  standards  of 
eligibility  for  Metlical  Assistance  which  the  indi- 
vidual states  may  establish;  therefore  be  it 

Resolved:  I hat  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society  urge  the  1967 
General  Assembly,  in  enacting  statutes  to  imple- 
ment a Title  XIX  program  of  Medical  Assistance 
in  Connecticut,  to  seek  to  accomplish  only  what  is 
intended  by  the  Congress,  and,  thereby,  to  estab- 
lish standards  of  eligibility  for  entitlement  to  bene- 
fits under  the  program  which  will  reflect  humani- 


larian  but  fiscally  prudent  definitions  of  indigency 
and  “medical  indigency”  in  this  State;  and  be  it 
further 

Resolved:  That  the  House  of  Delegates  direct 
the  Council  to  undertake  effective  legislative  ac- 
tivities toward  this  end  at  the  next  session  of  the 
General  Assembly. 

Report— Representative  To  3rd  National  Congress 
On  Medical  Quackery 

It  was  VOl’ED  to  accept,  with  commendation,  a 
report  on  the  proceedings  of  this  Congress  by  Max 
Caplan,  Meriden,  who  attended  it  as  a representa- 
tive of  the  Society.  It  was  further  VO'EED  to  ask 
Dr.  Caplan,  in  consultation  with  the  Editor,  to  pre- 
pare his  report  for  publication  in  the  Journal. 

Report— Ad  Hoc  Committee  On  Administrative 
Organization  And  Planning 

I’he  Ad  Hoc  Committee  filed  a report  with  the 
Council  on  matters  previously  referred  to  it  for 
study  and  recommendations.  These  were  acted  on 
as  follows: 

(a)  The  Journal'.  It  was  VO  EED  to  accept  the 
recommendation  of  the  Ad  Hoc  Committee  that 
the  Journal  be  published  iti  1967  as  it  has  been 
in  prior  years.  Ehe  basis  for  this  recommendation 
was  that,  while  a substantial  excess  of  expense  over 
iiuome  is  again  antitipated  in  1967,  the  eticotirag- 
ing  increase  in  income  from  advertising  realized 
this  year  will  probably  continue  and,  thereby,  keep 
the  deficit  within  reasonable  limits. 

(b)  Contract  for  the  Assistant  to  the  General 
Manager:  Having  determined  from  Mrs.  Lindquist 
that  she  is  agreeable  to  placing  herself  under  con- 
tract with  the  Society,  it  was  VOTED  to  accept 
the  recommendation  of  the  Ad  Hoc  Committee 
that  this  be  consummated,  and  it  was  further 
\A)'EED  to  approve  the  form  of  the  contract 
recommended  by  the  Committee.  The  initial  con- 
tract will  become  effective  on  January  1,  1967,  and 
will  be  for  a period  of  five  years. 

(c)  Insurance  Plans  for  CSMS  Employees:  It 
was  VO  LED  to  accept  the  recommendation  of  the 
.\d  Hoc  Committee  that  individual  Major  Medical 
Plans  and  Health  and  Accident  (Income  Protec- 
tion) Plans  be  furnished  to  all  employees,  with  the 
Society  paying  the  required  premiums  for  individ- 
ual coverage.  Supplementing  the  basic  Blue  Cross 
and  Blue  Shield  policies  already  in  effect,  the 
added  cost  to  the  Society  will  be  .S860  annually. 
Ehis  recommendation  was  made  in  order  to  up- 
date the  Society’s  employees  insurance  program  in 
keeping  with  current  business  practice. 

1967  Budget— Report  Of  The  Council's  Fiscal 
Advisory  Committee 

Having  studied  the  1967  Budget  prepared  and 
submitted  by  the  FAC,  it  was  VOTED  to  approve 


896 


Connec;ticut  Medicine,  December,  1966 


the  Budget,  as  submitted,  and  the  Committee’s 
recommendation  that  membership  dues  remain  at 
the  present  level  ol  $50.  The  Budget,  as  approved, 
will  be  transmitted  to  the  next  meeting  of  the 
House  of  Delegates  with  the  recommendation  that 
it  be  approved  by  the  House. 

Proposed  Resolution  Re  Title  XIX  (Medicaid) 
Implementation 

It  was  VOTED  to  adopt  a resolution  on  legisla- 
tive action  to  introduce  a bill  at  the  1967  General 
Assembly  prohibiting  any  State  cjfficer,  employee, 
or  others  from  exercising  control  over,  and/or  in- 
terfering with,  the  practice  of  medicine  or  the 
manner  in  which  medical  services  are  customarily 
provided,  such  prohibition  to  be  embodied  in  the 
statutes  enacted  by  the  Assembly  to  implement  a 
Title  XIX  program  of  Medical  Assistance  in  Con- 
necticut. The  resolution  will  be  transmitted  to  the 
CSMS  House  of  Delegates  on  December  8,  1966, 
with  the  Councirs  recommendation  that  it  be 
adopted  by  the  House. 

Report— Chairman  Of  Committee  On  Aging 

Kurt  Pelz,  Chairman  of  the  Committee,  hied  a 
report  with  the  Council  on  certain  difficulties 
which  had  been  encountered  with  representatives 
of  the  State  Health  Department  with  respect  to  the 
plan  developed  by  the  Committee,  in  consultation 
with  the  Connecticut  Extended-Care  Facilities 
Association,  to  help  extended-care  facilities  obtain 
qualified  physicians  to  serve  on  their  Utilization 
Review  Committees,  as  required  by  Part  A of  Title 
XVIII  of  P.L.  89-97.  The  difficulties  encountered 
relate  to  certain  recommendations  of  the  Health 
Department  (made  subsequent  to  the  Council’s  ap- 
proval of  the  Committee’s  plan)  which  might  in- 
validate or  be  in  conflict  with  portions  of  the 
“Suggested  Guide”  developed  by  the  Committee.  It 
was  VOTED  to  adopt  Dr.  Pelz’s  report,  with  com- 
mendation, and  accejat  his  recommendation  that 
the  “Suggested  Guide”  be  mailed  out  to  county 
associations  and  city  societies,  as  approved  on  Oc- 
tober 12,  1966,  and  that  the  Committee  on  Aging 
proceed  to  implement  its  plan  to  assist  extended- 
care  facilities,  on  request,  to  obtain  physicians  to 
serve  on  their  utilization  review  committees. 

Report— CSMS  Committee  On  Aging 

Having  been  asked  by  the  Council  to  study  and 
report  on  the  feasibility  of  preparing  a list  of  Con- 
necticut physicians  especially  qualified  in  the  field 
of  geriatrics,  a request  for  same  having  been  pre- 
viously received  from  the  Commission  on  Services 
for  Elderly  Persons  (via  Commissioner  of  Health, 
Franklin  M.  Foote) , the  Committee  submitted  the 
following  opinion: 

“Inasmuch  as  medical  care  of  the  elderly  may 
require  the  services  of  physicians  in  all  branches 


of  medicine  except  pediatrics,  the  Committee  feels 
that  all  physicians  licensed  to  practice  medicine  by 
the  State  of  Connecticut  are  qualified,  in  their  areas 
of  interest,  to  treat  the  elderly.” 

It  was  VOTED  to  adopt  the  opinion  rendered 
by  the  Committee;  to  inform  Dr.  Foote  of  its 
adoption;  and  to  send  informational  copies  of  the 
opinion  to  the  component  county  medical  associ- 
ations. 

Report— Delegate  To  The  Council  Of  New  England 
State  Medical  Societies 

It  was  VOTED  to  accept,  with  thanks,  the  report 
filed  by  Ralph  L.  Gilman,  Storrs,  on  his  attendance 
at  the  Annual  Meeting  of  the  GNESMS,  Boston, 
November  9,  1966,  as  one  of  the  three  Delegates  to 
that  organization  from  the  Society.  In  particular. 
Dr.  Gilman  reported  on  adoption  of  revised  by- 
laws by  the  GNESMS,  which,  while  not  embody- 
ing every  recommendation  made  by  the  GSMS 
Gouncil  (October  17,  1966)  , he  felt  coidd  easily 
be  approved  by  the  Society,  with  confidence. 

It  was  further  VOTED  to  approve  the  revised 
GNESMS  bylaws  (as  reported  by  Dr.  Gilman)  , in 
principle,  but  to  recpiest  receipt  of  enough  copies 
of  the  bylaws  to  enable  each  member  of  the  CSMS 
Council  to  study  same  prior  to  taking  definitive 
action,  and,  ultimately,  submitting  the  bylaws  to 
the  CSMS  House  of  Delegates  for  final  approval. 

Report— Committee  On  Public  Health 

Reporting  on  a possible  problem  which  has 
arisen  as  a consequence  of  out-of-state  laboratories 
soliciting  contractual  arrangements  with  Connecti- 
cut physicians  to  do  all  their  laboratory  work  on  a 
flat  monthly  payment  basis,  the  Committee  offered 
three  recommendations  to  the  Council: 

(a)  That  (the  ethics  of)  this  matter  be  con- 
sidered by  the  CSMS  Council.  It  was  VOTED  to 
refer  this  recommendation  to  the  Council’s  Com- 
mittee on  Preliminary  Study  of  Censorship  Ques- 
tions for  study  aud  report.  It  was  further  VOTED 
to  recpiest  the  Section  on  Pathology  to  file  with  the 
Council  an  evaluation  of  these  out-of-state  labora- 
tory operations  from  the  standpoint  of  Connecti- 
cut pathologists. 

(b)  That  the  Council  request  the  United  States 
Public  Health  Service  to  investigate  and  make 
regulations  so  that  the  quality  of  laboratories 
crossing  state  lines  meets  the  approval  of  USPHS; 
and 

(c)  That  the  Council  recpiest  the  State  Depart- 
ment of  Health  to,  to  the  best  of  its  ability,  evalu- 
ate the  methods  used  by  these  out-of-state  labora- 
tores  as  to  whether  they  meet  or  do  not  meet  the 
standards  required  of  laboratories  in  Connecticut, 
and,  when  the  evaluation  is  completed,  make  the 
results  available  to  all  Connecticut  physicians. 
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It  was  \'OTEI)  lo  approve  recommendations 
(b)  and  (t) , and  to  implement  same. 

Report— Ad  Hoc  Committee  To  Study  Liaison 
With  Health  Organizations 

Hilliard  Spitz,  Chairman  of  this  Ad  Hoc  Com- 
miuec,  Ided  a report  which  stated  that  other  health 
organizations  (in  ]>articidar,  the  Connectient 
\urses  Association  and  the  Connecticut  Pharma- 
ceutical Association)  had  expressed  substantial  in- 
terest iti  forming  such  a liaison  group  within  which 
iliey  (onld  discuss  freely  professional  and  socio- 
economic jnohlems  of  common  interest.  I'he  re- 
pot t proposeil  that  the  Society  take  the  initial 
ste])s  necessary  to  form  the  liaison  body,  but  that, 
once  established,  it  should  operate  automonously 
tvith  continning  representation,  but  not  direction, 
from  the  Society,  ft  was  VOl'ED  to  accept  the  re- 
port, and  to  direct  the  Chairman  of  the  Council 
to  ajc[)oitit  a CSMS  committee  to  act  as  the  nucleus 
for  the  formation  of  such  a liaison  group,  and  to 
take  the  necessary  steps  to  enlist  the  participation 
of  interested  health  organizations,  starting  with  the 
CNA  and  the  CPA. 

Request  For  Support— Connecticut  Pharmaceutical 
Association 

The  Executive  Committee  of  the  CPA  has  urged 
the  Natiotial  Association  of  Retail  Druggists  and 
the  American  Pharmaceutical  Association  to  seek 
changes  in  the  Harrison  Narcotics  Act  (at  Federal 
level)  which  would  permit  the  prescribing  of  Class 
narcotics  by  licensed  physicians  via  the  tele- 
phone and  the  pharmacist  to  honor  such  unwritten 
prescriptions.  The  CPA’s  Executive  Committee 
urged  the  Council  to  seek  to  enlist  the  support  of 
the  .\merican  Medical  Association  in  this  national 
legislative  undertaking,  and  suggested  that,  if  it 
approved  the  purpose  of  the  project,  the  Council 
might  introduce  a pertinent  resolution  on  same  at 
the  next  meeting  of  the  AMA  House  of  Delegates 
at  Las  Vegas. 

It  was  \T)TED  to  approve  the  purpose  of  the 
proposal  made  by  the  CPA’s  Executive  Committee, 
attd  to  instruct  the  Connecticut  Delegation  to  in- 
troduce the  following  resolution  at  the  Las  Vegas 
meeting  of  the  AMA  House  of  Deleagtes: 

To  AMA  House  of  Delegates 

Subject:  Telephone  Prescribing  Of 
Cl.ass  a Narcotics 

Whereas:  In  certain  emergency  situatioirs,  the 
patient  will  be  greatly  benefitted  if  the  pharmacist 
may  legally  dispense  Class  A narcotics  on  the  tele- 
]jhoned  presniption  order  of  the  physician;  and 

Wtiereas:  The  Harrison  Narcotics  Act  presently 
prohihits  the  pharmacist  from  honoring  a tele- 
])honed  prescription  for  Class  A narcotics;  and 

Whereas:  The  National  Association  of  Retail 


Druggists  and  the  American  Pharmaceutical  Associ- 
ation are  being  urged  to  seek  legislative  changes  at 
the  Federal  level  which  w'ould  permit  such  pre- 
scribing by  telephone,  therefore  be  it. 

Resolved:  That  the  House  of  Delegates  of  the 
American  Medical  Association  direct  the  AMA 
Board  of  I'rustees  to  communicate  with  the  Na- 
tional Association  of  Retail  Druggists  and  the 
American  Pharmaceutical  Association  with  a view 
toward  wanking  jointly  with  those  organizations  to 
effect  legislative  changes  in  the  Harrison  Narcotics 
.\ct  at  Federal  level  which  w’ould  permit  the 
pliarmacist,  in  his  discretion,  to  honor  a physician’s  | 
telephone  order  for  Cla,ss  A narcotics,  with  pro-  ' 
vision  made  that  the  prescribing  physician  must  ! 
supply  the  dispensing  pharmacist  with  a written 
prescriptioti  within  a specified  period  of  time. 

Appointment — Ad  Hoc  Committee  To  Study 
Paramedical  Responsibility 

).  Alfred  Fabro,  Eorrington,  reported  on  discu,s- 
sions  held  recently  in  his  community  relative  to  the 
increasing  problems  posed  by  the  modern  “team” 
approach  to  the  medical  care  of  patients,  particular- 
ly in  regard  to  the  thical  and  legal  implications  in- 
volved when  license  registered  nurses,  practical 
nurses,  medical  technicians  and  others  carry  out  pro- 
cedures which,  teclinically,  constitute  the  practice  of 
medicine.  E.  I'remain  Bradley,  President-Elect,  in- 
formed the  Council  that  he  and  the  General  Man- 
ager had  been  sitting  in  wdth  representatives  of  | 
the  Connecticut  Hospital  Association,  the  Con- 
necticut Nurses  Association,  and  their  attorneys,  at 
joint  discussions  of  these  problems  (particularly 
with  respect  to  R.N.’s)  from  which  it  is  hoped  that 
a uniform  set  of  guiding  principles  may  be  de- 
veloped regarding  such  implications  for  the  regis- 
tered nurse. 

Pursuant  to  these  two  reports,  it  was  VOTED 
to  direct  the  Chairman  of  the  Council  to  appoint 
an  ad  hoc  committee  to  study  and  report  on  all  j 
ethical  and  legal  aspects  of  the  participation  of  t 
licensed  registered  nurses,  practical  nurses  and 
other  paramedical  personnel  in  the  medical  care 
of  patients,  in  consultation  with  the  State  Health 
Department,  the  Attorney  General,  and  representa- 
tives of  all  paramedical  groups  concerned. 

Supplemental  Agreements  To  The  Dependents' 

Medical  Care  Program  Contract  ^ 

The  Council  was  informed  that  the  Advisory  |i 
Committee  on  Dependents’  Medical  Care  Program 
has  under  study  a supplemental  agreement  to  the  jj 
basic  agreement  now'  existing  between  ODMC  and 
the  Society.  Taking  no  position  on  the  merits  of  ! 
the  supplemental  agreement  in  question,  the  Coun-  ' 
cil  \’C)TED  to  inform  ODMC  that  the  Society  will  | 
be  unable  to  consider  approving  any  expansion  or 
changes  of  the  present  program  until  ODMC  has 
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presented  to  the  Society  its  plan  to  embody  in  the 
basic  agreement  the  CSMS  policies  regarding  pay- 
ing physicians  their  “usual  and  customary  fees,  as 
determined  at  local  level’’  for  services  rendered  to 
DMCP  beneficiaries.  Note  was  made  that  the  1965 
basic  agreement  is  under  extension  until  February, 
1967,  for  the  purpose  of  giving  ODMC  time  to 
prepare  a new  plan  embodying  CSMS  policies,  and 
the  Society  time  to  study  and  evaluate  same. 

N.B.:  The  foregoing  is  a summary  of  the  proceed- 
ings and  actions  of  the  Council  on  Novem- 
ber 17,  1966.  Detailed  minutes  of  the  meet- 
ing are  on  pie  at  160  St.  Ronan  Street,  New 
Haven,  for  perusal  by  any  interested  mem- 
ber of  the  Society. 

PLACEMENT  OPPORTUNITIES 

PSYCHIATRIST-Full-time  for  small,  but  ex- 
panding psychiatric  inpatient  service  in  general 
hospital.  Short-term  therapy  provided  on  open  ward. 
Also,  Mental  Flygiene  Clinic  and  Day  Treatment 
Center  on  hospital  grounds  which  offer  continuity 
of  care.  There  will  be  opportunities  for  teaching 
paramedical  personnel  and  inservice  programs. 
Salary  dependent  on  qualifications.  Excellent  fringe 
benefits.  Apply:  Chief  of  Staff,  VA  Hospital,  New- 
ington, Connecticut  06111. 

CLINICAL  PHARMACOLOGIST  - Physician 
who  wants  to  combine  medical  knowledge,  scientific 
inquisitiveness  and  administrative  skills.  Highly  de- 
sirable are  previous  experience  in  pharmaceutical 
industry,  background  of  private  practice  and  some 
type  of  specialized  medical  training,  although  a 
strength  in  one  area  may  outweigh  a lack  in  others. 
As  a member  of  Research  Div.,  he  will  be  active  in 
planning  new  medicinal  research  programs.  Be- 
tween 10  percent  and  20  percent  of  the  time,  he  will 
be  on  scientific  field  trips  or  attending  various  pro- 
fessional meetings,  but  will  rarely  be  gone  more 
than  3 consecutive  days.  Members  of  Clinical 
Pharmacology  Dept,  are  encouraged  to  publish 
scientific  papers  based  on  their  own  studies.  Con- 
tact: D.  V.  Vines,  Personnel  Mgr.,  Chas.  Pfizer  & Co., 
Groton,  Conn.  06430 

INTERNIST -The  Chapel  Medical  Group  is 
looking  for  an  internist.  This  is  a three-man  group 
and  they  have  a regularly  visiting  specialist  con- 
sultant staff  with  modern  clinic  facilities,  with 
scheduled  training  and  vacation  periods.  Starting 
salary  is  $15,000-$  18,000,  with  a partnership  in  one 
year.  Please  submit  qualifications  to  Chapel  Medical 
Group,  1308  Chapel  Street,  New  Haven,  Conn. 
06511 

PLACEMENT  WANTED 

PEDIATRICIAN  — 37  year  old  Board  eligible 
pediatrician  with  background  in  general  pediatrics 


and  pediatric  oncology  desires  to  associate  wiih 
other  Pediatricians  in  New  Haven  area.  Military 
obligations  completed,  applied  for  Connecticut 
license. 

OBS-GYN— Board  eligible,  31  years  old,  seeks  as- 
sociation leading  to  partnership.  Will  complete 
military  obligations  Eebruary  28,  1967.  Had  4 years 
residency,  fully  trained. 


1967  MEETINGS 

January  17-19— New  England  Postgraduate  As- 
sembly will  be  held  at  the  Statler-Hilton 
Hotel,  Boston,  Massachusetts.  Advance  pro- 
grams will  be  mailed  shortly. 

April  12-13— Seminar  on  Hospital  Infections  in 
Connecticut  to  be  sponsored  by  Connecticut 
State  Medical  Society,  Connecticut  Hospital 
Association,  Yale  University  School  of  Medi- 
cine, Connecticut  State  Department  of  Health 
and  the  Communicable  Disease  Center  of  the 
Public  Health  Service. 

April  25-27— 175th  Annual  Meeting  of  the  Con- 
necticut State  Medical  Society  to  be  held  at  the 
Hartford-Hilton  Hotel,  Hartford,  Connecicut. 


CHANGED  YOUR  ADDRESS 
RECENTLY? 

If  you  have  changed  your  address  recently,  or 
intend  to  do  so  shortly,  please  return  this  coupon 
properly  filled  out  to  insure  uninterrupted 
delivery  of  your  copies  of  CONNECTICUT 
MEDICINE.  Send  your  change  of  address  to: 
CONNECTICUT  MEDICINE^  160  St.  Ronan 
Street,  New  Haven,  Conn.  06511. 

Name  

Former  address: 

Street  

City  

State  

Neiu  address: 

Street  

City  

State  Zip  code  no.  

Journals  mailed  to  the  wrong  address  are  returned  to  the 
Journal  office  which  pays  an  average  of  10^  per  copy.  To 
insure  prompt  delivery  and  keep  journal  expenses  at  a mimi- 
mum,  please  notify  this  office  as  far  in  advance  as  possible. 
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Welcome,  New  Members  . . . 


Litchfield  County  Medical  Association 

Thomas  H.  Danaher,  M.D.,  379  Prospect  Street, 
rorrington,  Connecticut  06790. 

Ashbel  G.  Gulliver,  Jr.,  M.D.,  19  lay  lor  Street, 
Torrington,  Connecticut  06790. 

Jo.seph  P.  Macary,  M.D.,  Charlotte  Hungerlord 
Hospital,  Torrington,  Connecticut  06790. 

Duncan  R.  Mac.Master,  M.D.,  Charlotte  Hunger- 
ford  Hospital,  Torrington,  Connecticut  06700. 

Walter  P.  Reyelt,  Jr.,  M.D.  Sharon,  Connecticut 
06069. 

Reginald  D.  Smith,  M.D.,  C iharlotte  Hungerlord 
Hospital,  Torrington,  Connecticut  06790. 

Capt.  Ronald  J.  Pimpinella,  M.D.,  Martin  Army 
Hospital,  Fort  Benning,  Georgia. 

New  London  County  Medical  Association 

Mariano  F.  Songco,  M.D.,  Norwich  Hospital,  Nor- 
wich, Connecticut  06360. 

New  Haven  County  Medical  Association 

Jerome  T.  Combs,  M.D.,  45  F'air  Street,  IVldling- 
ford,  Connecticut  06492. 

William  R.  Coyle,  III,  M.D.,  56  Minerva  Street, 
Derijy,  Connecticut  06418. 

Alan  J.  Davidson,  M.D.,  Yale-New  Haven  Hospi- 
tal, New  Haven,  Connecticut  06504. 

Robert  H.  Fenton,  M.D.,  690  Howard  Avenue, 
New  Haven,  Connecticut  06519. 

Louis  J.  Ferando,  M.D.,  Hospital  of  St.  Raphael, 
New  Haven,  Connecticut  06511. 

.\mado  F.  Fernandez,  M.D.,  Griffin  Hospital,  Der- 
by,  Connecticut  06418. 

Peter  J.  Fine,  M.D.,  2 Church  Street  South,  New 
Haven,  Connecticut  06519. 

David  S.  Fischer,  M.D.,  960  Main  Street,  Branford, 
Cionnecticut  06105. 

James  I.  Gilman,  M.D.,  789  Howard  Avenue,  New 
Haven,  Connecticut  06504. 

Jo.seph  L.  Goodman,  M.D.,  219  \Vest  Main  Street, 
Meriden,  Connecticut  06450. 

Andrew  J.  Graham,  M.D.,  380  Boston  Post  Road, 
Orange,  Connecticut  06477. 

Elliott  M.  Grau,  M.D.,  640  Cihapel  Street,  New 
Haven,  Connecticut  0()511. 

Bernard  B.  Greenhouse,  M.D.,  5 ale  Medical 

School,  New  Haven,  Connectictu. 

Nabil  I.  Habib,  M.D.,  153  Main  Street,  Ansonia, 
Connecticut  06401. 

Robert  Hook,  M.D.,  789  Howard  Avenue,  New 
Haven,  Connecticut  06504. 

Peter  R.  Huttenlocker,  M.D.,  Yale-New  Haven 
Hospital,  New  Haven,  Connecticut  06504. 

900 


Lillian  L.  Imperi,  M.D.,  435  (College  Street,  New 
Haven,  Connecticut  06511. 

Gil  G.  Job,  M.D.,  110  Sherman  Avenue,  New 
Haven,  Connecticut  06511. 

Foster  Kay,  M.D.,  2447  W'hitney  Avenue,  Hamden, 
(Connecticut  06518. 

Kristaps  J.  Keggi,  M.D.,  333  Cedar  Street,  New 
Haven,  Connecticut  06510. 

Gerald  L.  Klerman,  M.D.,  34  Park  Street,  New 
Haven,  Connecticut  0()519. 

Norman  J.  Marieb,  M.D.,  380  Boston  Post  Road, 
Orange,  Connecticut  06477. 

\Villiam  S.  McClanahan,  M.D.,  177  South  Broad 
Street,  Meriden,  (Connecticut  06452. 

Giacomo  Messore,  M.D.,  Hospital  of  St.  Raphael, 
New  Haven,  Connecticut  06511. 

Robert  A.  Nemiroff,  M.D.,  123  5ork  Street,  New 
Haven,  Connecticut  06511. 

Michael  F.  Nezhad,  M.D.,  1389  ^V.  Main  Street, 
W’aterbury,  Connecticut  06708. 

John  ^V.  Paggioli,  M.D.,  199  W.  Main  Street,  Meri- 
den, Connecticut  06450. 

Jonathan  H.  Pincirs,  M.D.,  333  Cedar  Street,  New 
Haven,  Connecticut  06519. 

Walter  M.  Presnell,  M.D.,  FJndercliff  Hospital, 
Meriden,  Connecticut. 

Kyum  S.  Pyun,  M.D.,  181  Cook  .\venue,  Meriden, 
Connecticut  06450. 

Renato  H.  Rojas,  M.D.,  789  Howard  .\venue.  New 
Haven,  Connecticut  06501. 

William  Russell,  M.D.,  81  (iarpenter  Avenue, 
Meriden,  Connecticut  06452. 

Brigid  I.  Ru-ssell,  M.D.,  81  (iarpenter  Avenue, 
Meriden,  Connecticut  06452 

(iarl  W.  Scheer,  M.D.,  335  (iook  Avenue,  Meriden, 
(Connecticut  06450. 

Lorraine  D.  Siggims,  M.D.,  435  (College  Street,  New 
Haven,  Connecticut  06520. 

Allen  R.  Traurig,  M.D.,  1389  W^est  Main  Street, 
Waterbury,  Connecticut  06708. 

Alexander  W.  C.  von  (iraevenitz,  M.D.,  789  How- 
ard Avenue,  New  Haven,  Connecticut  06504. 

Tolland  County  Medical  Association 

Juan  Mendoza,  M.D.,  Johnson  Memorial  Hospital, 
Stafford  Springs,  Connecticut  06076. 

Michael  R.  Sharon,  M.D.,  57  Lbuon  Street,  Rock- 
ville, Connecticut  06066. 

Windham  County  Medical  Association 

George  E.  Becker,  M.D.  132  Mansfield  Avenue, 
Willimantic,  Connecticut  06226. 

Seymour  Manzon,  M.D.,  459  Valley  Street,  AVilli- 
mantic,  Connecticut  06226. 
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Around  The  State 


New  Haven  County 
183rd  Semi-Annual  Meeting 
New  Haven  County  Medical  Association 
October  27,  1966 

The  183rd  Semi-Annual  Meetina;  of  the  New 
Haven  County  Medical  Association  was  held 
riuirsday,  October  27,  1966  at  the  Waverly  Inn 
in  Cheshire,  Connecticut. 

The  business  meeting  was  called  to  order  at  3:30 
p.m.  by  the  presiding  officer.  President  Max  Caplan 
who  welcomed  a large  turnout  of  members  and 
guests  which  iuclnded  Doctors  Orvan  E.  Hess,  Presi- 
dent of  the  Connecticut  State  Medical  Society  and 
E.  Tremain  Bradley,  the  President-elect.  The 
speaker  and  vice-speaker  of  the  House,  Kenneth 
Brandon  and  Henry  Caplan,  respectively;  William 
R.  Richards,  General  Manager;  the  new  Director  of 
Public  Relations,  Peter  Villano;  Delegates  from 
Hartford  and  Eairfield  Counties,  and  Attorney  John 
E.  Cipriano,  the  President  of  the  New  Haven 
County  Bar  Association. 

.\n  excellent  semi-annual  report  was  olfered  by 
our  councilor,  Erank  Abbot.  A brief  summation 
indicates  he  suggested  that  information  for  review 
by  the  council  should  be  sent  beforehand  to  the 
office  of  the  general  manager;  the  council  found 
and  moved  that  direct  billing  of  the  patient  by  the 
physician  for  services  rendered  under  Part  B of 
Medicare  law  is  legal  and  ethical  and  the  preferred 
method  of  re-imbursement  for  such  services.  He 
called  to  the  attention  of  Connecticut  General  In- 
surance Co.  that  New  Haven  County  does  have  a 
satisfactory  Review  Committee. 

Dr.  Abbot  stated  that  for  patients  under  Mr. 
Bernard  Shapiro,  Welfare  Commissioner,  the  state 
would  re-imbtirse  physicians  on  the  basis  of  the 
usual  and  customary  fee  for  services  rendered.  He 
added,  however,  it  remains  to  be  seen  what  the  next 
I.egislattire  will  do  about  this. 

A motion  was  made  and  seconded  to  accept  the 
Councilor’s  report  with  commendation.  PASSED. 

Other  committee  reports  were  presented  and  ac- 
cepted as  read,  or  previously  filed. 

The  Clerk,  reporting  for  the  Board  of  Governors, 
informed  the  meeting  that  all  meetings  of  the 
Board  have  been  rejDorted  in  Connecticut  Medi- 
cine. He  also  announced  the  distribution  of  the 
Budget  for  the  coming  year  and  asked  its  accep- 
tance, which  was  moved.  Dues  will  remain  at  the 
same  figure. 


Thirty-four  candidates  for  election  to  provisional 
membership  were  presented  and  elected. 

A Nominating  Committee  to  work  with  the  Board 
of  Governors  was  elected  as  provided  for  in  the 
By-Laws,  and  the  meeting  was  closed  on  a very 
successful  note,  after  setting  the  date  for  the  1967 
184th  Semi-Annual  Meeting  as  October  26,  1967. 

A social  hour  was  followed  by  dinner  at  which 
the  guest  speaker  was  George  E.  Hall,  J.D.,  Staff 
Associate,  Law  Department,  A.M.A.  His  subject 
was  “Current  Legal  Problems  Lacing  Medicine.” 

Respectfully  submitted, 

H.  A.  Levin,  m.d..  Clerk 


BOOKS  RECEIVED 


Books  received  for  review  are  acknowledged  in  this 
department  and  such  acknotvledgement  must  be  re- 
garded as  a sufficient  return  for  the  courtesy  of  the 
sender.  Selection  will  he  made  for  review  in  the  interests 
of  our  readers  and  as  space  permits. 


Modern  Home  Remedies  And  How  To  Use  Them.  Morris 
Fishbein,  M.D.  Doubleday  & Co.,  Inc.  New  York,  I960.  129  pp. 
.S3.95. 


Relationships:  Hospitals  And  Hospital-Based-Specialists. 

American  Hospital  Association,  Chicago,  Illinois,  1966.  34  pp. 
1H. 


Clinical  Management  Of  Behavior  Disorders  In  Children. 
Tliird  Edition,  Harry  Bakwin,  M.D.  and  Ruth  Morris  Bakwin, 
M.D.,  W.  B.  Satinders  Company,  Philadelphia  and  London, 
1966.  652  pp.  with  illustrations.  ,|14.50. 


A Manual  of  Tropical  Medicine.  Fourth  Edition,  323  illus- 
trations, 8 in  color,  George  4V.  Hunter,  III,  Ph.D.,  Col.  U.S..\. 
(Ret.)  , William  W.  Erye,  Ph.D.,  M.D.,  Sc.D.  (Hon.)  and  J. 
Clyde  Swartzwelder,  Ph.D.,  W.  B.  Saunders  Company,  Phila- 
delphia and  London, 1966.  871  pp. 


Doctor's  Office 


Arthur  Brovender,  M.D.,  announces  the  removal 
of  his  office  to  10  River  Street,  Norwalk. 

Edward  M.  Keelan,  M.D.,  announces  the  removal 
of  his  office  from  32  Imperial  Avenue  to  136  Main 
Street,  Westport. 

Eranklin  E.  Nejame,  M.D.,  announces  the  open- 
ing of  an  office  for  the  practice  of  obstetrics  and 
gynecolog)'  at  331  Maple  Avenue,  Cheshire. 
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OBITUARIES 


Morris  Philip  Pitock,  M.D. 
1902-1966 

Sincere  comlolences  are  extencleil  to  the  family 
of  Dr.  Morris  P.  Pi  took  whose  unexpected  demise 
occurred  on  November  17,  196(i.  Dr.  Pitock  had 
suffered  a massive  cerebral  hemorrliage  from  which 
he  never  recovered.  His  distinguished  career  was 
highlighted  by  the  many  officer’s  positions  he  held 
in  the  various  societies  to  which  he  belonged. 


Born  on  August  6,  1902,  in  Philadelphia,  Penn- 
sylvania, he  was  graduated  from  Franklin  and 
Marshall  College  with  a B..\.  degree  in  1925  and 
a M.A.  degree  from  the  same  scholastic  institution 
in  1926.  He  earned  his  medical  degree  from  Tufts 
College  of  Medicine  in  1930.  After  completing  an 
internship  at  Bridgeport  Hospital  in  1932,  he 
practiced  general  medicine  in  Fairfield  until  1938 
when  he  confined  his  practice  to  obstetrics  and 
gynecology.  In  1947,  he  became  a diplomate  of  the 
American  Board  of  Obstetrics  and  Cynecology.  His 
medical  practice  was  interrupted  from  May,  1942 
to  December,  1945  when  he  served  voluntarily  in 
the  U.  S.  Air  Force  in  the  North  African  theater 
as  flight  surgeon  with  the  rank  of  major. 

Dr.  Pitock  held  memberships  in  the  Bridgeport 
Medical  Association,  the  Fairfield  County  Medical 
Association,  the  Connecticut  State  Medical  Society, 


the  .\merican  Medical  Association  and  the  Con- 
necticut Society  of  the  American  Board  of  Ob- 
stetrics and  Gynecology.  He  was  a founding  Fellow 
of  the  American  College  of  Obstetrics  and  Gynecol- 
ogy. He  had  served  president’s  terms  in  both  the 
county  and  state  Medical  Associations,  and  was 
advisor  to  the  Women’s  Auxiliary  to  the  Fairfield 
County  Medical  Association.  He  had  been  ap- 
pointed recently  alternate  delegate  to  the  .American 
Medical  Association.  He  was  currently  chairman 
of  the  Bridgeport  Hospital  Department  of  ob- 
stetrics and  gynecology,  the  formulation  of  which 
he  was  directly  responsible.  Last  spring,  he  was 
elected  chairman  of  the  Connecticut  Conference  of 
Hospital  Chiefs  of  Staff  for  the  federal  program  on 
heart  disease,  cancer  and  stroke.  In  1964,  he  be- 
came chairman  of  the  Executive  Committee  and 
Chief  of  Staff  of  Bridgeport  Hospital.  Dr.  Pitock 
was  also  chairman  of  the  Hospital  Regional  Plan- 
ning Committee  of  the  Greater  Bridgeport  Area. 
In  recent  years  he  was  associated  in  his  practice 
with  the  Obstetrics  and  Gynecology  group. 

He  is  survived  by  his  charming  wife,  the  former 
Dr.  Marjorie  Fulstow,  former  pathologist  at  Boston 
Psychopathic  Hospital  and  cytologist  at  Bridgeport 
Hospital,  his  son,  Timothy  F.  Pitock,  his  daughter, 
Mrs.  George  House,  five  grandchildren  and  a 
brother,  David  Pitock  and  several  nieces  and 
nephews. 

Dr.  Pitock’s  interests  extended  beyond  the  limits 
of  medicine.  He  was  an  avid  reader,  a connoisseur 
of  music  and  a skilled  cabinet  maker. 

Dr.  Pitock  possessed  a perceptive  mind,  a daunt- 
less spirit  and  a keen  wit.  He  was  willing  to  as- 
sume leadership;  he  was  dedicated  to  his  profes- 
sion. He  was  a man  of  purpose  whose  tireless  efforts 
in  the  formation  of  medical  policy  at  the  local 
and  state  levels  will  have  long  lasting  effects.  We 
deeply  regret  that  he  will  no  longer  be  a part  of 
future  conclaves.  The  void  created  by  his  absence 
Avill  be  sorely  felt  by  those  of  us  who  knew  him 
personally,  as  patient,  associate  and  friend.  It 
would  be  difficult  to  measure  the  loss  born  by  the 
Bridgeport  Hospital  community  which  he  served 
so  selflessly  during  his  entire  career. 

George  J.  Geanuracos,  M.D. 
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Samuel  Philipsori/  M.D. 

1896- 1966 

Dr.  Samuel  Philipson,  a member  of  our  medical 
community  for  forty-four  years,  ended  his  service 
to  humanity  on  November  5,  1966. 

Born  in  Ossining,  New  York,  on  November  8, 
1896,  he  had  nearly  reached  the  biblical  three  score 
and  ten.  His  preliminary  education  was  completed 
in  his  home  community,  and  he  entered  the  New 
York  Medical  College  in  1914,  receiving  his  degree 
in  medicine  in  1918.  He  served  his  internships  in 


the  New  York  area  at  the  Harbor  Hospital,  and 
the  Metropolitan  Hospital.  He  took  a course  at  the 
New  York  Lying-In  Hosjrital,  preparing  himself 
for  the  practice  of  obstetrics.  He  was  married  in 
1920  to  Edith  Alderman  of  this  city,  and  entered 
practice  in  New  Haven  in  1922. 

Dr.  Philipson  was  a diligent,  meticulous  prac- 
titioner, unsparing  of  himself,  and  especially 
watchful  of  the  welfare  of  his  patients  at  all  times. 
In  later  years  of  his  career,  he  discontinued  the 
practice  of  obstetrics  and  concentrated  his  activities 
to  metabolic  problems,  as  related  to  obesity.  He 
was  forced  to  limit  his  practice  in  more  recent 
years  after  the  onset  of  his  coronary  disease.  He  was 
at  his  office  only  a few  days  before  entering  Yale- 
New  Haven  Hospital  for  his  final  days.  His  sur- 
vivors are  his  wife,  his  sons,  Davis  of  Woodbridge, 
Dr.  Morris,  who  is  the  director  of  the  Chicago 
University  Press,  and  Robert  of  Washington,  D.  C., 
three  brothers  and  three  sisters.  Other  than  these, 
he  lives  in  the  memories  of  his  community,  his  col- 
leagues, and  a host  of  grateful  patients  and  their 
families.  He  was  an  active  member  and  participant 
of  the  local  County  and  State  Medical  Societies, 


of  the  New  Haven  Medical  Society,  local.  County 
and  State  Medical  Societies,  and  a past-president 
of  the  New  Haven  Obstetrical  Society. 

All  who  knew  him  will  miss  his  friendliness  and 
his  counsel. 

Maxwell  Lear,  M.D. 


In  Memoriam 


Kartin,  Bernard  L.  — New  Haven;  Columbia  LTni- 
versity  School  of  Medicine,  1939.  Dr.  Kartin  was  an 
internist  in  New  Haven  for  over  20  years.  He  was  an 
assistant  clinical  professor  of  medicine  at  the  Yale 
School  of  Aledicine.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society,  the  American  Medical 
Association,  and  the  American  Board  of  Internal 
Medicine.  Dr.  Kartin  died  October  16,  at  the  age  of 
54. 

Reich,  Elpton  S.  - Trnndtull;  University  of  Vir- 
ginia Medical  School,  1909.  Dr.  Reich  was  a general 
practitioner  in  the  Bridgeport  area  for  over  40 
years.  He  w^as  on  the  consulting  staff  of  the  Bridge- 
port Hospital.  He  was  a member  of  the  Fairfield 
County  Medical  Association,  the  Connecticut  State 
Medical  Society,  and  the  American  Aledical  Asso- 
ciation. Dr.  Reich  died  July  8,  at  the  age  of  78. 

Spiegel,  Charles  M.  — Netv  Haven;  Hahnemann 
Medical  College,  1936.  Dr.  Spiegel  was  a general 
practitioner  in  New  Haven  for  over  20  years.  lie 
was  a member  of  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society, 
and  the  American  Medical  Association.  Dr.  Spiegel 
died  November  3,  at  the  age  of  56. 


Thanks  for  Support 

Our  advertisers  serve  the  inedical  pro- 
fession and  support  your  Journal.  All 
advertisers  are  approved  by  your  publi- 
cation committee.  It  will  help  you  and 
your  Society  to  mention  your  Journal 
xvhen  writing  them. 
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WOMAN’S  AUXILIARY 


President-Elect 

Mrs.  Antliony  Cipriano,  Hamden 

First  Vice-President 
Mrs.  Henry  Sherwood,  Middletown 

Second  Vice-President 
Mrs.  Edward  P.  Allen,  Orange 


President 

Mrs.  John  D.  O'Connell,  West  Hartford 


Recording  Secretary 
Mrs.  Nicholas  Creaturo,  Trumbull 

Corresponding  Secretary 
Mrs.  Irving  H.  Krall,  AV’est  Hartford 

Treasurer 

■Mrs.  Forest  U.  Gibson,  Farmington 


riie  W’oman’s  Auxiliary  to  the  (.ionnecticut  State 
.Medical  Society  held  their  semi-aniuial  meeting  on 
Xovember  15,  19h()  at  the  Park  Plaza  Hotel  iit  New 
Haven,  Conn.  President,  Mrs.  John  1).  O'Connell, 
presided.  The  Doctors  Orvan  ^V.  Hess,  President; 
Waldo  E.  Martin,  Secretary;  William  R.  Richartls, 
Cieneral  Manager,  attended.  Mr.  Matthew  Barbieri, 
Director,  Department  of  Physical  and  Health  Edu- 
cation, Hamden  Schools  s]Joke  on  “A  School  Health 
Program,  its  Progress  and  Problems.” 

The  following  report  was  given  by  Mrs.  .Anthony 
P.  Cipriano,  president-elect,  on  the  2.5rd  Annual 
Conference  of  State  jtresidents  and  presidents-elect 
in  Chicago. 

Annual  Report  Of  The 
President-Elect 

T he  2.8rd  Conference  of  the  \\’oman’s  .Auxiliary 
to  the  .American  Medical  .Association  was  held 
October  2-4  in  Chicago.  'W)iir  jjresident  and 
president-elect  attended  along  with  Betty  Gardner 
who  is  a director  on  the  national  board  as  well  as 
serving  on  state  board. 

•As  usual  mtich  was  discussed  and  learned.  I espe- 
cially enjoyed  the  informal  meetings  and  discus- 
sions which  seem  to  bring  everyone  to  speak  our 
thoughts  more  freely,  thus  a better  exchange  of 
ideas  which  we  all  hope  for.  In  this  way  we  learn 
from  each  and  also  it  gives  the  national  board  a 
better  idea  of  how  to  plan  the  year  by  adding  to  or 
discarding  projects  depending  on  acceptance  and 
response  of  the  .States.  Two  such  meetings  were, 
one  on  our  arrival  Sunday  night  at  the  Eastern 
Regional  Dinner  where  we  sat  with  the  president 
and  president-elect  of  Maine  and  also  the  Editor 
of  aid’s  Wife.  It  was  here  that  President  Hudson 
of  the  .A.M..A.  spoke  briefly  on  “.Medicare.”  The 
other  informal  meeting  was  with  president-elect 
Ritter.  .An  open  discussion  was  on  programming 
and  membership. 


Heading  the  morning  program  was  a discussion 
of  Title  19,  the  implementation  of  I'itle  18,  “Medi- 
care” by  Ellen  Winston,  Ph.D.,  Commissioner, 
4\’elfare  .Administration,  HEW  who  de.scribed  the 
bill;  Howard  Hassard,  Executive  Director,  Cali- 
fornia Medical  .Association  and  Dr.  Henry  Einberg, 
Executive  Vice  President  of  the  New  York  Medical  i 
.Society,  both  pointed  out  that  Title  19  can  be  a I 
Itlccssing  or  a calamity,  depending  on  the  wisdom 
of  the  States’  legislators  who  will  implement  the  ■ 
program.  “.A.M..A.  supjtorts  the  concept  of  the  pro-  , 
gram,  we  are,  however  concerned  about  the  exten- 
sive benefits  offered,  with  no  co-insurance,  no  de- 
ductibles and  no  age-factor,”  he  said.  He  then  ■ 
suggested  the  following  amendments,  to  provide: 

I.  Direct  jxiyment  to  the  patient;  2.  P'ree  choice  of 

jjhysician;  3.  Reimbursement  on  ustial  and  custom- 
ary charges;  4.  Use  of  insurance  carriers  in  imple- 
menting payment;  5.  That  the  federal  contribution 
shall  not  be  affected  by  the  identity  of  the  agency 
which  insures  the  expense;  6.  State  plans  to  vary, 
within  the  state,  standards  of  eligibility;  and  7.  .Ad-  i 
visory  council,  including  physicians.  | 

Dean  4\2  Roberts,  .M.D.,  Executive  Director,  i 
National  Commission  on  Community  Health  Ser-  j 
vice,  then  spoke  on  “Health  is  a Community  j 
.Affair,”  pointing  out  that  communities  have  not  j 
kept  pace  with  the  increased  complexities  of  health 
.services. 

.At  lunch,  Monday,  Patricia  Lanier,  M.D.  vice- 
president,  NEC  Region,  .American  .Association  of 
Elniversity  WYmien,  urged  the  auxiliary  to  be 
women  of  action,  to  be  individuals  rather  than  de- 
velop an  image,  asstime  the  role  of  leadership  and 
in  leadership  to  use  brains,  not  emotion! 

In  the  afternoon  we  heard  Mrs.  .A.  C.  Mills, 
Director,  .American  Red  Cross,  who  told  us  the  I 
Red  Cross’s  responsibility  is  to  the  individual  dur-  i 
ing  the  disaster  and  their  return  to  normal.  Mrs.  ( 

J.  .S.  \Atn  4Vort,  .Mid-west  regional  chairman,  Amer-  j 
ican  F'arm  Bureati— we  found  their  group  not  tin-  j 
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like  ours  in  their  ideals  and  their  problems.  Mrs. 
J.  A.  Campbell,  Chairman,  Education  Fund, 
League  of  Women  Voters  reminded  us  that 
“women  shoidd  learn  political  skills  for  today  all 
levels  of  government  are  active  in  all  phases  of 
life.”  This  completed  the  sessions  for  Monday. 

Mrs.  Frieda  Engel,  Jane  Addams  Graduate 
School  of  Social  Work,  University  of  Illinois,  urged 
us  not  only  to  continue  our  efforts  in  the  home- 
maker services,  but  to  double  them. 

Mrs.  Floyd  Anderson,  Chairman,  Meals  on 
Wheels  Committee,  presented  a slide  program  on 
the  San  Francisco  Auxiliary’s  Meals  on  Wheels 
project,  describing  its  operation.  They  service 
about  forty  people  three  times  a week.  The  prep- 
aration is  done  by  volunteers  with  only  two  part- 
time  paid  workers  in  the  kitchen  of  the  auxiliary’s 
building. 

The  conference  was  honored  to  have  as  the 
Tuesday  Luncheon  speaker.  His  Excellency,  Vu  Van 
Thai,  Ambassador  of  Vietnam,  Washington,  D.  C. 
It  was  quite  evident  that  we  were  all  moved  when 
he  spoke  of  the  health  problems  in  Vietnam.  He 
said,  “Vietnam  is  virtually  a reservoir  of  every 
disease  known  to  man.  He  also  told  us  that  Amer- 
ican contribution  in  medical  supplies  and  teams 
have  been  treating  an  average  of  40,000  a month 
and  that  13  million  have  been  vaccinated  against 
cholera,  plague,  and  polio  in  the  first  six  months  of 
this  year.  The  Ambassador  finished  by  saying, 
“The  American  people  are  willing  to  accept  that 
their  feelings  are  as  necessary  as  their  might  to 
make  of  the  earth  a liveable  place— they  believe 
that  technical  progress  belongs  to  the  entire  man- 
kind, and  they  try  to  sooth  the  drama  of  ill  dis- 
tribution by  bringing  to  the  disinherited  a part  of 
their  privileges.”  Dr.  Norman  Hoover,  Mayo  Clinic 
(AMA  Volunteer  to  Vietnam)  and  Dr.  Ernest  B. 
Howard,  Assistant  Executive  Vice  President,  AMA, 
talked  and  gave  slides  on  their  volunteer  service  in 
Vietnam,  which  any  doctor  may  do  for  a period  of 
two  months  or  more.  They  stressed  the  importance 
of  it  but  that  most  important  is  the  need  for  us  to 
help  educate  doctors  there  instead  of  bringing 
them  to  our  medical  schools.  Our  schools  cannot 
train  them  in  the  diseases  most  seen  in  Vietnam. 
Also  that  conditions  are  so  much  better  here  the 
doctors  don’t  return  to  their  homeland,  thus  caus- 
ing what  they  call  “The  Brain  Drain”  of  the  under- 
privileged countries. 

Mrs.  Anthony  P.  Cipriano,  President-Elect 


In  Memoriam 

Mrs.  E.  Roland  Hill,  of  Mystic,  Connecticut, 
who  was  the  thirteenth  Connecticut  State  Auxil- 
iary President  in  1956-57. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  eveiT  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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FORMULA- 


tlSTHl**®  ^ASiett 

WUeM.  AiOU  Ai^taiCWM 


BENTOCAIN  LOTIOK  MILD 


Alcohol . 70% 

Benzocaine  lOV, 

j/  Chloroform,  4 mins,  per  fluidounce. 

OH  MtA  lS04Uf>  . • * 

X-UEHTOCAIN  LOTION  MILD  makes  iL  easier  to  go  through 
t^e  troublesome  teething  period.  A smoll  amount,  applied  with 
<[^nt1e  massage,  brings  quick,  soothing  relief  to  irritated  and 
hnjlamed  gum  tissue,  aids  in  getting  infant  back  to  sleep. 

CiSdi0^  pH  Mte  MoiUe^  . . . 

Hy  providing  more  comfort  and  extra  sleep  for  the  baby,  DENTO- 
* "CyUH  LOTION  MILD  grants  the  mother  greater  peace  of 
' and  several  additional  hours  of  necessary  rest. 

ADULT  is  also  useful  in  providing  temporary  relief 
; for  pain  of  adult  toothache. 


Dentocain  Co.,  Bloomfield  • Conn.,  U.S.A. 


Professional  samples 
and  descriptive 
literature  sent  on 
request. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK® 


things  go 

better,! 

^with 
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Connecticut  Medicine,  December,  1966 


Letter  To  The  Editor 


To  The  Editor: 

We  wish  to  bring  to  the  attention  of  Connetticut  physi- 
cians a recent  series  of  cases  of  viral  hepatitis.  The  epidemi- 
ologic findings  may  be  of  state-wide  significance.  In  the  New 
Haven  area  during  the  period  of  August  through  October 
there  have  occurred  at  least  twelve  cases  of  viral  hepatitis 
associated  with  the  illegal  parenteral  administration  of  nar 
cotic,  barbiturate  or  amphetamine  type  drugs  among  older 
teenagers  and  young  adults.  \VT  believe  the  observation  of 
jaundice  in  this  age  group  should  serve  to  raise  the  index  of 
suspicion  of  illicit  drug  use  by  the  patient  regardless  of  his 
social  position  or  that  of  his  parents.  Interrogation  of  some 
of  the  patients  suggests  that  the  use  of  these  drugs  particu- 
larly on  a sporadic,  intermittent  and  experimental  basis,  is 
sufficiently  common  and  interlinked  among  young  people  of 
differing  location  and  background  that  additional  cases  may 
reasonably  be  expected  not  only  in  the  New  Haven  area  Imt 
elsewhere. 

Several  of  the  recent  cases  seen  fry  us  appear  to  be  infec- 
tious hepatitis.  In  such  instances  gamma  globulin  prophy- 
laxis of  contacts  could  be  expected  to  be  ellective  in  limiting 
further  morbidity  and  possibly  in  interrujrting  the  chain  of 
transmission.  Vigorous  and  confidential  eptestioning  of  viral 
hepatitis  patients  is  necessary  in  order  to  identify  likely 
sources  of  infection  and  those  contacts  who  might  he  in  the 
incubation  period. 

Viral  hepatitis  cases  a.s,sociated  with  drug  use  tend  to 
exhibit  certain  characteristic  epidemiologic  features.  Rosen 
stein',  in  describing  a similar  outbreak  which  occurred  in 
Providence,  Rhole  Island  during  1964-65,  noted  tliat  23  of  25 
cases  occurred  in  males.  The  age  range  was  17-32  yrs.  with  an 
average  of  21-22  yrs.  In  the  current  New  Haven  group  II  of 
12  cases  have  occurred  in  males.  The  age  range  was  17-21  yrs. 
with  an  average  of  19-20  yrs.  Some  of  the  patients  are  un- 
employed high  school  and  college  dropouts:  others  are  regu- 
larly employed  in  skilled  and  semiskilled  work;  still  others 
are  full-time  students.  In  Providence  as  well  as  New  Haven, 
Negroes  have  represented  a minority  of  cases.  4 rue  addicts 
are  also  in  the  minority.  Most  patients  use  drugs  only  occa- 
sionally and  exhibit  neither  scarred  arm  veins  nor  drug 
withdrawal  symptoms.  This  may  explain  why  only  40  per 
cent  of  the  Providence  cases  were  recognized  as  drug  users  by 
the  physician  who  made  the  initial  diagnosis  of  hepatitis. 

Analysis  of  recent  Connecticut  hepatitis  morbidity  data 
shows  that  100  cases  of  viral  hepatitis  have  been  reported  as 
occurring  during  the  period  August  1 -October  31.  In  the  age 


Letters  to  the  Editor  are  welcome  and  will  be  published 
for  informative  and  educational  purposes  as  space  permits. 
As  ivith  other  material  which  is  submitted  for  publication, 
all  letters  will  be  subject  to  the  usual  editing.  Address  all 
correspondence  to:  The  Editor,  Connecticut  Medicine, 
160  St.  Ronan  Street,  New  Haven,  Connecticut,  06511. 


group  15-29  years  there  have  been  34  ca.ses  in  males  and  8 
cases  iti  females.  .Survey  of  available  case  records  reveals  that 
parenteral  transmission  appears  possible  in  at  least  half  of  this 
group.  1 hese  data,  admittedly  incomplete,  suggests  that  drug 
tihuse,  with  the  concomittent  sharing  of  contaminateil  injec- 
tion eejuipment,  is  perhaps  currently  one  of  the  more  com- 
mon modes  of  .spread  of  viral  hepatitis  within  this  state, 
particularly  among  young  adult  males. 


Robert  IV.  McCollum,  M.D 
Earl  B.  Byrne,  M.D. 
Department  of  Epidemi- 
ology & Public  Health 
Vale  University  School  of 
Medicine 


Barbara  Christine,  M.D. 

James  C.  Hart,  M.D. 

I’reventable  Diseases  Division 
Connecticut  State  De[)artmenl 
of  Health 


' Rosenstein,  B.  J.,  J.A.M.A.  (in  press). 


MiSk  Intoierance  Among  Negroes 

Many  more  Negroes  than  whites  apparently  suf- 
I'er  ill  effects  from  drinking  milk. 

In  some  adults— about  70  per  cent  of  whom  are 
Negro— milk  causes  abdominal  bloating,  cramps, 
and  diarrhea,  says  a report  in  the  current  [ournal 
of  the  American  Medical  Association. 

The  victims  often  have  a deficiency  of  intestinal 
lactase  activity,  and  therefore  are  unable  to  digest 
the  milk  sugar,  lactose,  said  the  report  l>y  two 
physicians  at  the  Johns  Hopkins  University  School 
of  Medicine,  Baltimore. 

When  the  physicians  tested  20  white  and  20 
Negro  men  volunteers  at  the  Maryland  House  of 
Correction,  they  found  21  who  could  not  tolerate 
milk.  Nineteen  of  these  were  Negro. 

Earlier  studies  agree  with  these  findings,  and  a 
new  rejiort  the  authors  received  from  Uganda  in- 
dicates 72  per  cent  of  Negroes  there  have  a lactase 
deficiency.  “The  similarity  to  the  70  per  cent  inci- 
dence in  Baltimore  is  striking,”  they  said. 

The  cause  of  this  deficiency  and  its  incidence 
aren’t  known.  It  may  be  hereditary,  the  result  of 
intestinal  injury,  or  an  adaptation  to  decreased 
milk-drinking  in  adulthood. 

Assuming  for  the  moment  that  the  deficiency  is 
hereditary,  the  authors  make  an  interesting  obser- 
vation: milk-drinking  after  weaning  is  rare  in  west- 
central  Africa,  the  ancestral  home  of  many  Ameri- 
can Negroes. 

Diseases  carried  by  the  Tsetse  fly  make  dairy- 
cattle  raising  virtually  impossible  in  this  section  of 
Africa. 

“It  is  therefore  probable,”  the  authors  said,  “that 
the  ancestors  of  the  Negro  drank  v^ery  little  milk 
and  thus  had  less  need  for  intestinal  lactase  after 
infancy.  Over  many  generations,  this  diminished 
need  might  have  produced  the  genetic  adjustments 
which  result  in  the  milk  intolerance  of  many 
Negroes  today.” 
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Laboratory  Medicine 


"Pap"  Smears 

Routine  cytologic  examination  ot  cervical-vaginal 
smears  lor  cancer  has  jjroven  to  be  one  ol  the  most 
valuable  tests  ever  employed  lor  the  detection  ol  sig- 
nificant disease  in  an  early  stage.  In  the  20  years  it 
has  been  employed  in  this  state  we  have  gained 
considerable  experience  with  the  problems  involved 
in  the  technicpie.  Some  ol  these  are  discussed  below. 

Fixation 

Iraut  and  Papanicolaou^  recommended  im- 
mediate fixation  in  ecpial  parts  ol  95  }rer  cent 
alcohol  and  ether  without  permitting  drying.  This 
is  still  the  relerence  method  although  it  has  certain 
drawbacks.  Idle  ether-alcohol  is  volatile,  odor- 
ilerous  and  bulky,  with  attendant  problems  in 
transportation  and  handling  the  slides.  Many  lab- 
oratories have  lound  that  95  per  cent  alcohol,  ap- 
propriately denatured,  is  cheaper,  easier  to  handle 
and  also  effective.  Recently  Bonime-  has  claimed 
that  air-dried  smears  are  ecjually  satislactory.  Alter 
receipt  in  the  laboratory  the  smears  are  rehydrated 
in  glycerin-water  and  are  alleged  to  be  ol  a c[uality 
etjual  to  those  handled  by  older  technitjues.  Ihe 
convenience  ol  this  method  was  so  appealing  that 
we  tried  it  lor  over  lOOO  patients  at  the  Norwalk 
Hospital,  d he  results  were  interesting  but  discour- 
aging. .Apparently  good  smears  can  Ije  made  in  this 
lashion  by  some  physicians  Irom  some  patients. 
.All  too  irecjuently,  however,  the  smears  were  ol  such 
poor  quality  that  they  could  not  be  interpreted. 
'Phis  necessitated  the  usual  cycle  ol  a call  to  the 
physician’s  office,  a recall  ol  the  patient,  involved 
explanation  and  reassurance,  etc.  We  therelore 
aliandoned  the  air-dried  smear  and  do  not  recom- 
mend it  for  routine  tise. 

.A  simple  and  satisfactory  substitute  for  ether- 
alcohol  is  the  spray  fixative  which  is  scj[uirted  on 
the  slide  immediately  after  the  secretions  are 
smeared.  Good  results  have  been  obtained  with 
Adams  Spray-Gyte. 

The  Combined  Smear 

For  routine  use  the  cervical  scraping  is  the  best 
source  ol  material.  It  does  overlook  certain  cases  ol 
endometrial  cancer  which  exfoliate  primarily  into 
the  vaginal  pool.  Thus  two  smears  are  often  sub- 
mitted for  completeness.  This  involves  additional 
work  for  the  physician  and  particularly  for  the 
cytotechnologist,  and  increases  the  cost  of  the  pro- 
cedure. .A  method  comlnning  the  merits  of  the 
two-sample  technique  with  the  economy  of  a single 


slide  for  examination  has  been  recommended  by 
Fiosl-^  as  the  “Fast  ((mil)ined  smear.” 

.Aftei  the  speculum  is  inserted  (without  hd)ri- 
cant)  a drop  ol  vaginal  pool  material  is  obtainetl 
trom  the  jjosteiior  fornix  and  placed  one  inch 
from  the  end  ol  the  slitle.  It  is  not  smeared.  A 
cervical  scraping  from  the  conqtlete  squamo- 
columnar  junction  is  then  obtained  at  once  and 
mixed  with  the  vaginal  pool,  d'hen  the  gloved  filth 
finger  is  used  as  a spreader  and  is  drawn  cpiickly 
across  the  combined  drop  twice,  both  times  to  the 
far  end  ol  the  slide.  Fixative  is  immediately 
sprayed  on. 

Frequency  of  Examination 

Wdien  “first”  smears  are  made  from  adult  women 
about  1 in  200  yield  significantly  abnormal  results. 
“Repeat”  smears  yield  only  1 in  2000  important 
abnormalities  if  the  first  smear  was  not  atypical. 
.Although  repetition  ol  pelvic  examination  and 
smear  every  3 months  or  0 months  is  feasible  one 
may  question  the  potential  value  ol  such  frequent 
e.xamination,  particidarly  because  the  natural  his- 
tory ol  uterine  carcinoma  is  one  ol  a very  slow 
evolution. 

It  is  well  worth  considering  this  problem  from 
the  point  ol  view  of  the  cytotechnologist.  First, 
there  is  a significant  shortage  ol  well  trained  cyto- 
technologists  in  Connecticut  today.  Federal  grants 
to  the  .Approved  .Schools  in  the  state  and  to  the 
trainees  should  help  alleviate  this  shortage  in  a 
year  or  two.  Second  and  more  important  because 
it  will  exist  no  matter  how  many  technologists  are 
employed,  is  the  factor  of  boredom  with  subsequent 
inattention.  .A  good  “screener”  can  examine  15  to 
50  smears  a day  for  cancer.  T his  means  that  about 
once  in  4 days  a fast  screener  can  expect  to  find  a 
positive  slide  in  her  own  material  if  she  is  looking 
at  “first”  smears.  For  “repeats”  she  may  see  nothing 
but  negatives  for  40  working  days  (8  weeks)  if 
she  is  speedy,  or  1.3,3  working  days  (26  weeks!)  if 
she  is  slow.  'Fo  cut  down  this  problem  of  inatten- 
tion it  is  incumbent  on  attending  physicians  to 
limit  the  number  of  repeat  smears  to  the  fewest 
which  will  .safeguard  the  patient.  .A  routine  smear 
a year  is  probably  entirely  adequate  for  patients 
whose  first  smear  is  not  abnormal. 

Rov  N.  Barnett,  M.D. 
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In  Connecticut . . . 

These  Syntex  men  serve  the  physician 


William  Albin 
Plantsville,  Connecticut 
628-6034 


Alphonse  Fezza 

North  Haven,  Connecticut 

288-2846 


Charles  Keegan 

West  Hartford,  Connecticut 

236-1440 
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new  small  size 


1 5 Qm. 

OR  TOPICAL  USEONiy 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


i 0.01%  I 


STiialai*'o.oi 

(fluocinolone  acetonide)  cream 


SYNTEX 

LABORATORIES,  INC 
Palo  Alto,  Call! 


15  Gui. 


ijj 


Federal  lew 

prohiUts  dispensing 
witiiout  preseiiption 


MADE  IN  USA. 


for  even  greater 
economy  in 
office  or  hospital 
practice 


the  su^riorit 


topica 


with  th 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm,  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone''^ p^us  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 


Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  fhe  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use.  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components.  Precautions:  1.  Gerrera/— Synalar  Cream  0.01%  is  virtually 
nonsensitizing  and  nonirritating.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  pregnj 
females  has  not  absolutely  been  established.  Therefore,  they  should  not 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  proloncll 
periods  of  time.  2.  Occlusive  dressing  mefhocf-With  occlusion  of  extensf 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suita 
precautions  should  be  taken.  Occasional  patients  may  show  contact  se| 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculitis 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique.  T 
development  of  infection  requires  appropriate  antibacterial  therapy  and 
continuation  of  the  occlusive  dressing  method.  Local  atrophy  and  str 
have  been  reported  with  protracted  occlusive  dressing  therapy.  While  les 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissic 
may  persist  for  several  weeks  to  several  months  in  favorable  cases.  1| 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  of  n| 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  So| 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  in  th| 
use.  Similarly,  caution  should  be  employed  when  such  films  are  used  onN 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation.  S 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  appi 
corticosteroids.  As  with  all  drugs,  however,  a few  patients  may  react  u 
vorably  to  Synalar  under  certain  conditions  References:  1.  Cahn,  M M.,  < 
Levy,  E.  J,:  J New  Drugs  1:262  (Nov. -Dec.)  1961.  2.  Meenan.  F.  O.:  J Ir 
Med  Ass  52:75  (Mar.)  1963.  3.  Robinson.  H.  M.,  Jr.,  Raskin,  J..  and  Dunse 
W.  J.  R.:  Southern  Med  J 56:797  (Jul.)  1963. 
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tablets 


(norethindrone  2 mg.  c mestranol  •/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus*- *3  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 


day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning;  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  O.I  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  1 ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Orai  Contraception,  Paio 
Aito,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  tO.  Rudel,  H.  W.,  Mar- 
ti nez-Manautou,J. , and  Maqueo-Topete,  M .:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  It.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Ocf.  25) -.1.965,  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188: 1115  (June  29)  1964.  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  O.:  Paper  presented 
at  SyrrTposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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FREE  YOUR  PATIENTS  from 
/ deficient  neutralization 
/ poor  taste 
/ burdensome  cost 


with  DICARBOSir  antacid 


■ effective  neutralizing  power -Two  tablets  in  vitroi, 
provide  nearly  2 hours’  relief  within  effective  pH 
range  3 to  5.5. 

■ pleasant  taste  — A fresh  mint  flavor  patients  con- 
tinue to  enjoy,  because  with  Dicarbosil’s  unique* 
formulation,  chalky  aftertaste  is  no  longer  a problem. 

■ exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (10  or  less 
per  tablet),  Dicarbosil  is  within  the  reach  of  all 
patients. 

1.  Schleif,  R.H.:  J.A.PH.A.,  46:179,1957  *U.S.  Pat.  No.  3,062,714 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  Th- 
silicate  0.006  Gm. 


Write  for  Professional  Samples 

ARCH  LABORATORIES 

A Division  of  Lewis-Howe  Company 

319  South  4th  Street  • St.  Louis,  Missouri  63102 


Win  the  Battle 


Against 

BEDSORES 


With  SHEEPSKINS  or 
SYNTHETIC  BEDPADS 


Recommended  for  bed-ridden  patients,  sheepskins 
prevent  ulcers  and  promote  healing,  they’re  com- 
fortable, resilient,  airy,  won’t  wrinkle  or  chafe  and 
they’re  moisture  absorbent. 


THEY  MUST  BE  WASHED  CORRECTLY 
TO  MAINTAIN  THEIR  EFFICIENCY.  . . 


Wash  Bedpads  With 

DIP7.DRI 

With  BACTERIOSTATIC  ACTION 

(The  Bacteriostat  remains  on  the  bedpad  after 
laundering  and  inhibits  bacteria  growth) 

Also  ideal  for  washing:  Blankets, 

Elastic  Restraints,  Safety  Belts,  Heel 
and  Elbow  Protectors,  etc. 


lib.  cans.  $1.40  case  of  12  . $14.40 

3 lb.  cont $3.15  25  lb.  drum  ...  $19.00 


FOR  CENTRAL  SUPPLY— CLINICS— BLOOD  BANKS 
DOCTORS’  OFFICES— LABORATORIES. 

LIQUI-NOX  The  Perfect  Liquid  De- 
tergent for  cleaning  instruments,  glass- 
ware and  all  hard-surface  materials. 

Mild,  easy  on  hands.  Non-toxic.  Con- 
tains no  phosphates.  Outstanding 
blood  and  fat  solvent.  And  LIQUI-NOX 
IS  BIODEGRADABLE! 

PER  QUART-$2.15 

Case  of  12  Quarts— $19.92 
PER  GALLON-$7.00 
Case  of  4 Gallons— $24.00 


SUPERIOR  SPRAY  PRODUCTS 

DUCTS  in  economical  12  oz.  Cans 
SKIN  PROTECTOR  with  Dow  Corning  Silicones  and  Hexachlorophene 

$1.64 

TINCTURE  OF  BENZOIN 

Minimizes  tape  and  cast  discomfort 

$1.73 

GOLDEN  SPRAY  BANDAGE 

with  Neomycin.  Sterile.  Flexible.  $1.79 
SKIN  FREEZE 

with  Dupont  Freon'®  Propellant.  .$1.61 
ROOM  DEODORANT 

with  Metazine.  Kills  odors  chemically 

ADHESIVE  TAPE  REMOVER. 

Removes  tape  painlessly,  completely 

$1.35 

All  Cheaper  By  The  Dozen! 

CALL  us  OR  VISIT  US  FOR  YOUR  HOSPITAL  OR  MEDICAL  SUPPLIES 


The  D.  G.  Stoughton  Co. 

Physician  • Hospital  - Laboratory  Supplies  & Equipment 

589  NEW  PARK  AVENUE 
WEST  HARTFORD,  CONN.  06110 


CONNKCTICUT  MlDItilNE,  DECEMBER,  1 9()6 


special  Notices 


NEW  ENGLAND  POSTGRADUATE  ASSEMBLY 
January  17-19,  1967 

Statler  Hilton  Hotel  Boston,  Massachusetts 

Tuesday,  January  17 

8:00  A.M.  Film:  DNA — .“The  Story  of  Life.”  Discussoi: 
\Villiam  H.  Baker,  M.D. 

9:00  A.M.  Panel:  “Breast  Cancer.”  Moderator:  Oliver  Cope, 
M.D.,  Boston. 

Panelists:  Rohert  Ravelin,  M.D.,  Philadelphia;  Henry 

Kohn,  M.D.,  Boston;  Elinor  D.  Montague,  M.D., 
Houston;  Benjamin  Castleman,  M.D.,  Boston 
10:20  A.M.  Panel:  “Postgraduate  Education.”  Moderator: 
George  Dunlop,  M.D.,  Boston 

Panelists:  Earle  Wilkins,  M.D.,  Boston;  Daniel  D.  Eeder- 
man,  M.D.,  Boston;  George  Robertson,  M.D.,  Boston; 
Norman  Stearns,  M.D.,  Boston 
12:30  P.M.  Luncheon — Speaker:  Bradford  Cannon,  M.D., 

Boston 

“Traumatic  Surgery  of  Eace  and  Skin” 

2:00  P.^^.  Panel:  “Preoperative  Medical  Examination.”  Mod- 
erator: W.  Allan  Tisdale,  M.D.,  Burlington,  Vermont 
Panelists:  Burton  S.  Tahakin,  M.D.,  “Pulmonary  In- 

sutficiency”;  George  W.  ^Velsh,  3rd,  M.D.,  “Diabetes 
Mellitus”;  Thomas  C.  Gibson,  M.D.,  “Cardiac  Disease”; 
W.  Allan  Ti.sdale,  M.D.,  “Hepatic  Disease”;  all  from 
Burlington,  Vermont. 

3:20  P.M.  “The  Pathophysiology  of  the  Alcoholic  Neurologi- 
cal Disorders.”  Kurt  Isselbacher,  M.D.,  Boston  and  Maurice 
Victor,  M.D.,  Cleveland,  Ohio 
8:00  P.M.  “Subversive  Activities  of  the  Communists  in  this 
Country.”  Dr.  F'ern  C.  Stukenbroeker,  E.B.I.,  Washington, 
D.  C. 

Wednesday,  January  18 

8:00  A.M.  Eihn:  “Diagnostic  Significance  of  Venous  Pulse.” 
9:00  A.M.  Panel:  “The  Medical  & Surgical  Aspects  of  Ac- 
quired Valvidar  Heart  Disease.”  Moderator:  W.  Gerald 
Austen,  M.D.,  Boston 

Panelists:  Roman  DeSanctis,  M.D.,  Boston  & Charles 

Sanders,  M.D.,  Boston 

10:20  A.M.  Panel:  “Surgical  Treatment  of  Vascular  Disease.” 
Moderator:  Michael  DeBakey,  M.D.,  Houston 
Panelists:  Allan  Callow,  M.D.,  Boston;  John  Mannick, 
M.D.,  Boston  and  Robert  Linton,  M.D.,  Boston 
12:30  P.M.  Luncheon:  Speaker:  Kenneth  Bird,  M.D.,  Boston 
“Myco  Bacterial  Disease;  Child  and  Adult.” 

2:00  P.M.  Panel:  "Spare  Parts  and  Transplants.” 

Moderator:  David  Hume,  M.D.,  Richmond,  Va. 

Panelists:  Anthony  P.  Monaco,  M.D.,  Boston  and  Joseph 
Murray,  M.D.,  Boston 


3:20  P.Af.  “President’s  Program  for  Stroke,  Heart  and  Cancer 
Centers.”  Michael  DeBakey,  M.D.,  Houston,  Texas 
8:00  P.M.  “Public  Relations.” 

Speakers;  Professional  Staff  from  the  AM.\,  Chicago 

Thursday,  January  19 

8:00  .\.M.  Film:  “Abortion  and  the  Law.”  Discussor:  John 
Grover,  M.D.,  Boston 

9:00  A.M.  Panel;  “Sex  Education.”  Moderator:  Thomas  J. 
Boag,  M.D.,  “Sex  Problems  in  Older  People.” 

Panelists: 

Mary  Jane  Gray,  M.D.,  “Advice  Concerning  Sexual 
Problems,  to  Adolescents  and  Young  Adults,  as  seen  by 
an  Obstetrician;  J.  Ward  Stackpole,  M.D.,  “How  the 
Pediatrician  deals  with  Sexual  Attitudes  & Problems  in 
Adolescents”;  Victor  E.  Chase,  M.D.,  “Sexual  Attitudes 
& Problems  of  the  Young  Adult;  Mental  Health  Implica- 
tions”, all  from  Burlington,  .Vermont 
11:00  A.M.  Panel;  “Recognition  and  Treatment  of  Mental 
Retardation.” 

Moderator:  Mary  Loui.se  Scholl.  M.D.,  Boston 
Panelists:  Richard  L.  Naeye,  M.D..  Burlington,  “Intra- 
uterine Undernutrition,  a Cause  of  Mental  Retardation  ”; 
Mary  L.  S.  Efron,  M.D.,  Boston,  “Inborn  Metabolic 
Errors  Related  to  Mental  Retardation  ";  Randolph  K. 
Byers,  M.D.,  Boston,  “Intellectual  Effects  on  Mild  En- 
cephalopathies”; Murray  Sidman,  M.D.,  Boston,  “Educa- 
tional Therapy  for  the  Mentally  Retartled  Child.” 

12:30  P.M.  Luncheon;  Speaker:  Stephen  Goldfinger,  M.D., 
Boston.  “Lite  Use  of  Allopurinol  in  Gout  and  Hyper- 
uricemia.” 

2:00  P.M.  “The  Abortion  Problem.”  John  Grover.  M.D., 
Boston. 

3:00  P.M.  “Heart  Disease  in  Infancy.”  Allan  Goldblatl,  M.D., 
Boston. 

3:30  P.M.  “Clinicopathological  Conference.” 

NEW  YORK  EYE  AND  EAR  INFIRMARY 
CLINICAL  CONFERENCE 

April  10  and  11,  1967 

Lite  Annual  Netc  York  Eye  and  Ear  Infirmary  Clinical 
Conference  will  be  held  on  April  10  and  11,  1967  in  the 
Biltmore  Hotel  in  New  York  City. 

The  Otolaryngology  Program  tvill  consist  of  Papers  on: 
“Laryngeal  Trauma";  “Laryngeal  Stenosis”;  “Dysphonia”; 
“Present  Status  of  Stapedectomy”;  “Polytomography  and 
Reconstructive  Surgery  in  Chronic  Ear  Disease.” 

All  interested  otolaryngologists  are  invited  to  attend  this 
meeting.  Eor  registration  and  further  information  write: 
Jane  Stark,  Registrar,  New  York  Eye  and  Ear  Infirmary,  218 
Second  Avenue,  New  York,  New  York  10003. 
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Now  Available 

Copies  of  the 

(lonnecticut  State  Medical  Society 


1966  ROSTER 


15.00*  a copy 

*plus  3^%  sales  tax  for  Connecticut  delivery  ($5.18). 


Order  Form 

To:  Connecticut  Medicine 
160  St.  Ronon  Street 
New  Haven,  Connecticut,  0651  1 

Enclosed  is:  $ 

Send  to:  Name 

Address 


T 


CLASSIFIED  ADVERTISING 

$9.00  for  25  words  or  less; 

$13.00  for  50  words;  20^  for  each  additional  word. 

50<t  extra  if  keyed  through  CONNECTICUT  MEDICINE 

PAYABLE  IN  ADVANCE 

Closing  Date  for  copy:  10th  of  month  PRECEDING 
date  of  issue. 


ELDERLY  PSYCHIATRIST,  preparing  to  retire,  has  attrac- 
tive office  space  available.  Excellent  location  on  East  side  of  1 
Bridgeirort.  Call  Bridgeport  334-2755  or  write  D.P.G.,  c/o  i 
Connecticut  Medicine. 


DERBY— Modern  Doctor’s  Suite,  1,000  -)-  .sq.  ft.,  air  con- 
ditioned, excellent  parking.  Route  34  in  Derby  on  Main  Road 
to  New  Haven.  Execllent  potential  for:  (1).  Generalist  (2)  . 
Internist  a.  Hematologist  b.  Endocrinologist,  etc.  (3)  . Pedia- 
trician, (4)  . Surgical  specialty.  Possibly  will  consider  "Time/ 
Space  Arrangement"  or  subdivision.  Call  734-6852  (Derby). 


Patrojiize  Your  JOURNAL 
Advertisers 


If  Ben  Franklin  were  alive  today  he  would  say: 


dollar  Saved  is  a lot  more  than  a dollar  earned” 


This  being  the  case,  it  behooves  you 
not  to  treat  lightly  the  savings  made 
possible  through  the  Association  Life 
Program  sponsored  by  the  Connecti- 
cut State  Medical  Society.  Because 
of  present  participation,  members 
ages  40-45  need  spend  only  a 
mere  $110.00  for  $20,000  of  Life 
Insurance! 

This,  mind  you,  is  no  skimpy  group 
certificate— but  an  individual  policy 
with  guaranteed  rates  — dividend 


provisions  — and  an  extremely  lib- 
eral waiver  of  premium  clause. 

Obviously  this  space  is  too  small  to 
attempt  to  adequately  describe  the 
plan,  especially  since  we  have  gone 
to  no  small  expense  to  prepare  a 
brochure  for  you  just  for  this  pur- 
pose. 

So,  why  not  demand  that  we  send 
you  yours  immediately.  You  owe  at 
least  that  much  to  Ben  Franklin. 


Afatl  this  coupon  today  I 


Underwritten  by: 

CITIZENS  LIFE 
INSURANCE  CO. 

Uew  York,  U.Y. 


Plan  Administrators,  Group  Insurers,  Inc. 

1184  Chapel  Street,  New  Haven,  Conn.  06511 

Please  send  me  forthwith  my  brochure  describing  the  Life  Insurance 
Program  sponsored  by  the  Connecticut  State  Medical  Society. 


IRWIN  SCHIFF 

Resident  Agent 


Address  

City  or  town 


Zip  Coda 
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NEW  BOOKS  IN  REVIEW 


HERITABLE  DISORDERS  OF  COISNECTIVE  TISSUE. 

Third  Edition.  Victor  A.  McKusick,  M.D.  The  C.  V. 

Mosbr  Company,  St.  Louis,  Missouri,  1966.  499  pp. 

with  190  illustrations  and  two  in  color.  $18.50. 

Reviewed  by:  LOUIS  H.  NAHUM 

William  Harvey  wrote  in  1657  “Nature  is  nowhere  accus- 
tomed more  openly  to  display  her  secret  mysteries  than  in 
cases  where  she  traces  her  workings  apart  from  the  beaten 
path;  nor  is  there  any  better  way  to  advance  the  proper 
practice  of  medicine  than  to  give  our  minds  to  the  dis- 
covery of  the  usual  law  of  nature  by  careful  investigation 
of  cases  of  rarer  forms  of  disease.  For  it  has  been  found  in 
almost  all  things,  that  what  they  contain  of  useful  or  apjrlic- 
ahle  nature  is  hardly  perceived  unless  we  are  deprived  of 
them  or  they  become  deranged  in  some  way.” 

It  is  this  philosophy  which  underlays  this  classic.  The 
author  has  sought  for  a synthesis  of  the  scattered  informa- 
tion about  generalized  disorders  of  connective  tissue  that  is 
inherited  and  given  ample  justification  for  which  William 
Harvey  states  above  that  clinical  investigation  of  pathologic 
states  is  a legitimate  method  for  studying  biology.  The 
hereditary  syndromes  covered  in  this  book  may  therefore 
be  considered  tools  for  studing  the  normal  situation,  in  this 
case  specifically  the  elucidation  of  connective  tissue. 

The  clinical  researchers  reported  so  scholarly  in  this  book 
impinges  on  practically  every  area  in  medicine,  for  connec- 
tive tissue  actually  connects  the  numerous  branches  of 
medicine  and  “without  connective  tissue,  medicine  would 
come  to  pieces  even  non-viable  pieces  just  like  the  cells  of 
the  human  body.” 

The  book  is  well  illustrated,  reports  on  the  clinical  be- 
havior of  hereditary  syndromes,  the  biology  of  normal  con- 
nective tissue,  on  the  numerous  syndromes  of  diseases  of 
connective  tissue  and  finally  on  the  future  of  the  study  of 
heritable  disorders  of  connective  tissue.  It  is  a first  class 
reference  book  for  every  practitioner  and  specialist  in  the 
medical  sciences. 

ATLAS  OF  HERNIA  REPAIR.  Carl  H.  Caiman,  M.D. 

The  C.  V.  Mosby  Company,  St.  Louis,  Missouri,  1966. 

150  pp.  Illustrated.  $16.75. 

Reviewed  by  J.  A.  FABRO 

As  implied  in  the  title,  the  author  offers  a methodical 
and  systematic  synopsis  of  hernia  repair,  supplemented  by 
plates  illustrating  the  anatomy  and  surgical  repair. 

In  spite  of  the  fact  that  “the  literature  on  hernia  is 
voluminous,”  he  feels  that  there  is  need  for  such  a volume 
because  in  surgical  residency  programs,  the  operation  for 
various  types  of  hernia  is  “without  adequate  instruction  or 
supervision.”  He  seeks  to  remedy  this  defect. 

He  wishes  also  to  promote  the  view  that  “the  surgeon 
should  have  at  his  disposal  a thorough  knowledge  of  re- 
gional anatomy,  appreciation  of  the  physiological  result  de- 
sired, and  the  intelligence  and  judgment,  in  each  case,  to 


utilize  most  advantageously  the  tissues  available.”  There  can 
Ite  no  disagreement  with  this  goal.  But  does  the  “Atlas  of 
Hernia  Repair”  accomplish  it?  I wonder. 

Fhe  book  is  not  directed  to  the  fully  trained  surgeon.  I 
seriously  tptestion  whether  it  provides  the  depth  and  critical 
evahiation  basic  to  and  necessary  in  the  education  of  a 
resident  surgeon  learning.  For  example:  he  says,  “A  number 
of  prosthetic  materials  are  available  for  a prosthetic  implant: 
tantalum  mesh,  Marlex  mesh.  Dacron  and  nylon  meshes. 
The  author  prefers  a soft,  rather  porous  Dacron  mesh.”  Is 
this  adequate  instrtiction?  Nor  does  he  numerate  specific 
references  from  the  surgical  literature  to  supplement  his 
statements  as  he  goes  along.  The  reader  must  scan  the  100 
or  so  references  at  the  end  of  the  book  for  aitthors  and 
titles  he  may  wish  to  consult. 

The  16  chapters  include  bits  of  history, 'of  etiology, 
diagnosis,  and  complications  of  hernias  ranging  from  the 
common  inguinal  hernia  to  diaphragmatic  hernias  and 
“rare  hernias  of  the  pelvic  floor,”  including  drawings  of  the 
anatomy  and  surgical  technique.  The  drawings  are  in  black 
and  white,  some  borrowed  from  other  sources,  such  as 
Watson’s  Hernia  and  Nyhers  and  Harkins’  Hernia.  It  is  my 
impression  that  while  the  drawings  might  be  adequate  for 
a gross  understanding  or  impression  by  a medical  school 
student  or  recent  graduate,  they  would  (or  should!)  be 
inadequate  for  a resident  in  surgery  to  use  as  his  only  source 
before  embarking  on  the  operations  described. 

It  is  difficult  for  me  to  see  how  any  author,  in  the  style 
of  a synposis,  condensation,  or  atlas,  can  in  150  pages  pre- 
sent the  subject  of  all  the  hernias  of  the  abdominal  wall 
adeqitately  for  a surgical  resident. 

Dr.  Caiman,  formerly  Assistant  in  Clinical  Surgery  at 
Washington  University  School  of  Medicine,  undoubtedly 
understands  the  surgery  of  hernia.  If  it  is  true,  however,  as 
he  states,  that  there  is  inaclecjuate  .instruction  or  supervision 
in  surgical  residency  programs  in  this  basic  operation  of 
hernia,  I am  sorry  to  say  that  I believe  his  labor  of  love 
fails  to  fill  the  void. 
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FVm:TlOI\S  OF  the  corpus  callosum.  Ciba 

Foumlalion  Study  Group  TSo.  20.  Editor  and  Organ- 
izer: E.  G.  Ettlinger.  Editors  for  the  Ciba  Founda- 
tion: A.  V.  S.  de  Reuck  and  Ruth  Porter.  The  Little, 
Brotvn  & Company,  Boston,  Massachusetts,  1965. 
156  pp  with  28  illustrations.  $3.75. 

Reviewed  by:  JOHN  P.  FLYNN 
Lhis  volume  consists  of  series  of  pajrers  by  clinicians  and 
research  workers  engaged  in  the  study  of  the  function  of  the 
corpus  callosum,  and  anterior  commissure,  the  pathways  con- 
necting the  two  halfs  of  the  forebrain.  Earlier  clinical 
studies  found  that  the  corpus  callosum  could  be  cut  without 
any  marked  neurological  symptom  appearing.  Recent  work 
indicates  that  the  two  hemispheres  of  the  brain  are  relative- 
ly independent  of  one  another  when  the  corpus  callosum  is 
cut.  Fhis  was  shown  by  restricting  the  sensory  input  to  one 
hemisphere  and  cutting  the  corpus  callosum.  Linder  these 
conditions  one  side  of  the  brain  may  learn  to  discriminate 
complex  patterns.  If  one  now  tests  for  learning  in  the  other 
hemisphere,  there  is  no  evidence  that  it  occurred,  even 
though  it  can  learn  by  itself.  In  fact  the  two  sides  can 
learn  opposing  responses  siimdtaneously.  Simpler  discrimin- 
ations, like  distinguishing  between  two  lights  of  different 
brightne.ss  or  two  lights  flickering  at  different  rates  are 
learned  simidtaneously  even  with  the  corpus  callosum 
severed. 

Comparable  results  are  found  when  other  senses  than 
vision  are  studied.  Some  but  not  all  patients,  in  whom  the 
corpus  callosum  is  ah.sent,  show  results  similar  to  those 
obtained  in  experimental  animals,  when  appropiiate  test- 
ing procedures  are  used.  There  are  also  some  slight  indica- 
tions that  at  times  in  such  patients  one  hand  doesn't  know 
what  the  other  is  doing.  The  early  negative  findings  are  ex- 
plained in  ])art  on  the  supposition  that  the  tests  were  not 
sufliciently  relined,  the  patients  had  found  other  ways  of 
coping,  and  having  been  epileptics  they  tliffered  from  other- 
wise normal  sidijects.  \Vhile  this  is  a book  for  tbe  specialists, 
tbe  intricacies  of  tbe  experimentation  make  for  interesting 
reading. 

THE  HISTORY  OF  THE  AMERICAN  MEDICAL 
WRITERS’  ASSOCIATION.  V olume  I.  Harold  Stvans- 
berg,  B.S.,  M.D.  Society  for  Academic  Achievement, 
Quincy,  Illinois,  1965.  Ill  pp.  $2.50. 

Reviewed  by:  VICLOR  L.  .SZ.YNTON,  M.D. 

Ibis  is  a large  paperback  volume— a veritable  beehive  of 
information  and  memorabilia  of  the  history  of  this  associ- 
ation. 

It  goes  back  to  the  modest  beginnings  in  1940  as  the 
Mississippi  Valley  Medical  Editor  Association  and  brings  it 
to  its  present  standing  as  a national  organization. 

'Fhis  volume  is  a nice  scrap  book  through  which  to 
meander  while  sitting  on  the  velveteen  settee.  It  is  more 
than  that,  too.  It  forms  one  of  the  basic  ten  commandments 
of  medical  writing.  A wider  spread  of  the  knowlerlge  of 
these  guide  lines  would  make  a little  less  dreaded  .Mien 
Gregg’s  statement  “the  man  of  .science  appears  to  be  the 
only  person  who  has  something  to  say,  and  the  only  man  who 
does  not  know  how  to  .say  it.”  ,-\lso,  the  sources  of  medical 


journalist  training  are  made  known.  Fhe  University  of 
Missouri  and  the  University  of  Oklahoma  as  well  as  the 
University  of  Illinois  offer  a foitr  year  course  in  medical 
joiti  iialism.  For  those  interested  itt  medical  writing  this  is 
a retommended  browse. 

CURRENT  SURGICAL  MANAGEMENT  111.  Edited  by 
Edwin  H.  Ellison.  M.D.,  Stanley  R.  Friesen,  M.D., 
and  John  H.  Mulholland,  M.D.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London,  1965.  519  pp. 
$11.50. 

Reviewed  by:  HUGH  F.  LENA 
I bis  is  the  third  volume  of  a series  which  presents  con- 
flicting views  on  the  matiagement  of  30  fairly  commoti 
surgical  problems.  'Ehe  first  ajrpeared  in  1957  and  the  second 
in  1960.  Both  of  these  were  shorter  volumes  but  were  well 
received.  'Fhis  highly  instructive  and  readable  book  has  been 
writteti  by  104  authors.  These  doctors  are  well  selected,  e.x- 
perieticed,  and  have  strong  feelings  about  their  subject. 

1 here  is  a short  introduction  by  one  of  the  editors  before 
each  subject  is  discussed.  He  gives  some  background  con- 
cernitig  the  nattire  of  the  disagreement  and  attempts  to  be 
impartial.  Ihe  editors  point  out  that  there  was  apparently 
less  controversy  and  more  dogmatism  in  the  early  days  of 
surgery  when  knowledge  was  so  imperfect.  It  is  paradoxical 
that  differences  of  opinion  are  often  greater  when  more  is 
learned  about  a condition.  Search  for  the  truth  about  disease 
often  brings  out  controversy. 

Fhese  articles  are,  on  the  whole,  brief,  informative,  and 
well  presented.  Fhe  varying  viewpoints  are  seen  side  by  side. 
At  times  there  is  a fundamental  difference  in  concept  of 
treatment  of  a condition.  I'his  is  illustrated  by  Lanipe  who 
emphasizes  cobalt  radiotherapy  for  treatment  of  carcinoma 
of  the  mid-esophagus  while  .\dams  prefers  resection  and 
esophago  gastrostomy. 

.Vt  other  times  the  disagreement  is  less  basic  and  often  a 
mere  choice  of  techniejue.  Madden  presents  the  case  for  porta 
to  fundus  cholecystectomy  while  Hoerr  prefers  the  fundus 
to  porta  technitpie.  Some  dilferences  are  more  apparent  than 
actual.  In  Klassen's  article  on  the  operative  managenrent  of 
severe  closed  chest  injuries  he  also  stresses  the  importance 
of  restoration  of  a patent  airway,  effective  ventilation,  and 
adevjuate  blood  volume.  4V'orman  discusses  the  conservative 
management  of  these  injuries  but  also  mentions  the  need  for 
definitive  surgery  in  some  cases. 

.Some  of  the  subjects  presented  in  the  first  volume  in 
1957  are  again  considered,  often  with  a change  in  emphasis 
brought  on  by  new  discoveries  in  the  held.  'Fhe  manage- 
ment of  duodenal  ulcer  and  eso2rhageal  varices  are  note- 
worthy examples. 

Fhis  book  would  be  valuable  to  the  Surgical  Resident  who 
is  often  given  one  point  of  view  alxnit  the  management  of 
a surgical  condition.  It  woidd  be  equally  usefid  to  the  prac- 
ticing surgeon  to  help  him  maintain  a healthy  skepticism  in 
interpreting  methods  of  treatments  and  results.  Surgery,  of 
course,  is  not  an  exact  science.  Panel  discussions  at  surgical 
meetings  are  often  stimulating  and  valuable  to  both  the  par- 
ticipants and  to  audiences.  Fhis  volume  fulfills  a need  and 
may  be  recommended  to  any  general  surgeon. 
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MEDICAL  NEWS 


A Diet  For  Cholesterol  Reduction 

A diet  to  reduce  cholesterol  in  the  blood  and, 
hopefully,  to  reduce  the  risk  of  heart  disease,  is  re- 
ported in  the  current  Journal  of  the  American 
Medical  Association. 

It  remains  a question  whether  diet  modification 
actually  reduces  heart  disease,  says  a Journal  edi- 
torial in  the  same  issue.  But  those  susceptible  to 
coronary  heart  disease  “might  be  advised  to  follow 
such  dietary  principles”  in  the  hope  that  heart- 
disease  risk  could  be  reduced,  the  editorial  said. 

The  diet  isn’t  designed  to  take  off  weight.  Its 
purpose  is  to  maintain  the  regular  intake  of 
calories  while  substituting  foods  that  produce  less 
cholesterol. 

The  diet’s  features: 

—Daily  consumption  of  animal  fat  is  reduced  to 
no  more  than  20  grams  (approximately  the  amount 
in  seven  to  eight  ounces  of  lean,  cooked  meat)  in 
diets  of  2,380  to  3,140  calories.  About  half  this 
much  meat  is  allowed  for  daily  diets  of  1,200  to 
1,400  calories. 

—Eggs,  because  of  their  high  cholesterol  content, 
are  limited  to  five  or  fewer  a week. 

—The  remainder  of  the  diet’s  fat  consists  of 
vegetable  oils  and  their  products. 

The  diet  research  was  done  at  the  Cleveland 
(Ohio)  Clinic,  and  was  supported  by  the  National 
Heart  Institute.  Authors  of  the  report  are  Helen 
Brown,  Ph.D.,  Marilyn  Farrand,  M.Sc.,  and  Irvine 
H.  Page,  M.D. 

Effects  of  18-day  diets  on  the  blood  cholesterol 
levels  of  young,  healthy  persons  were  studied  over 
a five-year  period.  Animal  foods,  including  eggs, 
and  the  amounts  and  kinds  of  margarine,  cooking 
fats,  and  oils  were  varied  and  compared. 

A standard  diet  was  developed  which  gave  the 
maximum  cholesterol  reduction— an  average  of  12.3 
per  cent  in  seven  days  and  17.7  per  cent  in  18  days. 

Other  test  diets  contained  greater  amounts  of 
animal  fat,  and  produced  significantly  less  choles- 
terol reduction. 

The  standard  diet  contained  no  eggs,  but  tests 
showed  that  one  egg  eaten  daily  did  not  significant- 
ly hinder  cholesterol  reduction,  provided  total  ani- 
mal fat  consumption  was  kept  below  a certain 
level.  Two  eggs,  howevei',  wiped  out  any  gains  in 
cholesterol  reduction. 


The  standard  diet  must  be  followed  closely  to 
be  effective,  the  authors  said.  Slight  variances  in 
consumption  of  animal  and  vegetable  fats  cut 
cholesterol  reduction  almost  in  half  during  some 
tests. 

“The  value  of  the  diet  may  be  nullified  with  too 
much  ‘lean’  meat  or  smaller  amounts  of  meats 
too  high  in  fat,  too  many  eggs,  too  little  oil  or 
oils  too  low  in  polyunsaturates,”  the  Journal  edi- 
torial said.  “The  usual  problem  is  that  patients 
may  be  following  a slightly  effective  diet  rather 
than  a fully  effective  one.” 

The  standard  diet  was  developed  in  the  kitchens 
of  the  Cleveland  Clinic,  using  ordinary  household 
foods.  It  demonstrates,  the  authors  said,  that  “fat- 
controlled  diets  may  consist  of  customary  food 
products  providing  a variety  of  appetizing  menus. 
Success  of  these  diets  depends  upon  the  talents  of 
the  cook.” 

Digitalis— Would  FDA  Approve 
It  Today? 

“.  . . I would  hate  to  be  introducing  digitalis  as 
a new  drug  today.  Anyone  reading  the  toxicity  and 
side  effects  would  never  use  it  in  the  present 
climate.  However,  digitalis  has  been  with  us  long 
enough  now  that  the  toxicity  and  side  effects  have 
taken  their  proper  place.  They  are  there,  to  be 
sure,  but  not  as  prominently  as  the  therapeutic 
effect.—  Robert  W.  Ballard,  M.D.,  in  Food  Drug 
Cosmetic  Law  Journal,  (21:31-32),  January  1966. 

How  To  Go  To  Sleep 

Let  us  all  remember  that  we  must  not  prescribe 
just  the  dosage  that  is  given  in  a book;  we  must 
give  enough  to  produce  the  effect  we  desire.  Also 
we  must  not  rigidly  prescribe  a dose  every  four 
hours;  it  is  better  to  tell  the  nurse  to  give  enough 
of  the  medicine  to  relieve  pain,  and  when  the  pain 
returns  to  give  another  dose.  I learned  much 
pharmacology  years  ago  when  I watched  a man 
quickly  drink  four  martinis.  He  explained  that  he 
did  not  feel  anything  until  he  had  four.  And  then 
I thought  of  the  many  times  I had  wondered  why 
a man  like  that  had  to  take  three  or  four  capsules 
of  a barbiturate  before  he  felt  sleepy.— Walter  C. 
Alvarez,  M.D.,  in  Modern  Medicine,  (34:106), 
March  14,  1966. 


Volume  30,  No.  12 


919 


Connecticut  Medicine  Index  to  Advertisers 
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Manuscripts  should  be  typewritten,  double-spaced  on 
white  paper  81/2  x 11  inches  with  adequate  margins  on 
firm  paper.  The  original  copy,  not  the  carbon  copy  should 
be  submitted.  Carbon  copies  or  single  spaced  manuscripts 
will  not  be  considered.  Authority  for  approval  of  all  con- 
tributions rests  with  the  Editorial  Board,  and  the  Board 
reserves  the  right  to  edit  any  material  submitted.  Receipt 
of  manuscripts  will  be  acknowledged  and  unused  manu- 
scripts returned.  The  publishers  accept  no  responsibility 
for  opinions  expressed  by  contributors. 

STYLE 

The  first  page  should  list  title,  the  author  (or  authors)  , 
degrees,  anti  any  institutional  or  other  credits.  Bibliogra- 
phies should  conform  to  the  style  of  the  Quarterly  Cumu 
lative  Index  published  by  the  American  Medical  Associa- 
tion. This  requires  in  the  order  given:  Name  of  author, 
title  of  article,  name  of  periodicals  with  volume,  page, 
month— day  of  month  if  weekly— and  year.  Number  should 
be  limited  to  absolute  minimum.  References  should  be 
numbered  consecutively  in  order  in  which  they  appear  in 
the  text. 

LENG'LH  OF  ARTICLES 

Oi  dinary  ai  tides  should  not  exceed  3,000  words  (ap- 
proximately 3 printed  pages).  Under  exceptional  circum- 
stances only  will  articles  of  more  than  4,000  words  be 
published. 

ILLUSTRATIONS 

lllustiations  should  be  numbered  consecutively  and  indi 
cated  in  the  text.  The  number,  indication  of  the  top,  and 
the  author’s  name  should  be  attached  to  the  back  of  each 
illustration.  Legend  should  be  typed,  numbered,  and  at- 
tached to  each  illustration.  Photographs  should  be  clear 
and  distinct;  drawings  should  be  made  in  black  ink  (pre- 
ferably India  ink)  on  white  paper.  For  half  tones,  glossy 
photographs  should  be  submitted.  Connecticut  Medicine 
will  bear  the  cost  of  printing  two  cuts  accompanying 
manuscripts  submitted  for  publication.  The  cost  of  print- 
ing more  than  two  cuts  must  be  borne  by  the  author. 

NEWS 

Our  readers  are  requested  to  send  in  items  of  news, 
also  marked  copies  of  newspapers  containing  matter  of 
interest  to  physicians.  We  shall  be  glad  to  know  the  name 
of  the  sender  in  every  instance.  All  copy  should  be 
received  one  month  prior  to  the  expected  date  of 
publication. 
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All  advertising  copy  of  product.^  approved  by  the 
Advertising  Committee  of  the  State  NIedical  Journal 
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publication  unless  such  copy  is  in  conflict  with  official 
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the  State  Medical  Journal  Advertising  Bureau,  Inc.  The 
acceptance  of  advertisements  does  not  necessarily  imply 
endorsement  of  any  product  or  service  by  Connectticut 
Medicine. 

Copy  must  reach  our  office  by  the  10th  of  the  month 
preceding  publication. 

REPRINTS 

Reprint  orders  should  be  returned  at  once  as  the  type 
will  be  destroyed  immediately  following  publication  of 
the  manuscript. 

Communications  should  be  addressed  to  Connecticui 
Medicine,  160  St.  Ronan  Street,  New  Haven,  Conn., 
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